MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH - =63-005000

DEPARTMENT OF PUBLIC HEALTH AND WELFARE STATE FILE NUMBE
N . . . i - R
NOT TE NDED RgginP! mﬁol ___E ég__fnmarv Registration District Nomiﬂ"r'l No. T —

ON THIS STUB M

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before

a. COUNTY Greene a. STATE Hisso'urib COUNTY Greene admission)
b. CO”;!Y (If outside corporsta limits, give TOWNSHIP only} Length of stay in Th [ C°I1|;Y Inside Limits
TOWN Springfield, 12 years TOWN Springfield Yes [ Ne O

e, FULL NAME OF (If NOT in hospital, give locatiom) Inside Limits d. STREET” (If cutside, give location) Residle on Farm
HOSPITAL OR ADDRESS

INSTITUTION St John's Hospital YesJO No [J 1819 W. Lee . Ye: O Noa

© 3. NAME OF DECEASED First Middie Last 4. DATE Month Day Yoar
{Type or print) OF

___SARAH M. LAP DA February 18, 1963 |
5. SEX 4, COLOR OR RACE 7. Married []  Never Married [0 [8. DATE OF BIRTH | P- "AGE (last birthday) [IF-UNDER 3 YEAR | IF UNDER 24 HR
Female White Widowed X Diverced [1 |0 o mber 1o, 1874 88 Mﬁ“"‘ ﬂﬁ Hours | Min.

"10a. USUAL.OCCUPATION (Give kind of work done | 10b. KIND'OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state or country) | 12. 'CITIZEN OF WHAT COUNTRY
during most of wogking life, sven if retired)
Rolidewite In Home Carroll County, Arkansth; Usa
“13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE

Henry Walden "_Martha Johnston James T. Dunlap
15. WAS DECEASED EVER IN U.5. ARMED FORCES? 18, SQCIAL SECURITY NO. [17. INFORMANT Address

(Yes, no, or unknown} | (If yes, give war or dates of servi
| Mrs, Martha Klann __ Springfield, Mo.
18. CAUSE OF DEATH (Enter only one cause per line INTERVAL BETWEEN

PART 1. DEATH WAS CAUSED BY: . INTERVAL BETWEEN
IMMEDIATE CAUSE (o} /& ? 2 = .
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AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
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Conditiony, if any, DUE TO {b) l‘ AL EA A CAT A LA
which gave riss fo

sbove cause (a), :
stating the under- .
lying cause last. DUE TO (<)

PART 1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal PART I, If deceased was female was
i there » pregnancy in lest 90 days.

* disense condillon.givan in PART | {a) (- . 4 [ 4
Lo teevecot .z///gﬂ/ﬁm [Ove] ONe [ D unkoomm

19. WAS AUTOPSY | 20a. ACCIDENT  SUICIDI 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of.injury in PART | or PART 11 of item 18.)
FORMED? a m| a
YES [0 NOO3

20c. TIME OF Ho.ur Month, Day, Year
INJURY a.m.
p.m.

. 20e. PLACE OF INJURY {e.g., in or about home, OW OR LO IOIT'
0. wdﬂ%YA?Cﬁg%IlKED farm, factory, sireet, office bidg., m) -
NOT WHILE AT WORK [ ¥

21, | sttended the deceased’ ﬁo«M d Iur saw M"“’e

Death oocurrod at. on t‘hc date stated al ,-and to.the best of my knowledge, from the causes stated,

T35 SIGNATURE P Srares o ml-) A f ) |22b Aooaess ?, W? g I:c DA:;;NED

535 BURIAL, CREMATION, N23b. DATE ‘ NAWE OF CEMETERY OR CREMATORY 23d. LOCATION (City, t}&ﬂ, or county} {State)

Hariar " |Feb. 20, 196 Eastlawn _ Springfield, Missouri

24. FUNERAL DIEECT-OSR ha, F A;__Iil)ﬂ%lso e Inc 25. DATE RECD. BY LOCAL REG. [26. R STRAE‘S:SIGNgJRE i
_ CormageraziRe m‘“’ﬁissourT el - B -0/ B .

it on Reverse Side}

MEDICAL CERTIFICATION

USE BLACK INK
OR
TYPEWRITER RIBBON

SHOULD READ

BY AFFIDAVIT OF -

ITEM NO.




STATEMENT. BY LICENSED EMBALMER

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

or by . Student Embalmer No.

Y

working _Linder my per—sonal supervision. ' . i
Student Signed /‘y

Signature of Student Embalmer

Licens_ed Embaimer No ? o 2—

b
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWHRITING. (Faa ure to comply
with the above constitutes grounds for revocation of. Ilcense) .
-If embalmed by a STUDENT, he also shall sign in his OWN handwrmng.
If thls body is riot embalmed fact should be so stated above.




