t:

"o. 300 - THE DIVIION OF HEALIF UF MlaJUN 36211
0. .
o LD NoY 3- 1983 STANDARD CERTIFICATE OF DEATH vt i . SO
ﬂ-‘o BIRTH NO. REG. DIST. NO. l_-‘:f_fL PRIMARY REG. DIST. NO. M Rtan’:frar': Ne. o 1
% 1. BEABE OF DEATH 2 USUAL RESIDENCE (Where deceased lived, 1f | wence before
a. COUNTY a. STATE b. COUNTY adunission).
7 Jackson Missooni tId X, £ X774
b. CITY at mita, wrl L . LENGTH OF CLTY
(3! outolds corpurate Umita, write RURAL and ‘:’: ip) CST L s plate) c. A/ 0 4. 1_- ‘c?:;&::nu wll.hl_i.n‘!dll.n:ﬂ.;n ot
TOWN Mssouri&WM__aﬁA&_ om Awsas (G 7y Gl -7
d. FULL NAME QF (It not in hospital or inatitution, give airect add or locatlon) STREET {If rursl, lh’l ]oenlon) /
HOSP ADDRESS
INSTITUTION Grandview Restorium 37/
3£|EACIEESOEFD a. (First) b. {Middle) c. (Last) ; 4. DA-II:-E (Month) (Day)} (Year)
( Type or Print) Nellie Mac Laughlin DEATH Qctober 12 1953
5. SEX 6. COLOR OR RACE | 7. xﬁ)%ﬁ.‘&EEg EIE\YSEC%BRR[EEE' 8. DATE OF BIRTH 9, :.GEir&::a;u ;; u&u 1| YEAR | ©F UNDER 1 mns.
'y {Bpacily’ 3 ¥, an Days | Hours | Min.
Fgmale White d EPpT-23- ﬂ (& ?) ' |
10a. USUAL OCCUPATION (CiveXind of work | 10b. KIND OF BUSINESS OR_IN- | 11. BIRTHPLACE .
:nmduriummolworklngu(r::v::u :.:.h:'d) ) DUSTRY {(City and State or Foraign Country)} |gtngP}%ERI§?FWHAT
Housewife - A7 Aonr & Gerald, Pennsylvinia UsS.A.
13a. FATHER'S NAME 13b. MOTHER™S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE -
' ___Phineas Aldrich Nanoy Be Mopte | A. clavsnl
15. WAS DECEASED EVER IN U.5. ARMED FORCES? 17. INFORMANT'S SIGNATURE OR NAME ADDRESS

16. SOCIAL SECURITY
NO,

{Yeos, 8o, or unkgewn) | {If yes, wive war or dates of sorvice)

Ve for (a), (b}, and (c) DIRECTLY LEADING TOI DEATH* (p)

ANTECEDENT CAUSES

Morbid conditions, if eny, giting DUE TO (b)
rise {0 Lhe above cause (a) stating
" the underlying cause lost,
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18, CAUSE OF DEATH ' . EDICAL CERTIBICATI INTERVAL BETWEEN
_Enter only onscouseper [ I DISEASE OR CONDITION E‘Ax DEATH

II. OTHER SIGNIFICANT CONDITIONS

Conditions contributing to the death but not
related to the disease or condition causing death.

tion which caused death,

19a. DATE OF OP_FFOJ’N 19b. MAJOR FINDINGS OF OPERATION . - 20, AUTOPSY?
- ' /54X ves [ wo D4
21a. ACCIDENT ~ {Bpacity) 21b. PLACEOF INJURY (e.e.. lnerabout | 21¢. (CITY. TOWN, OR TOWNSHIF} (COUNTY) (STATE)
SUICIDE o bome, arm, fastory. street. office bldg..ata.}
HOMICIDE
21d. TIME (Month) (Day) (Year} (Hour) 21e. INJURY OCCURRED | 2it. HOW DID INJURY OCCUR?
1 WHILE AT NOT WHILE
INJURY WORK AT WORK
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, 19 , and thal death occurred a 330 & 3' sm., from the cquses and on the dale staled above.
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3 . STATEMENT BY LICEI'ISED EMBALMER

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

i
DY M, OF DY .o eiiiiiiiiiiiieiieasiteraesernnersaeranrarrasesssssanacmnnanaseasas tereeene » Student Embalmer No.....coco-....

working under my personal supervision..

Student............, .................................... | Sig!ned_ ...... d;ﬁj 4
} Licensed EmbalmPo. }/f

P. O. A@.dress .............. ./

e
¥ 4

Note: The above MUST BE SIGNED BY THE, LICENSED EMB&LMERm lns OWN HANDWRITING. (Fail
to comply with the above constitutes grounds for revocatlon of license). -

I ernbalmed by a STUDENT, he also shall sign in his OWN handwriting.

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




