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Ragistrotion District No. :.?_é[ ...............

THE DIYISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

Primory Raegistration District Nd..a._ﬁ[._.g...... Registrar's Ne. _/%;__.

STATE FILE NUMBER

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decaased lived. If institution: Residence befofe
] NTY . STATE b. COUNTY dmisgfan)
o COUNT Nodaway a Mo Nodaway
b, CITY (If outside corporate limits, give TOWNSHIP only) | Inside Limits e, CITY Inside Limits
R OR .
Y No O ryv e
TOWN Mar,y,ville LEY-: 4 o TOWN }Ia lll o Z 9{. Yes% No 2
<. FULL NAME OF (If NOT inhospital, give location}[Length of stay in ib . . . .
HOSPITAL OR d. STREET (V| outside, give lacation) Reside on Farm
insTITUTtoN S, Francis Hospifjal 12 das Aboress 810 N Ma{n : YesO N
LR ::c.tta :I'D First Middle 6&# 4. DATE Monih Day Year
OF
Chype o print) NANCY E TILS - July 20, 1957
5 sEX _ 6. COLOR OR RACE |7, maRRIED L] NEVER MARRIED ]| DATE OF BIRTH 9. AGE (In years | IF UNDER | YEAR b UNDER 25 5.
. . / =) “ tast Dirthday) [afomthe | Daw | Howrs | Min.
Female W wwg.?m pivorcep [ J'uly 2 . 1877

durinﬁmmt of wo

1102, USUAL OCCUPATION (Give kind of work done

rking life, tven if retired)

10b. KIND OF BUSINESS OR INDUSTRY

11. BIRTHPLACE (Ciry and arafe or country) £ ]12. CITIZEN OF WHAT COUNTRY?

{Yer, no, or unknown)

No

(If yra, give war or dates of service)

ousewife Home-own Sweet Springs, Mo. U. S. A.
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME

Jermiah Hager Anna Belle Castle
15. WAS DECEASED EVER IN U.S. ARMED FORCES? 16. SOCIAL SECURITY NO.|17. INFORMANT Addrers

Unknown

Misg Mamie Tilson Maryville, Mo.

'MEDICAL CERTIFICATION

Conditions,
which gace
aboge . caus
#ating the

IMMEDIATE CAUSE (a) -~

if any,
rise to
e L0},
under-

DUE TO (b)

7~

18. CAUSE OF DEATH [Enier only one cauae per line for {a), (b). and ().}
PART I, DEATH WAS CAUSED BY:

INTERVAL BETWEEN

Ceorora—y-

H4201F

Iying cause lest. DUE TO (¢)
" PART 11, OTHER SIGNIFICANT CONTRIBUTING TO DEATH BUT MOT.RELATED TO THR TERMINAL DISEASE.CONDITION GIVEN IN PART i{a) : 5. WAS auTOPSY
oz A i 2w (L gl
- -—
IO—Eﬁ& ves[] no

2043, ACCIDENT, SUICIDE HOMICIDE | 205. DESCRIBE HOW INJURY OCCURRED, rcr‘nzrc of infury in Part Ior Part M of item 18} !
20¢, TIME OF  Hour  Month, Day, Year

INJURY a. m, 1 . . ot

/U0 O P 79‘37 e .

20d. INJURY QCCURRED ¢., in or ahont home, |20/, CITY. TOWN, OR LOCATION COUNTY STATE
WHILE AT ' HOT WHILE *
WORK AT WORK

Death occurred at

2. [ atrended the deceased from

e, PLACE OF INJURY (e,
B,/ farm,fcr.lo}, aZzet. office bidg., efe))

-
—

o T2

2a. SIGNATURE

/L

— her . "ﬁ &
1 2-,/ - and last zaw him alive on ot ’ ?‘”
m on the date statod above; and to the best of my knowledge, from the causes stated.
(3] 22b.,ADDR ? iy 2—' I ] B -, | 2. DATE 5iGHED
9 / ° . i M‘_o . 52

23a. BURIAL, CREMATION,

REMOVAL (Specifid
BurléT

23b. DATE

7/22/57

k z . I (Degree or title) - R

23c. NAME OF CEMETERY OR CREMATQORY.

Miriam Cemetery

. LOCATION (City, town, of eounly) {State}

- Maryville, Missouri

24, FUNERAL DIRE

25, DATE RECD. BY LOCAL REG.

727 47

264 REGJSTRAR'S SIGNATUR
){39/}-4 j -

(Llcan(g’ Embalmafs

qment on Revorse Side}




" - STATEMENT BY LICENSED EMBALMER

‘e

-
e v

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

7 by me, or - o erectatsssimsaneseerersenrararanrntan

i

.. " 4"
working under my personal supervision,.

Student ...o.oiiiiiiiiiiiraerieitiiaiatsinasaeanaes
Signature of Student Embalmer

L]

"%

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

If embalmed by a STUDENT, he alsc shall sign in his OWN handwriting.
If this body is not embalmed, fact should be so0 stated above,



