THE DIVISION OF HEALTH OF MISSOURI

. Health,

Shaide | enMnR 10 1958 STANDARD CERTIFICATE OF DEATH ~-38=005182 - é """
. ubhic
h Service I R_ogislratioq District No. ... 2_ e s PriMATY RugisrtraﬂiDisfrirﬂ Nopore =000/ . .. Regls!rm’ 1 No. No. __#&—= 3,, ________
- |
| 1. PLA(OZE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Relé:nncc br[nre
5. a. COUNTY o, STATE b. COUNTY admission
> 30 Greene Missouri Greend o
|}- 1-57 0 b. C:)TRY (I ourside corparate limits, give TOWNSHIP only) | Inside Limiss c C:JTRY Inside L.mus

TOW _ Springfield Yes ] No (] owe Springfleld 054 oYes Bl Ne[]
c. lﬁg%éllv:{:‘%g': {IE NOT in hospital, give location) | Length of stay in 1b d. STREET (If ourside, give location) Reside on Farm
ADDRESS .
wsTituTion St John's Hosp. |48 years 831 S. Kimbrough [ ves[J ne
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Yoar
{Type or print) OF .
CYNTHYA IOUISE (BUMPAS) WAICH PEATHMarch 5, 1958
5. SEX ! 6. COLOR OR RACE 7'MAR£IEDK]NEVER MARRIEDL—_I 8. DATE OF BIRTH 9. AGE {In years {F UNDER 1 YEAR| IF UNDER 24 HRS.
. last birthday) j Months | Doays Hours Min,

- Female White wooweo]  oworceol]|Jgpn 22, 1906
-z 100. USUAL QCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR 1. BIRTHFLAC'E {City and state or country) / 12. CITIZEN OF WHAT COUNTRY?
= during mes1 of weeking life, even if retired) INDUSTRY
] Hougewife Own Home Evansyllle, Tndiana U.S.A,

E 13a. FATHER'S NAME 13b. MOTHER"S MAIDEN NAME 14. NAME OF H'UéBAND OR WIFE

- -

:E . 8 Della B, Tuck Harry Walch
é 2 [ 15 WAS DECEASED EVER IN U. 5. ARMED FORCES? 16, SOCIAL SECURITY NO.| 17. INFORMANT Address

S Z B (Tes, 00, or unlmo-m]ltl! yas, give wor ¢r dotes of service) -

s 3 Unknown Harry Walch, Springfield Mno.

z a 18. CAUSE OF DEATH (Enter only one cause per line for {a), {b), and (¢).) ” - et " { INTERVAL BETWEEN
5 ® PART I. DEATH WAS CAUSED BY: . . ONSET AND DEATH
PR IMMEDIATE CAUSE (o) M_M : 2 e
-

E w Conditians, it any, DUE TO (b}

5 > which gove rise to
5 = above covse [a},
< r4 stating the under-

c 8 g fying cause last. DUE TO {¢}

g - o - PART ll. OTHER SIGNIFICANT CONDITIONS CONTRIBUTENG TO DEATH but not related to the terminal disease condition given in PART { (a} 19. WAS AUTOPSY
: ® z s - PERFORMED?
5% oft /750 YESDE NG ]
£ . ¥ 21 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY QCCURRED. (Enter noture of injury in PART | or PART Il of item 18.)

- = =4 w
22 «f° 0 O ]
<3 YH<
o v <SHE5I20c TIMEOF Howr  Menth, Day, Year

M INJURY  a.m.

b § : E3 p.m.

g£E g 20d. INJURY OCCURRED 20e. PLACE OF INJURY {e.g., inor shout home,| 20§. CITY, TOWN, OR LOCATION COUNTY STATE

S w WHILE ATD NOT WHILE D farm, factory, street, office bldg., etc.)
$3 g [work AT WORK

‘g E 1. | attended the deceosed from q, 4 q ) & to and last saw h—°|'" OHM
g g Death occurred ot 7 : 0 a.m, m bn Iha dote stoted ubovn. and to the b-st of my knowledge, from the couses stated
5 ATYRE {Degree o tige) U 226 ADORESS Z2 /& / [220. DATE SIGNED | SIGNED
¥ ", 2 .7 - otk 55
8 3 - - -

23b. DATE 23c. NAME OF CEMETERY OR CRE ORY 23d. LOCATION (Cl!r, town, or county) {S10te)

[ March 7,195 Sprin

gfield, Mo, =
FUNERAL DIRECTOR A DRESS 25 DATE RECD. BY LOCAL REG. 2 G)STRAR'S SIGHA E
e LB s Eringrie1d Yo, 3- b 5 ¥ N 5 m
/A

v {Licensed Embolmes’s Statemant on Reverse Side)

. BURIAL, CREMATION,
REMOVAL (Specify)




856 T sum

STATEMENT BY LICENSED EMBALMER

1 hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed

DY 1B, OF DY ereriieieiiriiin i iieren s terisesenensenensnseaannsatastnnrtrassnsnsnansresansnrrss .» Student Embalmer No. .........coevvunns

working under my personal supervision.

Student .cooviiiii s Signed % f

Signature of Student Embalmer i
Licensed EmbalmepNo... 20 22 .

'P. 0. Address =<

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure
to comply with the above constitutes grounds for revocation of license).

If embalmed by a STUDENT, he also shall sign in his OWN handwriting.

If this body is not embalmed, fact should be so stated above.




