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THE DIVISION OF HEALT

H OF MISSOURI

58-03389'70

Health, S Z
;W:II'qu STANDARD (ER"FICAT! OF DEATH STATE FILE NUMBER
ubhc
Service s Ay 1 10, Igimauon_ District Now oo Z}(ﬁ-ﬁimnry Rogistration District N"'-————-/-a—-Q--‘?»'-T—H Regisirar's No.___4 51-
f PLACE OF DEATH = — 2. USUAL RESIDENCE (Where deceased lived. If institution: Resjdgnc_e bafore
. aami I
%0 = CONTY Jackson “ STATEMissouri * “““Jackson™™*
1-57 b. CIOTRY {If outside corporate limits, give TOWNSHIP only) inside Limits C|OTRY inside Limits
TomKansas City Yes B NoJ 1343 cromn  Kansas City Yeri] Ne[d
c. Fng!_'.l_?AAI{A%OF [LH) NOTI hospital, give location) | Length of stay in 1b d. STREET (If outside, give location} Reside on Farm
IHNSSTITUTIONR 1203 L lBth 3#% ADDRESS 120325. . lB‘th St . Yas ] Ne[]
> i
3. NAME OF DECEASED First Middle ﬂ Last 4. DATE Month Dey Yoor
{Type or print)
Nellie Mas Hadley pEaTH  Oct. 28 58
5. SEX 6. COLOR OR RACE| 7. MARRIEDI}NEVER MARRIEDL_J 8. DATE OF BIRTH -3 AIGEr 3,.':;.,; 1: UTr?E angEAR I: UN‘DER 2;_Hns.
st birthday, onths oys our. in.
; Female Negro wiooweo[] ' pivorcen ]| 9-9 = 1904 54 I
:; 10a. USUAL OCCUPATION (Give kind of work dene | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City and stats or country) 12 CITIZEN OF WHAT COUNTRY?
: during mest of ing life, aven if ratired) 1IN TR N
2 Housewife 2t Home Belleville, Ill. Usa
4 nw 13b. MOTHER'S MAIDEN NAME © J4. NAME OF HUSBAND OR WIFE
: AP - . Ollie Hadley
X 15. WAS DECEASED EVER [N U, 5. ARMED FOQRCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT Address .
X {Yes, n knawn)] {If yes, give war or dates of service)
; N e e e e None Ollie Hedley 12034 E. 18th St,

18. CAUSE OF DEATH
DEAT

8

PART 1.

IMMEDIATE CAUSE (a)

Enter only ona cuuse per line for {a), (b), and {t}.)
WAS CAUSED B

Acute Congestive Heart Failure

INTERVAL BETWEEN
ONSET AND DEATH

few hours

Hypertensive Cardiovascular Disease

Decth occurred ot _1 2 « O}

21. 1 attended the deceased from October 26, 1958, Octo

er 28 3 195;10:! saw. her

m on the dote stated above; and 1o the best of my knowledge, from the cavses stated.

j¥o on

October 28, 1958

chnuus N o—J (DOB: 'E“ °',;;;j . "

22b. ADDRESS

2204 E, 18th Street

22c. QATE SIGNED

[9-29-58

Conditions, if any, DUE TO (b)

which gave riss 1o

above cavse (a), } F

i h, der- .
z lying "caues tags, / _DUE TO {c) L43
3 = PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH bur not related to the rerminol diseass condition given in PART | (a) 19. WAS AUTOPSY

'g 6 . . PERFORMED?
3 T Bronchial Asthma YES[ ] NO{ % 2
- % | 20a. ACCIDENT SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
= w
E ; 0O J 0
3 U{ 2c. TIME OF .Hour Month, Day, Year
3 8 INJURY  a.m.
E "X p.m.
E 20d. INJURY DCCURRED 20e6. PLACE OF INJURY (e.g., inor cbouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
o WHILE AT EIO lLE farm, foctory, strest, office bidg., etc.)
5 WORK
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23s. BURIAL, CREMATIOH,

BUFIA T

23b. DATE

Nov.

23c. NAME OF CEMETERY QR

1, 58

Blue Ridge Lawn

CREMATORY

Ka

23d. LOCATION (City, town, or county)

Mo.

nsas City,

{Stste)

14, FUNERAL DIRECTOR

anlove & Vil
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ADDRESS

liams 1729 Lydia

25. DATE RECD. BY LOCAL REG.

)03/ -5

26. REGISTRAR®S SIGNATURE

v on Prre a AL

{Licensed Embalmer’s Statemant an Reverse Side)




v
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STATEMENT BY LICENSED EMBALMER

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

, Student Embalmer No. .........oceeennen.

DY M@, OT BY iiiiuiiii it ceme sttt st e s rr e s e e

working under my personal supervision.

StUAENL ververiiiiiiiiiiii s ra
Signature of Student Embalmer .
RPN | . Lo
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). LT PR

If embalmed by a STUDENT, he also shall sign in his OWN handwtiting'.
If this body is not embalmed, fact should be so stated above. tar s




