Coroner cannot certify to o daath due to notural causes.

andord nomenclature in item 18.
USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

diseases in Part | must be casually related.

I Doctor, corenar, etc, mu_sf use only st
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THE DIVISION OF HE

EILED FEB 251957

Ragistration District No. ...._........_._.../............._

STANDARD CERTIFICATE OF DEATH

ALTH OF MISSOURI

Primary Registrotion District Nu.aza. Q...

STATE FILE NUMEER

.- Ragistrar'"s No. _.ﬁ ------

}. PLACE OF DEATH

2, USUAL RESIDENCE (Where deceased lived.

¥ institution: Residence before
admission)

@ COUNTY  pg-ip o STATE M4 ssouri b. COUNTY Knox

b. CITY (If cutside corporate limits, give TOWNSHIP oanly} | Inside Limits e, CITY o 5 D0 Inside Limirs
OR N . OR
rown Kirksville YoiXi Noll vown Newark o | Yes&E Noo

<. FULL NAME OF (If NOT inhespital, givelacation)|Length of stoy in 1b

HOSPITAL OR d. STREET (If outside, give location) Reside an Farm
sTiTUTIoNGrim Smith Hosp. & ¢1. 8 Days ADDRESS YesO NeX
* Drcrastn Frat Middle Lost 4. oate Month Day Yeer
(Type or pring) John Walker Nickell DEATH 2 18 19 57
5 SEX 6. COLOR OR RACE  |7. %[ 8. DATE OF BIRTH 9. AGE (In years | IF UNDER 1 YEAR |iF UNDER 24 Hits.
° marriep [] never marrieo K] 181 | togt g’nhduv) m-m.l Days | Hows | Min, |
Male White o wiooweo (]~ owvoreen [ 1-01 i

‘110a. USUAL OCCUPATION (Gioe kind of work done

105, KIND GF BUSINESS OR INDUSTRY
during moat of working life, even if retired)

11. BIRTHPLACE (City and atate or country)

12. CIMIZEN OF WHAYT COUNTRY?

(Yes, no. or unknown)

nLno none

‘ (IS yea, pive war or daies of service}

Retire Newark, Missouri o UeSe
13. FATHER'S NAME }4. MOTMER'S MAIDEN NAME
William A. Nickell Sadie Johnson
15. WAS DECEASED EVER N U.S. ARMED FORCES? 16. SOCIAL SECURITY RO.|[17. INFORMANT Address

Hosp. Hecords

MEDICAL CERTIFICATION

18. CAUSE OF DEATH [Enter only one cause per [ine for (a) Ab), and
PART ). DEATH WAS CAUSED BY:
IMMEDIATE CAUSE (@)

] ;: ' z

INTERVAL BETWEEN

ONSET AND DEAT@

DUE TO (b} [
Vv

Conditions, if any,
which gace rise to -
cbove cause {0),
stating the under-

Jd

év# .

Iying cause lasl. DUE TO (¢}
PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART t(a)} LA :JEJ;SF ;‘lil;ggs;v
3304 ves[J vo ) =
20a. ACCIDENT SUICIDE HOMICIDE | 20b. DESCRIBE HOW INJURY OCCURRED. (Enfer nature of injury in Part I or Part 1 of item 18) ’
20¢, TIME OF * FMour Monih, Day, Year |
INJURY a. m.
’ p-m. _ R
20d. INJURY OCCURRED 20¢. PLACE OF INJURY (¢. ¢., in or ehout home, | 204 CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT NOT WHILE [ Sarm, foctory, street, office bldg., elc.}
WORK AT WORK

2t. I attended the deceased from
Death occurred’ at

7 - - -
. to _A_Lwand last saw :'1: alive on _Z_/Z.:?:L

m on the dato stated above; and to the best of my knowledge, from the causes stated.

2l3. SIGNATURE

23a. BURIAL, CREMATION,

RmoyAL pren]vz / 57 .

| #3¢c. NAME OF CEMETERY OR CREMATORY
Hewark Cemetery

234. LOCATION (City, town. or county) |
Hewark, iissouri

22, DATE SIGNED

2-/7-57

( State)

Z‘. FUNERAL EREEO% . ADDRESS

25. DATE RECD. BY LOCAL REG.

-195 7

ZE%REGBTRAR S SIGNATURE

{Licensed Embalmer's Statement on Raverse Side)
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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 e

~by me, or by T........... [ e e eeieaans eierrerrareaia s , Student Embalmer No,....... .
. |

working under my personal supervision..

Student ... i e ngnedMVa“wtwm

Signature of Student Fmbalmer
Licensed Embalmer No’.z.q..

P. O. Addressv. ........... Q.

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 handwriting. arteoo

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

. - -
: . S T e . A L




