o

. 300 HLED SEP THE DIVISION OF HEALTH OF MISSOURI 80749
. F1LF
o 241954 STANDARD CERTIFICATE OF DEATH Stoe File Mo 1
'BIRTH NO.____  ~ ____ REG. DIST. NO. _Lzz_ PRIMARY REG. DIST. NO. .,La.ﬂ_k- Registrar's No.,... ]:.?....5
o 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decossed lived. If Inatitution: residence before
. UNT T . AT . adinisslon).
s.couny  Jackson 2 STATE Missouri "™  Jackson™"™™”
b, CITY (If outside corpurate Umits, write RURAL .ndw.—.i:;h o g_r AI:YE?;ELI; pgi ) c. CBI’F‘{ N L a ﬁ' Sf;ld'“"wmh#udmw:;!
TOWN Kansas City gy TOWN Kansas City ) >B
d. F;‘Jé.lgpr_lr_\kh;l_Eo%F (If not in hoapital or institution, give sirect address or I:e-tion) F‘ ASJI;RREES (1f rural, give location) q
strution  General Hospital No. 1 A 517 Askew a0
3£‘EAC%ES%FD a. (First) b. (Mlddle) . €, (Lust) 4, DSIE (Month) (Dny) (YO&')
(Type or Print) Harry Pernell Nichols DEATH 8 29 1954
5, SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH 9, AGE (In years| IF UNDER 1 YEAR | F UNDER u Mes,
WIDOWED, DIVORCED (Bpecify) Luat birthday) Mondn] Days | oum | Min,
MALE WHITE WIDOWED D |NOV,. 26, 1884  1_. S —-I-—-
10a. USUAL OCCUPATION (Give of w 0b. SINESS OR IN- | 11. BIRTHFLACE . .
:onodun'.ntmn-totwcrﬂ?mli(g?:vﬁnlfr:ﬁ:dl; 10b. KIND OF BY DUSTRY (City and Seate or ro"i" Countrv) 12 CITIZEN OFWHAT
WELDER SELECTIVEND CO. BEARDSTOWN, ILLINOIS U.S A.
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF MUSBAND OR WIFE
CEQRCE NICHOLS { MARTHA MOON ) _BILLIE NICHQLS
I5. WAS DECEASED EVER IN U.5. ARMED FORCES? | 16. SOCIAL SECURITY | 17, INFORMANT'S SIGNATURE OR NAME ADDRESS
(Yea, Or unknown) (I yea, giva war or datea of sorvice) 6 fo.
490-16~955 MRS. E. BAXTER BURKE _ 3)06 EAST 7 th.
18, CAUSE OF DEATH MEDICAL CERTIFICATION INTERVAL BETWEEN
Enter only onecauseper | 1. DISEASE OR CONDITION - . : S e ONSET AND DEATH

Lo tor o0, by and ) | DIRECTLY LEADING TO DEATH,, _ Cor pulmonale

*This does nat mean | ANTECEDENT CAUSES
the mode of dying, such | Morbid conditions, if any, giving DUE TO (b)

Kygﬁosis' of thoracic spine and mild

rise to the abovr cauze (a) stating
oo heartfabure, adhents, | (ke undertying cause lo. interstitial pulmonary fibrosis and
case, infury, or complica- DUE TO (¢) _emphysema ‘
tion whick caunsed death. 1 11, OTHER SIGNIFICANT CONDITIONS q E
. .| Cunditions contributing to the death but not q 3 -
related to the dicease or condition causing death.
19a. DATE OF OPERA- | 195. MAJOR FINDINGS OF OPERATION 20, AUTOPSY?
TION .
Yﬂﬁ NO D
2ia. ACCIDENT (Bpecity} 21b. PLACEQF INJURY (e.g..inorebont [ 21c. (CITY. TOWN, OR TOWNSHIP} (COUNTY) (STATE)
SUICIDE boma, larm, fastory, sreet, office bldg., e50.)
HOMICIDE
21d. TIME {Month) (Day} (Year) (Hour) 2le. INJURY QCCURRED | 21f. HOW DID INJURY OCCUR? -
WHILE AT NOT WHILE
INJURY WORK AT WORK

2. ] hereby certify that I atlended the deceased from Aug. 5 9 54 , to Aug, 29 , 18 Sh that I last saw the deceased
alive on _5_1_1&,_2_9__, 19 and that death occurred al 12: em., from the causes and on the date slated above.

22, SIW B.l .Bums (Degree or title)gy 23b. ADDRESS 23c. DATE SIGNED

2. D 2lith & Cherry | 8-30-5L
24a. BURIAL . CREMA- | 2457 DATE

tk:' NAME OF CEMETERY OR CREMATOQRY 24d. LOCATION (City, town, or county) {Btate)
TICH, REMOVAL (Bpacity}

L SEPT, 1, 1954  FLORAL-HIL Clpy M"SSOHRI
DATE REC'D BY LmA]. R RAR'S §|GNATURE

-3/ -

WRITE PLAINLY—USING UNFADING BLACK INE—MAKE A PERMANENT RECORD

(Ticensed Embaimer’s “Statement op Reverse Side)




STATEMENT BY LICENSED EMBALMER

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

By I, OF DY ... e , Student Embalmer No.....

working under my personal supervision..

Student ...t Slgned% /f ...................

Signature of Student Embalmer

Licensed Embalmer No: i?

P. O. Address Z@%

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING
to comply with the above constitutes grounds for revocation of license). -

If embalmed by a STUDENT, he also shall sign in his OWN handwr:tmg

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

(F




