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WRITE PLAINLY--USE UNFADING BLACK INK—MAKE A PERMANENT RECORD

DEPARTMENT OF COMMEReFllEﬂ MAY 1 ﬁIIM! STATE BOARD OF HEALTH '
BURRAU o TE Crxsus STANDARD CERTIFICATE OF DEATH State File No..l_d...'z..ﬂ..[l........ .

Registration District No............é..j_f..__._

Primary Reglstration District No..._... 437

[00 e Registrar’s Ne 1681

1. PLACE OF DEATH;:

Jackson

2. USUAL RESIDENCE OF DECEASED:

¢a) County e CVETH (a) State Hissourl () County. dackson . /¢.-
{b} City or town angas A Qa K C I"[ 7 {
{If outside city or town limits, write “NURAL" snd name of lown:.hlp) (¢) Cityor town. ansgas i tJ (o
(¢} Name of hospital or institution: {If outaide ¢ity or towa limjts, write "RURAL") -
t. Joseph Hospital. A |l &) sieet 52924 East 30th Strect. oL
{1f oot in houpital or institution, write street number or location) el {1f rural, glve locstion) -
(d) Length of stay: In hospital or institution /
68 Y (Specify whether (¢) Citizen of foreign country? (Yes or'No)
Tn this community rs. &,
yeurs, mantks or days) If yes, name country
(a) PRINT MEDICAL CERTIFICATION
FuLL Name._ Mra, Jennde NEVIHS v
"R * Ll I\'Ei' ‘I('I)Ji‘fﬂ P 20. DATE OF 09 'liH: Manth_ A’Ol"il 261%15 X
- veteran, . (e cl ¥y l
ear, hour. minute. .5}
name war. No ——r ¥
21. 1 hereby certify that [ attended the deceased from
’ 5. Color or 4. (a) Single, widowed, married. 19 to 19,
4. Sex Female race Whlte dlvorced..I."'.I.g.rr j— ed that I last saw b alive on 19
6. (5 Name of husband or wife.....—.ocecccce. 6. {¢) Age of hu gud or wife It and that death occurred on the date and hour stated above. Duration
John Neving AUVEw.. oo Immediate cause of death e
7. Birth date of deceased....... ALl #A7H ’ ’ /q .
(Mooth) (Day} (Year)
8. AGE: Years Months Days If less than one day
57 M ’ l 'S- hr. s min
9. Birthplace Vil"gl_ﬁm /
(City, town, or ef_limy) (Suu or forelgn conntry) . - l q 5 ? l =
. one Other conditfons. pla K
10. Usual oceupation ! ‘glnclndl pregnancy within 3 months of death} / Eed
11. Industry or business i - fooeept | PHYSIGIAN
-] Major findings: 5 __§7 —_
E{ 12. Name... operatio iy % ?: T Underline
= : ‘.
= | 13. Birthplace : iy A | el BT ALy £.|the causeto
: {City, town. or county) (State &r fortign conatry) Of auntopay., - :}?ocll:ld&ﬂlrz
@ { 14. Maiden mnemmﬂﬂu o . charged eta-
E ' tistically.
15. Birthpla & ot SN - . i
S rthplace. T y——— (State or foteign oozatzy) 22. If death was due to externs] causes, fill In WM&

16.

17. {a) ___Br is’llw.........,.....),., {5} Date thereof.. &

o R I TTT o 255 T, Coroomin

(a) Informant. John I\Iev ing.

®) Address... 2920 East 30th. Street

Barial, cremation, or removal

M_..L’ 7
{Month) {Day) (Yw)

(¢) Place: buriat or cremation.... S,t L ryﬁﬁeneter"__...
18, (a) Signature of funeral director. IIe...J.Od‘J’”HQG* 13 L= AP

ﬂuuce:v-d Iodal registra

{Regisirur's signatare)

{a) Accident, sulcide, or de (specify) p
(3} Date of oceurre: 1}'}/— 14(/
() Where did injury ooeé? //‘—"’

ty o town) (Comnty) =  (State}

(Ci
{d) Didinjury occur in or about home, on fatm in industrial place, in public place?

{Licensod Embalmer’s Statement on Reverse Side) V



r-'l."i

STATEMENT BY LICENSED EMBALMER _

AN

working under my personal supervision. = - - - Do

Licensed Embalmer No. . : f- 7 ......
P. O. Address /{d r .....................

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWR!T]I\G. (Failure tb comply wi
the above constitutes grounds for revocation of license.}

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




