THE DIVISION OF HEALTH OF MISSOURI

99-020214

. Health,
;&Pw!:‘l.fuu STAN DARD CERTIFICAT! OF DEATH 6 STATE FILE NUMBER
e ublic
Ith Service 2 B 19“:09'“"0“0!! Pl_n_rlct No. Primary Reﬁgirsilruliotl District No. 225 chistrar's No.u.......s,.é..,._...:.._.,...._,.
.. PLACE OF DthH 2. USUAL RESIDENCE (Where deceased lived. If institytion: R“:lglgnce )fure
! 1]
| S, 300 a taun Ty . o STATRH seouri b. COUNDgmden s
pe 157 b. CgR'l’ (If cutside corporate limits, give TOWNSHIP only) Inside Limits <. CE)TRY Inside Limits
, tom Washington W0 Yos (1 0o (B Town Camdenton Unkhowhnl
: ¢. FULL NAME OF (H NOT in hospital, gwn‘locuﬂon) Length of stay in 1b d. STREET b If outside, give location) Repi
HOSPITAL 0/ & abbress Unimowr! ?B%Bﬁl

! z  hrelBevada State Hospital #3 O-1=ll « v IR0

3. NAME OF DECEASED First Middle Last 4. DATE Month Year
| (Type or prin) NANNIE VIARE oy 5=5= 1955"
' 5. SEX 6. COLOR OR RACE| 7. 8. DATE OF BIRTH 9. AGE (In ywars JF UNDER | YEAR| IF UNDER 24 HRS.
! MARRIES] | NEVER MARRIED[_] H
; Femle White ,‘LWIDOWED% DWORCEDD 3_?_1868 9]1;.: birthday) | Months | Days Hours l Min,
! 100, USUAL occ G ¥ work done | 10B. & OF BUSINESS OR 11 BIRTHPLACE (City and state or country) 12. CITIZEN OF WHAT COUNTRY?
! during most o % W.';'.fé,...',.a) USTRY vfi‘g&}lih . p 8o
14

13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE

d Settle Unknown William WABE
15. WAS DECEASED EVER IN . 5. ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT Address
{Yes, no, or unkno] Loy ¢ allatd or dates of sarvice) Unknm Adm Papers

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

Doctor, coroner, etc. must uss only standard nomancloture in item 18. No symproms will ba listed.

LV I

All diseases in Paort | myust be causally reloted.

MEDICAL CERTIFICATION

DEATH WAS CAUSED BY
IMMEDIATE CAUSE (o}

PART I.

18. CAUSE OF DEATH (Enter only one couse per line for {a), {b), and (c).}
Broncho Pneumonia

INTERVAL BETWEEN

3%15 AND DEATH

Corconary Vessel Disease

Years

Conditions, if any, DUE TO (b}
which gove riss to }
chove couse (a),
stating the under-
lying covse last. DUE TO (c}
FART H, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminel dizseass conditlon given in PART | (4} 19. WAS AUTOPSY -3
PERFORMED?
Senil Dementia H 2l YES[] NO
200. ACCIDENT SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in PART | or PART Il of item 18:)
O = ]
20c. TIME OF .Hour Manth, Day, Yeor
INJURY  o.m.
g,
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inorabouthoms,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE 0 farm, factory, street, office bldg., etc.)
WORK AT WORK
21. | attended the deceased from , to 5-9- ! 59 and last h\ﬁ‘ alive on f%'-?..' 59

Death occurred ot

the date stated above; and to the best of my knowledge, from the causes stated.

Z

22¢. PATE SIGNED

5=9-159

72b. ADDRESS
Mo,

——
e

n&nﬂ!‘/@u

REMOVAL {Spaci

23¢c. NAME OF CEMETERY OR CREMATORY

ovr Agson (o

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

o oul = Mo .

25

1§23 /959

DATE RECD. BY LOCAL REG.

~d Embal

26 ISTRAR'S SIGNATURE
M {gwu‘f

| Py

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

DY ME, O DY e e ee e e ———raaaaaaan

working under my personal supervision.

Student ..o e . 8 . Y ST
Signature of Student Embalmer

P. O. 'Addres .

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.



