. Health,

& Wellore

. Public

h Service

atc. must use only standard nomencloture in item 18. No symptoms will be listed.

All diseoses in Part | must be causally related.

cfer, coroner,

N
S

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF PQSSIBLE

THE DIVISION OF HEALTH OF MISSOUR)

STANDARD CERTIFICATE OF DEATH

58-045293

STATE FILE NUMBER

Registration Districs Ne. __‘_2,[# ____________ Primary Registration District NO-._é__.d___éuf'Z,_ﬂ Registrar's No..____\_g:‘_z _______

. PLéglEJ:rYDEATH 2. USUAL RESIDENCE (Where decaased lived. If institution: Resid ce bffora
, . . . 1581
St. Clair > STATRIY ggouri StP0lalr ssion
. CITY {If owiside corporate limits, give TOWNSHIP gnly) Inside Limits c. CITY . o 930 Jnside Limits
OR . OR 5
TOWN /Vls ta)%d‘ﬁ’aﬁﬁq Yes (& Mo (] TOWN Vista ° Yes{.] No[]
. Egls_é_l.lr_{:ongF {If net in hospitulUive focation) tﬂengrh of stay in 1b d. iB%%EET;S {If outside, give location) Resids on Farm
INSTITUTION Yes [ No{l]
3, NAME OF DECEASED First Middle Last 4. DATE  » Month Doy Y ear
(Type or print) OF
Nancy A. Rogers peathDec ;10,1958
5. SEX 6. COLOR OR RACE| 7. 8. DATE OF BIRTH 9. AG, IF UNDER i YEAR| 1F UNDER 24 HRS
MARRIED KREVER MARRlEDD - {In yeors - 3
Female Whi te wioowen[F+3  oivorcenf ] Aug ;11,1884 ‘?: * birthdoy} [ Months I Doys | Hourr I Min.

10a. USUAL OCCUPATION {Give kind of wark done
during most of working lite, even if retired)

Hongakaaping

SERFT

10k. KIND OF BUSINESS OR

11. BIRTHPLACE (City ond state or country}

Iconium Missouri «

12. CITIZEN OF WHAT COUNTRY?

13a. FATHER'S NAME
Sanders Frasier

13k. MOTHER®S MAIDEN NAME

Rachel Radford

4. NAME OF HUSBAND OR WIFE

15. WAS DECEASED EVER IN U. S. ARMED FORCES?
(Yua,\lno, or unknown)ltlf yes, glve war or dotes of service}
L

16. SOCIAL SECURITY NO.

17. INFDRMANT

Address

None

DA

R

MEDICAL CERTIFICATION

PART I

Conditions, if any,
which gave rlse to
abave cavse (a),
stating the under-
lying causs last,

[w8]
} DUE TO {c}

8. CAUSE OF DEATH (Enter only ons cause per line for (@), (b}, and {c).}
DEATH wAS CAUSED BY:

IMMEDIATE CAUSE (o)

HYPOSTATIC

Glﬁuafzi?um jdne

?,UeaMo NIA

INTERVAL BETWEEN

ONSET AND DEATH

E TO (b)

T earnsse

¢22£??oﬂ4£¥7M£477aA/

od Mo arrres

PART il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related Iolvh- tarminal disease conditlon glven in PART I (a}

19, WAS AUTOPSY

PERFORMED? .

/‘//’/%‘WT'ENS/aA/ 4/43)( YES[] NO%J_}

20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HMOW INJURY QCCURRED. (Enter nature of injury in PART | or PART Il of item 18.) ’
o U g
2c. TIME OF  Hour .Month, Doy, Year
INJURY  a.m. .

p.m.
2d. INJURY OCCURRED 20e. PLACE OF INJURY {e.g., inor about home,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE O form, factery, street, office bldg., etc.)
WORK AT WORK

21. | attended the deceased from
.

wv to Mmd last vaw j.:a alive on

Dee T, /9sE&

Death occurred at 2 ﬂ , m on the date stoted above; and to the best of my knowiedge, from the cuu{a stated.
. S!G”Ay {Degree or title} 2 | 22b. ADDRESS Z2e. DATE SIGNED
e o %_Q_O Ostsosg Mo,  1/8-)o-5F
23a. BURLAL, CREMATION, | 23b. DA 23¢. MUAME OF CEMETERY CR CREMATORY 22d. LOCATrsN (City, town, or county} {State)
REMOVAL. {Specity) .
Burigl 12/11/58 QOsceola sceolg i agoupi
24. FUNERAL DIRECTCR ADDRESS 25. DATE RECD. BY LOCAL REG. GNAT

Goodrich Funeral Home,Osceola M

P 4 ~/F-TY

Iw

{Licensed Embcimar's S1atement on Reverse Side)




STATEMENT BY LICENSED EMBALMER

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

by me, or by ., Student Embalmer No. .........coooeiens

working under my personal supervision.

Student
Signature of Student Embalmer

Licensed Embalmer No

P. 0. Addressetrtetrtdl. Jlet)

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 in his OWN handwriting.

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




