THE DIVISION OF HEALTH OF MISSOUR) 59—01'?4_10

";E'.'f':.. Dr. Lurie STANDARD CERTIFICATE OF DEATH TR o
o ”-LB JUN 1 5 19590915"&:"0;1 District No. /ZX Primory Raqis!ru!E Dis!ri‘_:&"-..._m ------- Rﬁ!-_liﬂmf'ﬂi--— el SR
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Service
K
I . PLACE OF DEATH 2. USUAL RESIDENCE (Where dcceosbed lived. If institution: Res‘ildqncp b)efore
COUNTY . 5T . COUNTY admizsion
e - GREENE > 1SS O0URT ' GREENE
b ClTY {IF wuiside corporate limits, give TOWNSHIP only) Inside Limirs c. ClOTRY Inside Limits
R SPRINGFIELD Yes [ Mo [] R SPRINGFIELD Yesi No[]
<. E{L)‘Hs_lg-l NAAl'i"l%gF (if NOT in haspital, give lecation) | Length of stay in 1b 037 2 S-II-J%ERE-IS-S (!f outside, give location) Reside on Farm
T Al E
/ INSTITUTIONS 11 S. BROADWAY 27 YRS. o ﬂl S. BROADWAY Yes [] Mo l}
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Year
{Type or print) QF
ELIZA JANE THARP DEATH JUNE 7 1959
5. SEX 6. COLOR OR RACE| 7. warRIED [ J NEVER mARRIED] ] 8. DATE OF BIRTH 9. AEE “-"'ﬂ:'; :x'r'aﬁezg:m l:nLIJ’:DER Q;iTs.
FEMALE / WVHITE 3. woowepX] pivorcenl ] MARCH 3 1869 oy I

10a. USUAL OCCUPATION {Give kind of wark done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE {City ond state or country) & |12. CITIZEN OF WHAT COUNTRY?
during mﬁdmﬁmp lils, gven if retired) INDUSTRY OREG’ON COUNTY , Mo . USA
13a. FATHER’S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
JONES UNKNOWN CHAS. H. THARP (DEC.)
15- WAS DECEASED EVER IN U. 5. ARMED FORCES? 16, SOCIAL SECURITY No.| 17. INFORMANT Address
{Yes, no, Wm)l(li yes, give war or dotes of service) No L - C . THARP OKI A HOMA C ITY . OKLA .
18. CAUSE OF DEATH (Enter only one cause per line for {a), (b), and (c}.} INTERVAL BETWEEN
PART |. DEATH WAS CAUSED BY: i ONSET AND DEATH

IMMEDHATE CAUSE (o}

above cause [a),
stating the undar-

74 =
a' E' 2 P - %.‘/"M Mj‘_!
Conditions, if any, DUE TO (b}
which gava rise to } d
- ’ &7 =
e 1o Aorenal, e O preliseln 4260

USE ONLY BLACK INK QR RIBBON TYPEWRITE IF POSSIBLE

Doctor, gorener, atc. must use only standard nomenclature in item |8, No symptoms will be I1sted.

g lying cause last,
< - PART ll. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH I:m not related to the termingl disesse condpion given in PART I (u) 19. WAS AUTOPSY =
£ 3 Ce e é o ﬁ M PERFORMED?
- @ YES[] NOJK]
- E{ 200. ACCIDENT SUICIDE HOMICIDE | 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury ¥ RART tor PART Il of item 18.)
= ]
8 o 1 1 [
3 <
v J[| . TIME OF Hour  Month, Doy, Year
2 = INJURY  o.m.
‘-31 "% p.m.
£ 20d. INJURY OCCURRED 20e. PLACE QF INJURY (e.g., inor abouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
= WHILE ATD NOT WHILE O farm, factary, sireet, office bldg., etc.)
S AT WORK
—r
E 21. | ottended the deceased from /= 23-3 4 , o 6 —7 -J’C/' and last sawhl o7 alive on 6 — 7 -'._r?
H Death occurred at 9 H 3 0 P.M, m on the date stated above; and to the best of my knewledge, from the couses stated.
| 5 22a. SIGNAJORE ?ﬂﬁ or title] o 22b. ADDRESS &L O & % 22¢. DATE SIGNED
2 S sl H D | Jpresgeos
3 - O ' e | 6-8-IF
| 238, BURTAL, CREMATION, | 230, DATE 23e. NAME DF CEMETERY OR CrREmaTEHY 4. LOCATION (Eity, tawn, or caunty) (State)
| BURTAE™ | 6/10/59 MAPLE PARK SPRINGFIELD, MO.

24. FUNERAL QIRECTOR ACDRESS 25. TE RECD. BY LOCAL REG. 26. S 'S SIGNAFURE
H.H. LOHMEYER SPRINGFIELD, MO} éA Jo-37 % é ZZ Lo 2 Lo
K2/

{Licensed Embalmer's Statemant on Reverss Sida)




STATEMENT BY LICENSED EMBALMER

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

DY M@, OF DY ittt iee it ieie s eerisesreerenrseverneemries s as sttt et a s ras , Student Embalmer No. ...................

working under my personal supervision.

SEUAEAE «evermrraerreeeeee e eeeseseemeeeee oo eeeseesseseeeen. Slgne%{m .

Signature of Student Embalmer
Licensed Embalmer NOAZT.’. 72’/.

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). /7

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.
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|



