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WRITE PLAINLY--USE UNFADING BLACK INK--MAKE A PERMANENT REC

ILED MAR 19 Cfésil?

Registration District No......“.... SR S

MISSOURI STATE BOARD OF HEALTH

STANDARD .CERTIFICATE OF DEATH
Primary Registration District I\o__g:’m

I A S 't
Stgie File No'“;‘_

L el
T DAPAAR AT & R
Regutmrs ‘No.._

632D

1. PLACE OF DEATH:  J,5clede

{a) County

(5) Cityor town........f{ -
{If outalde city or r town Ihml.l. weits “RURAL" sad name of l,o-n;hip)
{¢) Name of hospital or institution:
f

(If not in hospital or inetitutior, write street number or Jocatiun)
(&) Length of stay

In hospital ér inatitution

Since 24 th of Nov 4fpeity mhether
In this community.
years, montha or dnn)

2, USUAL RESIDENCE OF DECEASED; A </ /
L)

Missouri.  Goim Harrison '
Hatfiel '

{g) State.

(¢} Cityortown

3. (a) PRINT
FULL NAME

Albert Clay Nelson

3. (b) If veteran, 3. {¢) Social Security

name war. Ne
M Color or 6, (a), Single, widowed, married,
4, Sex. d!‘-‘!f‘f divorced.” arr]:?g

{If antside city or tawn limijts, write “RURAL"} a
(4} Street No G en Del .
(If rurah, give location)
(¢} Citizen of forelgn country?.... O (Yes or No)
If yes, name country.
MEDICAL CERTIFICATION
20. DATE OF Mont.h......... eb — -1 2 7
4700 &a.m,
year. hour. minute M,
Nov.25

21. I hereby certify that I attended t! ec from
43 Reb 26

45
{1 Fep° T -

A3

that Ilast saw b, alive on,

(}) Na band ¢ eeeee G. (¢) Age of husband or wife if || and that death oceurred on the date and hour stated above.
Duratio
Iea% gefl‘_“c'{ rﬂqeel S On ve...:.g....._....._.____.._years Immediate cause of death raton
7. Birth date of d s July I8th 1871 Cirrhosis. of Liver
Y 2 N
(Monu) il ew || .. Cardiac Decompensation. ...l
8. AGE: Yeara Months Days If less than one day Due to.
7 I 7 9 h min
r.
Due to. )
9. Birthplace.._ Richmond...... Missouxrd s
{City. Fn. or ootmf._j[l Stnu or l'ore::n coun!.ry} -------- ;
10, Usual occupation rme Other couditions. gars | Ll
‘ {[nctude pregoancy within 3 months of death) j ¥ "‘
11. Industry or busi Farmer PHYSICIAN
é name. vohn P. Nelson M . o { —
g I d Underline
= e Y A | — the causéto
= \ 13. Birthplace fwhich death
(Gi wn nr mnnty) (Stals or foreign Suuntry) of honld be
5{ 14. Maiden name... line Patfon. . V4 autopsy charged sta-
tistically.
§ 15. Birthplace (CJiis_‘lS;:.mmunw) {State or foreign country) 22. If death was due to external causes, fill in the following:
16. {g) Informant Orville T, Nelson (a) Accident, suicide, or homicide {specify}
(& Add Lebanon. Rt..5 (b) Date of occurrence
17. {a) RemOVal (8 Date thereol. FEb 2 7 A% (¢) Where did Injury occur? )

(Burial, crematlon, ornmnl)l_lav. son C(Mnmh) iDay) (Year)
(c) Place: burial or cremation I'l J

18. (g} Signature of funeral dirgector.. L. L& At AT e
(d) Address..... ... AR N S ... 7.
9. (@) s R E 5»’ 3..® -

{Dulo roceived local ragistrar) (nemulu- M l[mtm}

(City or town)

(County)
(d) Did injury occur in or about home, on farm, in industial place. in public place?

(Spemly type of place)

While at work?. ..o (e} Means of injury...,

. iiennen (M. Dlor other)._.......

Date signed._ £/,

23. Signature.... 4
Address Lebanon Mo,

F S
\-" .

(Licenssd Embalmer’s Statement on Reverse Side)



R ECEIVED M
" District Health Offiscer Ho.m &“"‘?w

District Filo Number...ei 2 —Z3. ‘

Date Filed. T o f‘a’é

2
%

.

STATEMENT BY LICENSED EMBALMER

’

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, oo

., Registered Apprentice No

working under my personal supervision,
] Slgnedﬁ ....... Z&

P. O. Address..

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITIN
the above constitutes grounds for revocation of license.)

(Failure to comply wit

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




