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otc. must use only standord nomencloture in item 18. No symptoms will be listed.

ctar, caroner,
Y>> All diseases in Part | must be causally related.
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THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

r 2 4 1g5—gglsmmon District Na. ..-..--./ l_..___-__--_?rlmury Reglsfmnon Dlsmcl No. ___5 [-X >

58-035390

STATE FILE NUMBER

;_-- Registrar’s Nn.___jL#.a“i-__

T*PLACE QF DEATH 2. USUAL RESIDEMCE {Where deceased lived. If'institution: Res‘;dance b)eiore
3 admissi
. COUNTY BQ,I‘I‘V a STATEMIBsouri b. COUNTB&PPV f}“
CCIDTY {If cutsida corporate limits, give TOWNSHIP only) Inside Limits c. CgRY Inside Limist
Tom Monstg Yes ke O Tow _Monett Yes[x MNo[1
Fglgé. NAI}:\% gF (If NOT in hospital, give location) | Length of stay in 1b 06 S_./s D%% I {1f outside, give location)” ‘Reside on Farm
Hi ITA AD
nstiTution 3t. Vineent Hospgd., 15 ¥Yrs, 406 Bond St. ves [J k(]
3. NAME OF DECEASED Firat Middle Last 4. DATE Month Doy Y ear
{Type or print) OF
JACKIE LEE NICHOLS DEATH Qet, 12, 1958
5. SEX 6. COLOR OR RACE{ 7. MARRIED[ ] NEVER MARRIED([X] 8. DATE OF BIRTH 9. AGE {In yeors JFUNDER i YEAR| IF UNDER 24 HRS.
irthday) ths | Dous Hours Min,
Male 6 White wpowen[] £y pivorceo[] July 3 3 19 43 i'Ef e ”ﬁl | §

19a. USUAL OCCUFATIDN {Give kind of wark dun-

ul wor! mqlé ave |fu'ir
tude

duri

10b. KIND OF BUSINESS OR
INDUSTRY

11. BIRTHPLACE {City and state or country)

¥onett, Mo.

o U.5.4.

12. CITIZEN OF WHAT COUNTRY?

13a. FATHER'S NAME

Glen Nichols

t3b. MOTHER'S MAIDEN NAME

Thena Mae Rilge

14. NAME OF H}JéBAND OR WIFE

None

-F
|
-

15. WAS DECEASED EVER [N U. S. ARMED FORCES?

{Yes, no, N&\ir\qw)‘(lf yay, giva wor o

t dates of service)

16. SOCIAL SECURITY NO.

None

17, INFORMANT

Glen Nichols

Monett,

Address
Mo,

MEDICAL CERTIFICATION

PART I. DEATH WAS C

Canditionsg, if any,
which gove rise to
above couss (a),
stating the wnder-

lying couse last []0]

18. CAUSE OF DEATH (Enter only one cause

IMMEDIATE CAUSE (a}

DUE TO (b)

line
AUSED BY:

for {a), (b}, gMd (<).)

INTERYAL
ONSEF A

£ TO {c}

PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not ralatad 1o the terminal disense condition glven in PART | {q)

15. WAS AUTOPSY
PERFORMED? ()

YES[] ~NO (]
20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBEHOW INJURYOCCURRED. (Enter nature of injyy in PART | ART 1l of item 18.)
TEE s
o e e v Vol Swlhd VWM beo
_—
730 on s/ IF 3 Ja
204, INJURY OCCURRED 20e. PLACE OF INJURY®s.g., inor cbouthome,| 20f. CITY, TOWN, OR LOCATIEN COUNTY B STATE
WHILE ATD NOT WHILE D farm, factory, street, office bldg., etc.)
WORK AT WORK

21

1 cttended the deceased -_— -
Denf gccurred ot

O~ } de last 3 :.u

#_m on the duu stated above; and 1o the bn of my knowledge, from the couses stated.

yve on

= Benal AR

230. BURIAL, CRgMA{ION

23( DATE

?EM%’AL { ocufi

10/14/58

(Degrae or title)

ﬁﬁ”" i M

22¢c. DATE SIGNED

1o)p-

23c. NAME OF CEMETERY OR CREMATORY

N I.0.0.F.

23d. LOCATION (City, town, or

Monett, Mo.

lmf’)') {Srore)

24. FUNERAL DIRECTOR

J. D. Buchanan Monett,

ADDRESS

Mo,

25 DATE RECD. 8Y LOCAL REG.
/0-77- é‘f}

26 REG“TRA@GNATURZ g

{Licansed Embafmer's $t1otement on Reverse Side)



BARRY COUNTY HEALTH UNIT _
CASSVILLE, MO. ;

No /I8 - 209 -
DATE REC. _ 72 -2 2- V48 : -

-
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STATEMENT BY LICENSED EMBALMER

I heteby certify that the body whose name is recorded on the reverse side of this certificate was embalmed

By ME, OF By i et rre e ee e e er e esinr s e e e e e e raerate .» Student Embalmer No. ...................
* .. working under my personal supervision. | '
e L - . - . . A
W N 7 I ) - -
Student .o e Signed .

Signature of Student Embaimer

v R Licensed Embalmer No..3179......... .
] P. 0. Address.... Monett, MOa..

e Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure
to comply with the above constitutes grounds for revocation of license).
If embalmed by a STUDENT, he also shall sign jn his DWN handwriting.
If this body is not embalmed, fact should be so stated above.

< . * . . v .




