SOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

TMENT OF PUBLIC HEALTH AND Wiy
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Ragmrahon District No.

.T#,Z_Z..--“.anarv Registration District No. :5 2 Q_Q_.Reglsfrnr + No., __--3______-___

—~61-016804

STATE FILE NUMBER

1. PLACE OF uski'ﬁ i 196 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before
a. COUNTY ! E a. STATE [}«1 L « b, COUNTY ('! f admission)
b. C(I)LY (If outside corpora!e limits, give TOWNSHIP only) Length of stay in 1b c. CCI,LY Inside Limits
TOWN : 65' TOWN (_/'mrﬁ ui_de Yo 1 No O
c. FULL NAME QF (If NOT in hospital, give location) Thaide Limits d. STREET {If cutside, give location} Reside on Farm
R g en || O :
. o N
Home & Ne no atreet addneas @0 NP
3. (I:AME OF _DE)CEASED First Middle Last 4. DATE Month Day Year
ype or print’ OF
Henny Berdton Nance DEATH My 19, 1961
5. SEX 6. COLOR OR RACE 7. Married [] Mever Married [] [8. DATE OF BIRTH | 9 AGE (last birthday! |IF UNhDER 1 YEAR | IF UNDER 24 HR
. Widowed K Divorced [J Monthy | Days Houry | Min.
e 7/7/ 1895
10a. USUAL OCCUPATION {Give kind of work done | 10b, KIND OF BUSINESS OR INDUSTRY| 11. BIiRTHPLAZE (City snd state or country) | 12. CITIZEN OF WHAT COUNTRY

during most of working life, even if retired)

e potined

322724

(S A

13a. FATHER'S NAME

TJames Nance

13b. MOTHER'S MAIDEN INAME

Flizabeth 5zfeverw

JGTM'/L('A()H) Mg

14, NAME OF HJSBAND OR WIFE

¥5. WAS DECEASED EVER IN U.5. ARMED FORCES?

{If yos, givam‘§r dates of service)

(Yes, no, or unknown)

t1ed

16 SOCTAL SECURITY NO.

MEDICAL CERTIFICATION

INFORMANT

ﬂ kA qﬂ(‘ﬁ! L PJ[}/)’L

gé @m e Lonband,
D 3

/Z.lﬂ

18. CAUSE OF DEATH {Enter only one causs per line for {a), b}, and (ch ~ IN‘I' VAL BETWEEN
FART . DEATH WAS CAUSED CNSET AND DEATH
IMMEDIATE CAUSE (a) S}wt Gun Mbund in Leﬁt (. /l@df erfani
f =
Conditions, if any, DUE TQO (k)
which gave rite to
above cause (a), ’
siating the under-
lying cayse last. DUE TO (¢}
PART 1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH bu! not related to the terminal PART ill, ¥ deceased was fomale was
. disease condition given in PART | (a} there a pregnancy in last 90 days.
I 0 Yes I O MNe O Unknown
19. WAS AUTOPSY 20a. ACCIDENT SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of tnjury in PART | ar PART 1l of item 18.)
PERFORMED? O xx O . ,
YES[] NO R Deceased used forked stick o #rninaen .16 Ga. Gun
20c. TIME OF Hour Month, Day, Year ' s
INJURY a-m,
p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY {e.0., in or about home, | 204, CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK [J farm, factory, street, office bldg., etc.}
NOT WHILE AT WORK O (hadui ch C hAniatian M asonni

21

I attended the decessed from

Death accurred 8t

to.

h .
and last taw hf,:, alive on

a,

_Z:00

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

[ 22, DATE SIGNED

T (State)

27a. SIGNATURE . {Degrea or title} (p/zone/z. 22b. ADDRESS
;yé/%«/, _(haistian (o, { deven, fliggouni 5/,
n._@,amm. CREMA'IElyC))N 236, DATE - 238, NAME OF CEMETERY OR CREMATORY 73d. LOCATION (City, town, or county)
()
Rnicl 5/21/1961 (hadwick ( eteny A
ADDRESS ~ 25. DATE RECD. BY LOCAL REG. 126, REGISTRAR'S SIGNATURE

24. FUNZRAI. DIR;!ZR

(Lever, Mb.

{Licensed Embalmaer’s State

Z

ment on Reverse Side)




S
. [952, !
L 80 .'.
“ir
STATEMENT BY LICENSED EMBALMER
I hereby cerfify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,
or by Student Embalmer No.

. working under my personal supervision,

Student Signed %Amy
Signature of Student Embalmer .

Licensed Embalmer No. 663?0

P. O. Address, %&f-’, %0 .

Nofe: 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. )

+






