THE DIVISION OF HEALTH OF MISSOURI

59-001459

w'lfu'n SIA“DARD CERTIFI(AT! 0’ DEATH STATE FILE NUMBER T n
*ublic
Service ol stration District No. / [7‘ f Primary Regurrunon Du!ru:! No. /0 ex . Registrar' .% ___________ 2§““
1. PLACE OF DEATH 2. USUAL RESIDENCE {Where deceqsed lived. If institution: 5 dence belore
00 a. COUNTY JACKSON a STATE b. COUNTY JACKS 1334
~57 o, b, CE)TRY {)f outside corporate limits, give TOWNSHIP only} | Inside Limits s cm' Inside Limits
(SE " KANSAS CITY ver X w0 || (7 138, KANSAS CITY You) No[]
<. FgL;. NAMEOOF {iF NOT in hospital, give location} | Length of stay in 1b A 3. STREET (If outside, give location) Reside on Farm
H ITAL
T TUYiON QUEEN OF THE WORLD 10 yrs ADDRESS 9620 E, 28th St. Yoo [J NoEJ
3. NAME OF I?ECEASED First Middle Last 4. DATE
(Type o print) RUTH 1EE NELSON . January 1, 1959
5. SEX o 6. COLOR OR RACE| 7. 8. DATE OF BIRTH 9. AGE 0 s JF UNDER 1 YEAR] IF UNDER 24 HRS.
Female o4 Negro MARR'EDENEVER MARR'EDD lagt ir:';;:y; Mantha | Days Hours ] Min,
| WIDOWED owvorceo[ ]| July 16, 1925 33 vree
; 100, USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR 1t. BIRTHPLACE (City and state or country) 12. CITIZEN OF WHAT COUNTRY?
: during most of wcrking life, avan if retired) INDUSTRY
: Loulsjana USA

130, FATHER'S NAME 13b. MOTHER'S MAIDEN NAME

Susana Banks [ _Arbria Nelson 2620 E, 28th

14. NAME OF HUSBAND OR WIFE

i w
9 —I W 15. WAS DECEASED EVER IN U. 5. ARMED FORCES? 14, SOCIAL SECURITY KO.| 17. DRMANT. Addsess
. a (Yer,_po, or unkmwn)l(lf yos, give wor or dotes of service) i)rla. Nels on Hudbanﬁ K . C . ’Mo.
S > —
1 a 18. CAUSE OF DEATH {Enter only one cause per line for (¢}, (b), and (c).) INTERVAL BETWEEN
] [’ PART i. DEATH WAS CAUSED BY: . . . . ONSET AND DEATH
w IMMEDIATE CAUSE (s} 01ld rheumatic heart disease with aortic and mitrhl
g valvulitis with stenosis, chronic passile
| & Conditiens, ifeny, . DUE 7O (b} _congestion of Iungs and 13 vers
; > which gove rise to hd ~
| [ obove cowvse {a},
, r stoting the under- } '
: g g lying couse lost. DUE TO (&)
5 S PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the termino! dizsase condition given in PART I (o} 19. WAS AUTOPSY
; E & X PERFORMED?
2 S } yeg] o[
o :'z‘ % | 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. {Enter natura of injury in PART | or PART 1l of item 18.)
] = - L
2 x= 3¢ Od O ]
2 Qe
: u j U| 2¢. TIME OF Hour Month, Day, Yeor
2 =)s INJURY  am.
: E el E p-m.
 E % 204. INJURY OCCURRED 20s. PLACE OF INJURY {e.g., inor abouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
A— WHILE AT NOT WHILE 0 farm, .ctory, street, office bldg., etc.)
8 g,'g WORK AT WORK
E 21. | ottended the deceased krom B-ZL-SS , o 1-1-59 and last suwt alive on 1-1-59
E E Deothgccurred ot b4 M. m on the date stated above; ond to the bast of my knowledge, from the couses stotad.
-8 - 22a. SYSAATURE , (Degres or title) 22b. ADDRESS é 22¢. DATE SIGNED
. Tx, —
B J Gacins, It 1433 £-12% [ &~
| M W 230 BURIAL, CREMATION, | 23b. DATE “Jic. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or caunty} (State)
' REMOYAL (Specify)
~ 1=fietQ — New Orleans, Louisiana
rg 24. FUNERAL D|RECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. | 26. REGISTRAR'S SIGNATURE
2 [atkins Bros. Funeral Home 18th & B nton /- b5
8 -lo-552 ]

{Liconssd Embalmar's Statement on Reverss Side)



' STATEMENT BY LICENSED EMBALMER

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

[T T <Y N o OO , Student Embalmer No. .............coeeis

working under my personal supervision.

SEUAENE ceevrrennieiitieereeeeeeereemaeerareeenrennenenes Signed ..... &—‘4 ..... ; .... ..... a/ Wéf ............

Signature of Student Embalmer A

Li_censed Embalmer No..... #Z.5..€¥....

p. 0. Address. /AFTE.X.

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failufe
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, \




