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All diseases in Part | lm_as‘! be causally related.

THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

195

. a F”_ED AUG 5 1qq7 STATE FILE NUMBE
'R:gi;tr‘atioq District No. wnwnnn /43?_ _________ Primary Ra_g'is_[ru?ionEistr?C' No, €@ &8 e Regisrrar's Mo.__.__ __2924___.,
/ 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. I institution: Residence before
a. COUNTY Greene a STATE Migsourl & COUNTY  Greeressgn)
b. CITRY {If outside corporate limits, give TOWNSHIP only) Inside Limits c. CgRY Inside Limits
TOWN Springfield Yes [ No (] tom  Springfield ., 3 ?é Yes[@ Ne[]]
c. FgL;. NAMEOOF TH NOT in hospital, give tecation) | Length of stay in 1b d. STREET {It outside, give |ocut|on) Reside on Farm
HOSPITAL OR ADDRESS
INSTITUTION M55 E. Stanfor 16 years : 1455 E. Stani‘ord Yes No ]
3. NAME OF DECEASED First Middle Lost 4. DATE Menth Day Yeor
{Type or print) OF i
ESTHER {JACOBS) NICHOLAS DEATH July 31 1957
5. S5EX / 6. COLOR OR RACE| 7. MaRRtED[E] NEVER MARR,EVD .-'gl.' DATE OF BIRTH 9, AEE (b|i,:'z::;; ;nl.::lhD’ER;:jAR I::::DER 2:‘::325_ |
male Fhite “EREXT  oworceold|March 24, 1899 5 |
10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City and stote or country) + * / 12. CITIZEN OF WHAT COUNTRY?
during most of working life, aven if retired) INDUSTRY i
Home North Caroline 0.8.4.
13a. FATHER*S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF H_UéBAND_ QR WIFE
L FHilliam Jacobs Onknown Mark A. Nicholas
2 [] 15- WAS DECEASED EVER IN U. 5. ARMED FORCES? 16. SOCIAL SECURITY No.{ 17. INFORMANT Address
= Yes, nk I s @l d f i ll .
é’ (Yas, nﬂoéor v mwn}l( yeu, glve war or dates of sarvice) None k A. Hicholas, Springfield, MiSBOUI’i
o 18. CAUSE OF DEATH (Enter only one cause per line for.{a), (b}, and (c).) ‘ INTERVAL BETWEEN
w PART I. DEATH WAS CAUSED BY: - A ONSET AND DEATH
s IMMEDIATE CAUSE (a) o
= .
; - -
E Conditiens, if any, DUE TO (b) - 1 ' -
> which gave rize 1o
[ above cause (o), }
Zz stating the under-
g g Iying cause last. DUE T0O (<)
‘o g PART I ER SIGNIFICANT CONDITIONS CONTRIBUTLNG TO DEATH but not related to the tarminal dissase condltion givenin PART I () 19. WAS AUTOPSY
v b - 200 PERFORMED?
] B o YES[] NO
x =1 20a. ACCIDE SUICIDE HQMICIDE | 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury'in PART | or PART Il of item 18.)’ 7
= w
w Y O O O
Q :tf :
< M5! 20c. TIMEOF .Houwr Month, Day, Year
o ga '-\INJURY a.m.
> Nx
2 p.m.
é, 204, INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inorabouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
tw WHILE ATD NOT WHILE 0 furm. fu:?ory, stroet, office bidg., atc.)
3 WORK AT WORK . PRy A
21. I attended the deceased from 3 //;/é’ 0L— . 1o (=4 ond last saw hh'mr alive on 6 /d //a /
Death occurred ot . .15 8.0, . m on th dalo stated above; and to rha best of my knowladue, from the couses stated.
GNATURE, (Degree C):.) U Ol z2b FoORESS . 22c. DATE SIGNED
Y 97/ LY,
. BURIAL, CREMATION, | 23k DATE [ / NAME OF CEMETERY OR CREMTORY 23d. LOCATlDN {Ctry, town, or :ﬂum’y) 4 {State)
REMOV AL (Spscify) ’ . L T _
-4 Buriel " {August 1;-1957"- —white Chapel - Springfield, Ho..

FUMERAL DIRECTOR

ADDRESS .
theriold, Mo

25 DATE RECD, BY LOCAL REG.

- i

-

{Licansed Embolmer’s Stateman? on Reverse Side)

26,

GISTRAR'S IGNATURE .
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STATEMENT BY LICENSED EMBALMER

T hereby certify that the body whose name is recorded on the reverse side of this cemf:cate was embalmed

Signature of Student Embalmer

i ) ,. S . | ) Qicéq:sed Embalmer N /ﬁ/é

" Note: The ‘above MUST. BE SIGNED ‘BY THE LICENSED EMBALMER'in his OWN HA DWRI
to comply with the above constitutes grounds for revocation of hcense)

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.

G. (Failure
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