MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH =04€ AR

DEPARTMENT QF PUBLIC HEALTH AND WELFARE

VIR STATE FILE NUMBER
Registration District No —————— ._é__l’nmary Registration District No. __ona_/ Registrar's Na. JM -

DO NOT WRITE I YT
ON THIS STUB AMENDED NGY- 151563 -l

R A
1. PLACE OF DEATH 2 USUAL RESIDENCE (Whelewgdeceased lived. If imtifution: Residence befors
a. COUNTY Jasper a. srnrwissouiucoum JBBPGI‘ admlsslon}

b. CCI)T: {If outside corporate limits, give TOWNSHIP only) Length of stay in 1b c. COITY Inslde Limirs
rown Joplin 2 weekp own  Webb CA ty Yelel No OO

c. EI%;P'I!TI;AATEO%F {If NOT in hospital, give location) inside Limits d, STREET (If outside, give locetion} Reside on Farm
mstution Freeman Hospltal Y B No APDRESS 819 W. Broad way Yes 3 No 36

V5 300
Rev. 4/59

‘Nuagd
2hug5s 2

'[DATE AMENDED

3. HAME OF DFCEASED First Middle Last 4, DATE Monrh Day Yoar

{Typa or print} OF
Nellie M. Harvey vea November 5, 1963
5. SEX 6. COLOR OR RACE 7. Married [1  Never Married [] [3. DATE OF BIRTH | 9 AGE (last birthday) | IF UNDER 1 YEAR | [F UNDER 24 MR

FemaJ'e White Widowed {5 Divorced O :2-23-1 881 82 Manths | Days Hours I Min.

10a. USUAL OCCUPATION {Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE {(Cily and state or country) | 12. CITIZEN OF WHAT COUNTRY

d»ﬁva most of ra life, aven If retired} Oronoso ’ MiBBO\.‘lri Us£

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

Joseph Kerr Ellzabeth Falukner
15. WAS DECEASED EVER IN U.5. ARMED FORCES? 146. SOCIAL SECURITY NO. 17, iN
(Yeuna, or unknown) ,(If yeas, give war or dates of sarvi

Nl &)W
Lo~

e Kramer San Hateo, California

18. CAUSE OF DEATH {Enter only one cauie per line INTERVAL BETWEEN
PART I. DEATH WAS CAUSED BY: ONSET AND DEATH

wmeniate cause ) __Cardiac Arrhythmia- Type unkaown | immedlate

Conditions, ifnny,] oetom Arteriosclerotic Heart pisease and unknown

3

o

-
z
w
=
=]
(W]
Q
a

which gave rise te
sbove cause {2},
s1ating the u

yingcona lar.) DUETO ) _ASSociated cerdiac decompensation

PART 1. OTHER SIGMIFICANT CONDITIONS CONTRIBUTING TO DEATH but not ratsted to the 1erminal PART Il If deceased was female was
disease condition given in PART I {a) there a pregnancy in |aat 90 days.

Cerebral Thrombosis JOve | ggne | D Unknown

19. WAS AUTOPSY 20s. ACCIDENT  SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART 11 of item 18.)
a} O : _

PERFORMED?
YES [J NO L

20c. TtME OF Hour Maonth, Day, Year
INJURY a.m.
p-m.

20d. INJURY CCCURRED 20e. PLACE OF INJURY (e.g., in or about home, [ 20f. CITY, TOWN, OR LOCATION COUNTY
WHILE AT WORK [ {arm, factory, streer, otfice bidg., eic.)
NOT WHILE AT WORK [J

21, | sttanded the deceased ffgm—llJ_-_é_B_—— QO_H.LJL_L.L_JM lag? saw hﬁnlwe on, ll 5 6 3

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

22¢. DATE SIGNED

o, i 22h, ADDRESS
Z'G"”EE 25th & Jackson,Joplin,Mo. |11-7-63
N E 23d. LOCATION (City, town, of county) {S1ate)
B RO gy | Mt, ‘g;‘;‘;‘"“é;’;‘;&‘i‘; Webb City, Missourl

. 25, DATE RECD. BY LOCAL REG. GI TRAR'S SIGNATW .
by bﬁ’i“s"‘hggc.'gimpson,Webﬁmﬁ"’ity,no. / /~/3-/ 94 5 m

{L d Embel on Reverss Side)

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

Daath occurred a?

SHOULD READ

USE BLACK INK
OR
TYPEWRITER RIBBON

BY AFFIDAVIT OF

ITEM NO.




STATEMENT BY LICENSED EMBALMER

| hereby certify that the boﬂd;/ whose name is recorded an the reverse side of this certificate was embalmed by me,

or by . o Student Embalmer No,
working under my personal supervision.

Student

Signature of Student Embalmer

4647

Licensed Embalmer No

P. O. Address__We@bb City Mo,

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply
with the above constitules 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. *




