Health,
. Welfare
Public

Service

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

All diseases in Part | must be causally related.

LTl

THE DIVISION OF HEALTH GF MISSOURI
STANDARD CERTIFICATE OF DEATH

Primary Registration District Noé..-_;fﬁ,:‘?_“ - Registrur's No...

99—-01"75493

STATE FILE NUMBER

P

hLEﬂ MAY 2 § 1QBQesiswrotion Distric: No. /543

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased fived. |f institution: Resdldgnce}bﬁhre
a. COUNTY a. STATE b. COUNT acmissio
Howell Mo, Yarnon
b. CgRY (If outside corporote limits, give TOWNSHiP only) Inside Limits c CIOTRY Inside Limits
tom Hutton Valley, Mo. Yes [y No[J T Shelden Yosld Ne [
c. FULL NAME OF {f# NOT in hospital, give location) | Length of stay in 1b / g«:I STREET (If outside, give location) Reside on Farm
HOSPITAL OR 020 ADDRESS Yes [] No[]
3 INSTITUTION Nane o =
3. NTAME QF DECEASED First Middle Last 4. DATE Maonth Day Year
{Type or print) OF
Nellie Garrison Bund DEATH Mgy 7 59
5. SEX 5. COLOR OR RACE T.MARRIED&EVER marrIED[ ] 8. DATE OF BIRTH 9, AGE (In ysars JF UNDER 1 YEAR| IF UNDER 24 HRS.
birthda Month D H Min.
Female { White ; WDoweD[] oivorceo[ ]| Aug, 29 1877 éuﬁ rrhday} onths [ s ours I "
10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE {City end stote or country) 12- CITIZEN OF WHAT COUNTRY?
during most’ i 1 of retired) INDUSTRY :
. Hansdetfd ‘mn Home Mnrris Ce,. Kansas / s

13e. FATHER'S NAME

Nethenisl Heastnan

13b. MOTHER'S MAIDEN NAME

Delila Stevwens

14. NAME OF HUSBAND OR WIFE

Gernrge Bund

15. WAS DECEASED EVER IN U. S. ARMED FORCES?
wb na, or unknqwn)| (If yes, give war or dates of service)

16. SOCIAL SECURITY NO.
N~ne

17. IRFORMANT

Mrs

Address
Stells Crailge Alpens

Ary

18. CAUSE OF DEATH (Enter only one cause per line for {a), (b), and (c).)

INTERVAL BETWEEN
ONSET AND DEATH

PART |, DEATH WAS CAUSED BY:
IMMEDIATE CAUSE (q) Cerebl"al Hemo rrhage Acute
Canditians, if any, DUE TO (b)
which gave rise to
abave cause (c),
stating the uwndes- }
g Iying causs last. DUE TO (c)
- PART It, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not refated to the terminal diseass condition given in PART | {q) 19. WAS AUTOPSY
3 3 PERFORMED? @
S 3x YEs[J NO[]
2| 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART i or PART Il of item 1B.)
w
o g O td
3| 20c. TMEOF Hour Month, Day, Year
o INJURY  am.
= p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor about home,| 204. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE 0 fgfm, factory, street, office bidg., etc.)
AT WORK P .

2.

#ased frol

| atfended the
th occupred ot

her
ns1 Saw him

/

~/im an the da!

ve on
ubovu, nu' to the best;m/y knowlnd?( frz‘rhe causes stated.

/@g/m:ﬁp :

22¢c. DATE SIGNED

NSA4AS7

2ia. RIAL, CREMATION,
REMOY AL {Spacify)
emnyval

23b. DATE

_5/7/59

23c. NAME OF CEMETERY OR

Sheldon

CREMAT{JR

Sheldon

23d. LOCATION (City, hwﬂ of county)

(State)

Ma,

4. FUNERAL DIRECTOM ’ ZRESS >h

25. DATE RECD. BY LOCAL REG.

2t 2 5/ 157

26. REGISTRAR'S SIGNATURE

M

 {Licensed Embolmer’s Statemantdfn Reversa Side)

A e s




STATEMENT BY LICENSED EMBALMER

1 hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed
DY M@, OF BY it i a e er g r e tn e e st ara e ra e aeas ., Student Embalmer No. .........ccvvenene

working under my personal supervision.

Student oo e
Signature of Student Embalmer

P‘. 0. Address £4

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.




