ith,
alfare
e
vice

00/

Coroner cannot certify to o deoth due to natural causes. g
USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

lil.as'ol in Part | must be casuui-ly related.

THE DIVISION OF HEAL Th OF mMIS5ULUKI

STANDARD CERTIFI

FILED OCT 1 1957 93

Registration Distriet No. .

Primory Registration District Ne. ‘5_338.

Ry V44l

STATE FILE NUMBER

Registar's No-5'7"£_?f

CATE OF DEATH

1. PLACE OF DEATH

2. USUAL RESIDENCE (Where daceased |ived. If inatitutions Residence before””

. admissi
@ COUNTY Bade a. STATE Mo b. COUNTY Uade /“
b. Cll)':;Y {1 outside corporate limits, give TOWNSHIP only}[ Inside Limits c. CgI'R\' . tnside Limits
TOwN  Polk TRP Yeryg NeD town FEverton Mo R, 1 o fgHeso e
- - - - R [ =L 4 [+ *
<. Egls.l:l’.l;l:f%gfz (I NOT in hospital, givelecatien)|[Length of stay in 1b 4 STREET N !t'm,",.d., give location) Reside on Farm
wsTituTion  Home 3 mi North aporess Jmi North Yesy Neo
3. NAME OF First Middle Last 4. DA;E Maonth Year
DECKASED []
(Type or print) Nelle May Tolbert oeatw  wept 10 1957
5. SEX 6. 1. 8. DATE OF BIRTH 9. AGE {In years | IF UNDER 1 YEAR hiF UNDER 24 HRS.
/ COLOR OR RACE magfueod] NevER MarrteD [ ‘ AGE (In pear ""’""I | YOAR fi unoe l i
F L wioowep (] oworceo [l i1y 15 1887 ..
-J10a. USUAL OCCUPATION {Give kind of work done | 105, KIND OF BUSINESS OR INDUSTRY 11, BIRTHPLACE (City and stato or country) / 12, CITIZEN OF WHAT COUNTRY?
during most of warﬁua life, even if retired) .
House Wife Ferming Ind usa

13, FATHER'S NAME

Cyrus Crane

14. MOTHER'S MAIDEN NAME

Lillian Irland

15. WAS DECEASED EVER IN U. 5. ARMED FORCES? 16. SOCIAL SECURITY NO,
{Fex, no, or unknawn) I {1f pea. pive war or dates of ssrwice}

no none

17. INFORMANT Address

Ralpa Tolbert Everton Mo Rtl

13. CAUSE OF DEATH [Enter only one cause pet line for (a), (). and {c}.]
PART I. DEATH WAS CAUSED BY:
IMMEDIATE CAUSE (a}

INTERVAL BETWEEN
ONSET AND DEATH

Conditions, if any,
wohich gace rise to
obove couse (6),
stating the under-
lying cause laal.

Bronchial pneumonia (terminal) 6 days
oue o 0y __Cerebral hemorrhage (coma}) 3 weeks
‘ : . (Kno¥n

oue 0 (v ___Hypertensive cardiovascular disease 2 months)

z
=] PART (). OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN [N PART I(2) 9. ;-;SF Sg;f‘g;?\'
= ?
3| Cholecystitis and cholelithlasis Y43 X veisO woE
E 20a. ACCIDENT SUICIDE HOMICIDE | 200, DESCRIBE HOW INJURY OCCURRED. (Enter nafure of injury in Part I or Part 17 of item 18.) -
@
g o O o None
2| Pe. TiMe OF  Hour  Month, Day, Year
O -«"INURY . e m. . .
E p.m. Al
X | 20d. INJURY OCCURRED 20¢. PLACE OF INJURY (e. g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT NOT WHILE ferm, factory, atreet, office bidg., elc.}
WORK AT WORK
21. [ attended the deceased from 7 - 14- 57 . to 9" 4- 57 and fast .lawxf’;g' alive on

Deaath occurred at

A 'BOpmm aon the date stated above; and to the beat of my knowladge, from the causes stated.

| L2a. SIGNATURE

22¢, DATE SIGNED

20 A0R%36 8. Glenstone,

é‘{é 12,1957

nsaﬂwigrcih\ S

. {Degree or titie) (:
L] . -20-
Mpm ‘ )’ld9~ anrinefield  Misaonri 9 S7_
23a. BURIAL, CREMATION. |23 7. NAME OF CEMETERY OR CREMATORY Z3d. LOCATION (City, towrn, or countp) (State)

{Licensed Embalmer's Statement on Reverse Side)

Hampton Da de Yo Mo
24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. | 26. ISTRAR'S.SIGNAT
| R ' Greenfield Mo. 9-23-87 9 és M



‘- * STATEMENT BY LICENSED EMBALMER -

.

I hereby certify that the body whose name is recorded on the reverse side of this certificate was ér
by me, or by ...l R, fedeasiitiiainieiiiesifiiiesainaiealensn 00, Student Embalmer No.......o
i . :

PR ',, ' .. . oot
working under my personal supervision,- - B

Student . ... . S1gned/M %‘r—-‘ ...........

Signature of Student Embalper

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRI ING.
- to-comply w:th the above constitutes grounds for revocation of license).

If embalmed by a’STUDENT, he also shall sign'in’his OWN handwntmg

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




