valth,
Neolfare
ablic
arvice

300‘%

|-56

Lalll

certify to o death due to natural causas.

S Peem T TR ORI T MAITE Wi Ve I TV
USE ONLY BLACK INK OR RIBBON TYPEWRITE iF POSSIBLE

Y= disegses in Part | must be casvally related. Coroner connot

FILED JUL 5 4057

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

—10,0 ) U

STATE FILE NUMBER

Registrotion District Ne. L"z ...................... Primary Registration District No. _‘T_[._OO Ragistrar's No. ..693
1. PLACE OF DEATH 2 USUAL RESIDENCE ({Whers deceased lived, If institution: Residence befors
o COUNTY Buchanan “ STATE Missouri ™ N Buchanan ¢
b. CITY {I{ outside corporate limits, give TOWNSHIP only}] Inside Limits c. CITY ’ 0[/ 7 Inside Limits
OR ORrR
TOWN St. Joseph Yesl/ NoOa Town  St, Joseph o Yosif Nom
<. Sg%&ly:#sgiﬁ NOT i 'ﬂ 2 3 l'ﬂ ive tﬂ‘:ﬂ’ggl)+l-.ﬂﬂ'h of stay in 1b d. STREET (If outside, give location) Reside on Farm
INSTITUTION 6 50, 1 ﬁ S%, 35 ygrs ADDRESS 34]1] Ferndale Ave. Yo nef
3. NAME OF Firgt Afiddle Last 4. DATE Monta Day Year
DECELASED OF
AType or prins) NELLIE RUTH BURKE et June 21 1957
8. SEX [ 6. COLOR OR RACE | 7. MARRIEDﬂ MEVER M.nuwbD

Female White

wivowep (] ovorees[1 Oct, 9, 1892

8. DATE OF BIRTH 9. AGE (_J"n yeara | IF UNDER | YEAR IF UNDER 24 HRS.
tast birthdap) | 'afemthy l Daw | Hours l Min.

10g. USUAL OCCUPATION (Gloe kind of work done 1105, KIND OF BUSINESS OR INDUSTRY

during moat of working life, even if retired)

1. BIRTHPLACE (Ciry and atate or coumiry; 0 12. CITIZEN OF WHAT COUNTRYT

At home Home Logan Missoﬂri US A
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME
William Logan Livina Patterson -
15. WAS DECEASED EVER IN U.S. ARMED FORCES? 16. SOCIAL SECURITY KO, [17. INFORMANT Address
{Fea, no. or unknown) | (If yes. give wor or dotes of servics)
No None ¥rs, Jess Smithh Omaha, Nebr.

PART I, DEATH WAS CAUSED BY:
- IMMEDIATE CAUSE (a)

Conditions, if any.

which gove 1 lo oue 1:0 ®
e couse :

sating the under-

18. CAUSE OF DEATH [Enrier only one cauae per line for (6}, (b}, and (c).]

INTERVAL BETWEEN

Arteriosclerotic Heart Disease with left Ventricular o™

Failure. INKNOWN

- Iying  couse lagl. BUE TO {c)
Q PART I1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART |(a) . WAS AUTOPSY
= PERFORMED? ]
3 H 260 |vsO wolf
E 20a. ACCIDENT SUICIDE HOMICIDE | 206. DESCRIBE HOW INJURY OCCURRED, {Enler noture o]mjur' in Part I or Part 11 of Hem 18.)
g (I} 0 O
3 2c. TIME OF  Hour  Month, Day, Yeor | .
. INJURY .,
E p.m. A
X | 20d. INJURY OCCURRED e, PLACE OF INSURY (e. ¢, in or abond home, |27, CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT [~} NOT WHILE 0 Jerm, foctory, street, office bidg., efe.)
WORK AT WORK

2). ] attended the deceased fro

Death occurred at

23a.. BURIAL

REMOVAL (Spcﬂj')

22.-DATE -

6=22-57

( Degree or titie)

WJLZEL.__ 6/21/57 . and last saw %{ah‘vc on 6/—20/;7
T mon tho date stated above; and to the best of my knov”tdde from the causes stated.

225 aporess pocilal wellare Lo aT‘ClH . DATE SIGNED
10%h & Olive, Patee alf"
! St Josenh, Mssaurd 6/21/57

Ashland C

ADDRESS

OF CEMETERY.OR.CREMATGRY, - [ 23d..LOCATION.{City, towrn. or county) .. (State)

St, Joseph

25. DATE RECD. BY LOCAL REG. 26, REGISTRAR'S SIGNATURE

petery |
ZI FUNERAL DIRECTOR - L A
"0 J&#}W St.Joseph,lio, |July I, I957

{Licansed Embalmer’s Statement on Raverse Side)
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BREE . ‘ STATEMENT BY LICENSED EMBALMER
I Hereby certify that the body whose name is recorded on the reverse side of this certificate was err
by me, or by .....5..... e et , Student Embalmer No.........
N '

-working under my personal supervision...

Student ... SOOI S1gned@&<—&dr g m ........

- Licensed Embalmer No. &6

_____ CoL .o p.'o. Addre'ssg&,

.1 .1
Note: The above MUST BE SIGNED BY: THE LICENSED EMBALMER in his OWN HAND
. to comply with the above constitutes grounds for revocation of license).
If embalmed by a STUDENT, he also shall sign in his OWN handwriting.
If this body 15 not embalmed fact shou.ld be so stated above.
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