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WRITE PLAINLY—USE UNf‘ADING BLACK INK—MAKE A PERMANENT RECORD

DEPARTMENT OF CO
FLED" AT

Regiatration District No........

ey

THE STATE BOCARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

Primary Registration District No._._.z.,.g....g_.......

State File No 1 4 1 8 4

Registrar's No....._.B._..__.g_../__.....

1. PLACE OF DEATH;

@ County__.. Buchanan.

®) City or town....—..D ks OSEPH .
(If eutside city or town limits, write "RURAL” and pamg of township)
{¢) Name of hospital or institution: f

St. Joseph!s.Hospital

. {If oot in hospital or institution, wiile streat pumber or location)

(d) Length of stay: In hospital or institution....: 1mon! th ég daYS
55 vaars (Spu:nl‘g whother

In this community. ...
years, months or dnys)

2. USUAL RESIDENCE OF DECEASED:
sate_ A1 Ssouri & counmty_ BUCHANAN

@ //
{¢) City or town St. JOSEDh X
{1f cutaide city or town limits, write “RURAL") /
@ StreetNo....009 _South 13th . re
{1f rural, give locution)
{¢) Citizen of foreign country? no (Yes or No)

If yes, name country.

3.6 PRINT sOpa o NELSON

MEDICAL CERTIFICATION

Ay 20. DATE OF DEATH: Month MALCH 4y 29
- N 3. al urit:
3 (@ Iiveteran none ]: none i year. 19 44 hour 1 ..... mmute....l.5.._ﬂ-....;\f.
| 0. b ¢ = S . e
fame war 21. 1 hereby certify that I attended the deceased from / 27 .
5. Color or _ 6. (a) Single, widowed, married, 10 tO "‘2__?_ .~
4. Sex.female racewhl_te divorm@.i.ngl.e ~ || that Ilast saw €Y= alive on ~ 3 X 10.% .
6. (b) Name of husband or wife.......ccrvrrreneere 6. {¢) Age of husband or wife if || 2nd that death occurred on the date and hour stated above.
AllVeE years || 1mmediate cause of death
7. Birth date of deceased OC t ». l 5 1860
{Month} {Day) {Year)
8. ACE: Years Monthe Daye If less than one day
83 5 14 hr. min 1;
ue to o -
o mmpne PLAtbe_county  Missouris)
{City, town, or connty} (5tate or Eotmzn ouunl.:r) "
, Other conditi e s S -/ S R
10. Usual occupation at home {lnclade melgll::::y withio $ moaths of death) , g ) r\
11, Industry or business W a # PHYSICIAN
- - ajor findings: . . : -
8 [ 12. Nome... . NeLlS_P. Nelson Of operations........ : Undertine
> th t
21 13, Birthphace.. UKD OWN. . e _No;'way ﬁﬁ et
(Ci Ul to or foreign countr. Of aut should he
g 14. Maiden name ’Eﬁgﬁ 3l T Hovel‘ § autopsy. ' charged sta-
Unknonw Norwa istically.
§ 15. Birthplace Fre————— Giote or fovian o{mu;) 22. If death was due to external causes, fill in the following:
16, (o) Informant Miss Nora Nelson - v (a) Accident, suicide, or homicide (specify)
() Address 609 SOLI th 13 th (¢} Date of cccurrence
17. {a) burial (&) Date thﬂmf _—3-/ 51/44 (@) Where did injury oceur? (City or own) {County} (State)
{Burial, cremation, or removal} (Montk) (Day) (Yoar) (d) Did injury occur in or about home, on farm, in industrial place, in public place?
(¢} Place: burial or m.nuo:L_N_e;L_S_on_ Cem e t e I'Y ................
. . (Specify t. f place)
15. (o) Sigmavare of AT Fater, £ e Aot While b Wtk e e S s of ST ER—

Addreﬂ.._.__.._._.519___..50.
3/R29/44 .. w

{Date received local registrar)

(&

=3

23. Signatu.r:w it '7

Vg ™ W -
e LM, D. 61 other)...p......

/A I3
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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,-gr‘b?'f-?i:— e
wiieeen.y Registered Apprentice No "
working under my personal supervision, . ) l

Note: The above MUST BE SIGNED BY THE LICENSED EMB_ALI\fER in his OWN HAI;'DWR

ING. (Failure to comply with
the above constitutes grounds for revocation of license.)

If this body is not cmb-almed, faect sf}ould be so stated above.




