- s00 . THE DIVISION OF HEALTH OF MISSOURI s
' ’ FILED MAY 31 1955 STANDARD CERTIFICATE OF DEATH oo rnens L1742

O.48
' gIRTH NO. REG. DIST. wO. 3_1,9_4_ priMary rec. 01T, M0.{R2TZ. . Kegistrar's T —
G0 1. PLACE OF DEATH o, 2. USUAL RESIDENCE (Wbels dacoased lived. If ingtitution: residence befors
/ a. COUNTY _ __a,STATE ' b, COUNTY adinission),
/ Warren Missouri ----- Warren
b. CITY rourata Umits, . LENG F . CITY e
2L (I oytaide corpurata Umits, writs RURAL and‘:i'v:.mp) g‘rAY NG ;rhli DE“) [ on d. 1..535.::“ mm:mumw:::;
TOWN Rural Hickory-Grove L TOWNRural Hickory-Grove™ O *» 0O
d. FULL NAME OF (If not in hospital or institution, give strect address or losation) "F.T STREET (1f rurst, glve location) Jo’t 7
HOSPITAL OR . ADDRESS /270
INSTITUTION
3. NAME OF a. (First) b. (Middle) €. (Last) 4 OATE (Montt)  (Dap) _ (Yem)
( Type or Print) John L Nlssing bEATR May 20 I955
5. SEX {J | & COLOR OR RACE | 7. MARRIED, NEVER MARRIED, | 8. DATE OF BIRTH G, AGE (In years| F THODR 1 TR | & UNDER 2 1o,
WIDOWED, DIVORCED (Bpacify) last birthday} Mnnm’ Days | Hours | Min,
Male White Married /| _Oct II 1891 63 _ |
102, USUAL OCCUPATION (Give kind o 0b. KIN BUS| R IN. | 1. BIRTHPLACE . "
:on.d\u'inc most of worklulitl(.‘.i::::ngr:rr:dk) l 1ob. KIND OF BU INESSD%STLY (Ciry ead Stete or Foreign, Cosatry) Iztngl'lz'ERr“(?FWHAT
Farmer Own FParm Warren Co MO .
13a. FATHER'S NAME i13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
John Nissiamg lDora Gode | Carrle Nisgzing
15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT' 5 SI1GNATURE OR NAME -ADDRESS
(Yes.no,orunknown) | (Il yes, xive war or dates of service) . NO. -
0 T=E6-2880 [Mrs John Nissing Marthasville Mo

18. CAUSE OF DEATH MEDICAL CERTIFICATION / lg;l"gg}rilﬁsm
Eater anly onecauseper | 1. DISEASE OR CONDITION . _W D GEATH
Jine for (a), (b), and () | PIRECTLY LEADING TO DEATH® (s}

“This does mot mean ANTECEDENT CAUSES :

the mode of dying, such |  Adorbid conditions, if any, giving DUE TO (b}
as heart fallure, asthenia, | rife (o the above cause {a} stating
e, It means the dis- the underlying couae last,

case, injury, or complica- DUE TO (c}
tion which caused death, { 15. OTHER SIGNIFICANT CONDITIONS

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

19a. DATE OF OPTI::E_JPH 13b. MAJOR FINDINGS OF OPERATION 20. AUTOPSY?
‘/ =2-0 / yes L] wo [

21a. ACCIDENT (Bpecity) Z1b, PLACE OF INJURY (e.g..inorabout | 2lc. (CITY, TOWN, OR TOWNSHIP) 4 (COUNTY) (STATE)

SUICIDE home, farm, faatory, street, offies bldg..ete.)

HOMICIDE .
2id, TIME (Month) (Day) {Year) (Hown | 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?

. WHILEAT ] NOT WHILE
INJURY = | work grrwomya

N 2. I hereby certifyghgt I attended the deceased from M, 19 , to W, 19.&., that I last saw the deceased
alive on . 193&., and that death occurred at/_ 4 m., from the ghuses and on the dale staled above.

2. SIGNATU?E ’ M (Degnoocztir.le) :stb. ADDRESS
- L

24a, BURIAL, CREMA- § 24b, DATE F CEMETERY OR CREMATORY

TORRTYAI™" |May 22 1955 Wrifht City Gemetery [“¥right. City Mo.

DATE REC'D BY LOCAL | REGISTRAR'S SIGNATURE 33 5|5 FUNERAL DIRECTOR'S 51GMATURE ADDRESS

®

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

{Licensed 's Staternent on Rewverse Side)

L
1% e e, Farued Y. Q. Nieburg Furn & Und Co Wright CityAlo




STATEMENT BY LICENSED EMBALMER

1 hereby certify that the body whose name is recorded on the reverse side of this certificate was emba
by me, ?‘E)ﬁ ................................................................. reneaean beeiiaes , Student Embalmer No............

working under my personal supervision..

Student......coereiiiiiiiriitrrrrr ey igned.. . 2 F 4
Signature of Student Embalner Sig it )

' o Licenbed Embal%
. P. O. Address (/M V

Note: The above MUST BE SIGNED BY THE LIFENSED EMBALMERm his OWN HANDWRITING. (Fa
to comply with the above constitutes grounds for revocationof license). .

If embalmed by a STUDENT, he also shall sign in his OWN handwriting.

¥¢ this body is not embalmed, fact should be so stated above,




