JRI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

1P VY

VNN, L2 i regrton i i 2 i L2867

-60—-045761

STATE FILE NUMBER

NDED
1. PLACE OF DEATH . 2. USUAL RESID'ENE_E_ (Where decesied lived, If institution: Residence before
& COUNTY G’REENE a. WSSOIIRI b, COUNTY GREENE admission)
b. C(;TRY [If outside corporate limits, give TOWNSHIP only) Length of stay in 1b c C(ID'LY Inside Limits
TOWN SPRINGFIELD 50 YRS. TOWN SPRINGFIELD Ye: [X No O
c. f-l%éPrT’}TEogF {1f NOT in hospital, give location) Inside Limits d. :g%%EETSS {If cutside, giva location) Reside on Farm
insttution:’  BURGE HOSP. Yea il NoJ 1155 PENNSYLVANTIA Yo O NN
3. HAME OF iI:UECEASED First Middle Last 4, DOAFTE Month Day Yeor
YPe or prinn) RUSSELL M, SHUPE s DEC. 24 1960
5. SEX 4. COLOR OR RACE 7. Married 0 Never Married [] |8. DATE OF BIRTH | 9+ AGE {last birthday) [ iF UNDER 1 YEAR _IF UNDER 24 HR
MALE WHITE Widewed [ Divorced ] 9 / 85 75 Months | Days | Hours | Min.
10a. USUAL OCCUPATION {Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY] 1t. BIRTHPLACE (City and state or country} | 12, CITIZEN OF WHAT COUNTRY
RETTREY THUCK "BHIVER FRISCO TRANS.CO. COLUMBUS, OHIO USA
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF lg-USBAND OR WIFE
JACOB SHUPE ARTIMISA CONRAD ELLIE SHUPE
15. WAS DECEASED EVER IN U.5. ARMED FORCES? 16. SOCIAL SECURITY NO. 17. INFORMANT Address
{Yes, ny unl:nuwn)l (If yes, give war or dates of “M“)LL9 1-03 LPUB? MRS. ELLIE SHUPE , SPRINGFIELD, MO.
- 18, CAUSE OF DEATH (Enter only one cauza per line for (a), (b}, and (c). INTERVAL BEVWEEN
E PART |. DEATH WAS CAUSED B QONSET AND DEATH
s IMMEDIATE CAUSE (2) Acute Pulmonary Edema 36 hours
oy
Q
] . . .
a8 Conditions, if sny, BUE 70 (b) Arteriosclerotic Heart Disease 2 years
which gave rise to
sbove cause {a),
stating the under-
lying cauze last. DUE 10 {¢]
female

BY AFFIDAVIT OF

PART 1.

OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal
disease condition given in PART [ {a)

PART IN. If

deceased was
there a pregnancy [n last 90 days.

Was

1o ves

O N I ] Unknown'

20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in PART | or PART |l of item 18.)

MEDICAL CERTIFICATION

9. WAS AUTOPSY | 20a. ACCIDENT SUICIDE  HOMICIDE
PERFORMED? [} O ]
YES (0 NO[J
20c. TIME OF  Houl Month, Day, Year |
INJURY a.m.
p.m.
COUNTY STATE

20d. INJURY QCCURRED
WHILE AT WORK []
NOT WHILE AT WORK [J

20e. PLACE OF INJURY (e.g., in or shout home,
farm, factory, sireet, office bidg., efc.)

201, CITY, TOWN, OR LOCATION

n.

{ attended the decessed fro

320 A.M.

oAbt 24 26w i s [raiveongllee. 2, /Tl O

h occurred at.

m on the date stated sbove, and to the best of my knowledge, from the causes stated.

e )zmﬁ' el

22b.

e

DRESS

22¢. DATE SIGNED

J=3-

232, BURIAL, CREMATION, | 20b. DATE Z3c. NAME OF CEMETERY OR CREMATOR BCATION [Civy, Town, or county] {State)
BURTRYL ™ | 12/28/60 WHITE CHAPEL SPRINGFIELD, MO.
ADDRESS 25. DATE RECD. BY LOCAL REG.

DIRECTOR

H.fH. LOHMEYER FUNERAL HOME

MO

=

-

SPRINGEIELD

;sv-

{Licensed Embalmer’s Statemen? on Reverse Side)

26%:5' SIG\?:UR? -




ot

STATEMENT BY LICENSED EMBALMER

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

or by Student Embalmer No.
working under my personal supervision. /
A trre C
Student Signed — //’”/G e

Signature of Student Embalmer

ey .
Licensed Embaimer No. /Z 7
i P.O.Address /M//V?/"f/ 784

+ . Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITTu? (Fallure to co
with the above constitutes grounds for revocation of ||cense) '

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.




