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Doctor, coroner, etc. must use only standard nomeanclature in item 18. No symptoms will be listed. All
" disecses in Port | must be cosually related. Coroner cannot certify to a death due to natural causes.
USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE
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THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

Ragistrotion District No. ..-.é.._..?. ________ Primary Registrotion District No. _H__[_l...’. ..... Ragistrar's Neo. 32\ .....

ALED APR 23 1957

1. PLACE OF DEATH 2.. USUAL RESIDENCE (Where decsased lived, If institution: R-;id.m—_..h.f.ou)
o. COUNTY. chrl st 1an . o STﬁTml [} souri . b's COUNTY chri Sfra.’ﬁ"
b, CITY (If cutside corparate limits, giva TOWNSHIP only)| Inside Limits e, CITY Inside Limits
OR
o B1llings vep Neo|  tow  Billings 9.0 veX weo
c. FULL NAME OF (H NOT inhaspitol, give locotion}|Length of stay in ib : : . ;. N
HOSPITAL OR d. STREET (H outside, 9"'672:"“ Reside an Form
wstituTion B11llings 1l Yr. aopress None YosO N&
3 ﬁ&'. 'o'r First Middte Last 4. DATE Month Year
(Type or arind) NELLIE JENNIE JONES oo April 16 1957
5. SEX , 6. COLOR OR RACE 7. Mnmfeo &) never marrieo O] & ;ATE OF BIRTH 8 |9. 'AGG"Eg({n?g:l;r“'l ::r::cn 10\;5:1 ar::wnfn uuszs‘.
Female White wipowen [ pivorceo [ 22 Febdb * 1890
10a. USUAL OCCUPATION SG‘EM kind of work done | 106. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Ciry and atofe or country) ] 12. CITIZEN OF WHAT COUNTRY?
during most of working life, even if retired)
Houmsewife Home Missouri USA
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME
T.R.Fresher Isgbelle Kaster
1‘5‘; WAS ;n:a:ﬂzj:m‘»zr>)t:\m’aJr N U_S. ARMEE“I:OR‘;EST, ) 16. SOCIAL SECURITY NO.|I7. INFORMANT Addreas
o, ne, of unkRowa)l [{ . JEWE WAr oF 'y of seraics
No ) No Yes G.Clinton Jones  Billings, Mo.

PART I. DEATH WAS CAUSED BY:
IMMEDIATE CAUSE (a}

18. CAUSE OF DEATH [Enter only one cause per line for (@), (b), end (c}.]

' of 2

INTERVAL BETWEEN
ONSET AND DEATH

&M(A}Lﬁ.

//?pt.

Conditions, if rmy. GUE TO (&)
chh gace rwf
above cglue ;{ .
l!a!ma fhe under- .
> Iying cause leat. DUE TO (e}
o PART tl. DTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMIMAL DISEASE CONDITION GIVEM [N PART I{a) 13- :?g;:;gﬁ?
™
hi /5 Sk ves ] no
"‘-‘-_' 20a. ACCIDENT SUNCIDE HOMICIDE | 200. DESCRIBE HOW INJURY OCCURRED. (Entler nafure of injury in Part 1or Part 1 of ltem 13.) ’
] (W 0 (]
w
3 20c. TIME OF Hour anm Day, Year
INJURY e. m.
5 p.a.
X | 20d. INJURY OCCURRED 20¢. PLACE OF INJURY (e, ¢, in or about home, | 20f. CITY, TOWN. OR LOCATION COUNTY STATE
WHILE AT [ WoTwHiE farm, factory, direet, office bidy., ete.)
WORK AT WORK

21. JF attended the deceased from

Death occurred at 0:30 A M

to

/76

and last uwﬂ alive on
m an the date stated above; and to the beat of my knowledge, from the causes stated.

=t

22h. ADDRESS

Springfield, Missourl

Z2c, DATE SIGNED

/ST

234. BURIAL, CREMATION.
REMOVAL lST:i]y\

24. FURERAL DIRECTOR ADDRESS

M&@-

3. NAME OPNEMETERY OR CREMATORY

“Greenleawn
8pgfd.Mo.

_Cemetery

Z5. DATE RECD. BY LOCAL REG.

23d. LOCATION (Cify, town,

ri

. REGISTRARS 51G|

{Licensed Embolmer's Staf¥ment on Reverse Side}

or county} (State)

NATURE
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STATEMENT BY LICENSED EMBALMER - o

I he-reby certify that the body whose name is recorded on the reverse side of this certificate was emh

by me,,or by .. ociiiiiinenen.. S R ' ....... e ...5; Student Embalmer 'NO.._.......'.-.

-~ working under my personal supervision..
Signeture of Student Embalmer

FE * .
&

Note The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN ‘

~ to comply with the above constitutes grounds for revocation of 11cense) .
if embalmed by a STUDENT, he also shall sign in his OWN handwntmg .
) If thxs body is_ not embalmed, fact shouid be s, stated above. Voo R
Lepprna 171 '_ - Lad
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