THE DIVISION OF HEALTH

OF MISSOURI

alth, -
wee  OLED AUG 261957 STANDARD CERTIFICATE OF DEATH 8% 024 55@;% ——————————————
bli
n,::. Registration District No. 42 Primary Rergvistrutinn District N°~.,,..___9 ______________ Reglsrrar s No. .w.._______,,ﬂw_..',l_-
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Rasidgncgy(e
- - 1
00 a. COUNTY Buchal‘lan a. STATE Missouri b. COUNTY Buchaﬁguds on
57 '{' b. CgRY (If cutside corperate limits, give TOWNSHIP only) Inside Limits <. CE)TRY Inside Limits
Tow _St, Joseph Yos ld N Tom_St, Joseph ol B8 e
c. Egls_'l:_l_;imEogF {lf NOT in hospital, give location) | Length of stay in 1b d. ST%%E';S {H outside, give locotion) “Reside on Farm
. . AD| 3
| insTiTution Jackson Nursing | £ MeE K 2017 Sylvanie St. | vesd wi]
3. NAME OF DECEASED First Middle Last 4. DATE Month Day ¥ ear
{Type or print) ) QF
William Harry Bell DEATH August 1 19597
5. SEX 6. COLOR OR RACE| 7. MARRIEDD NEVER MARRIEDD 8. DATE OF BIRTH . 9. AGE (Ji,:");;:;; ;:‘TIE:ER;LEAR taﬂli:tDER Z;i:.RS.
Male. Negro. wooges® _oworceoD| July 9, 1874 | 85 yral | l
| 100. USUAL OCCUPATION {Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City ond state or cauntry) 0} 12 CITIZEN OF WHAT COUNTRY?
during most IE-BB lifa, even if retired) INDUSTRY
T None St. Joseph, Missopni Ue S. 4.
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
John Bell Ahna- M, Harris Ada Bell
15. WAS DECEASED EVER IN u 5. ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT Address
{(Yes, or unk } r dn of service) .
vas|8ps MeTTcan  one Mrs.Jovee Drakee 410 S, 16th, St,

DEATH WAS CAUSED BY:
IMMEDIATE CALSE (a)

PART L

18. CAIJSE OF DEATH (Emer oniy one causa per line for [a), {k}, ond (c).}

Broken_Compensation

INTERVAL BETWEEN
ONSET AND DEATH

Conditionsy, if any,
which gave rise to
above couss (a),
atating the under-
lying cause lasth,

} DUE TC ()

oue 1o (- Arteriosclerotic Heart Disease

Ukne

PART I, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not reloted to the terminal disease condition given In PART ) (o}

19. WAS AUTOPSY

~ USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

Decth occurred at

J-.f mon 1ho date stated above; and to the best of my knowl-dge, from the couses stated.

| 22¢. IGNA E

23b. DATE

¢-/7-0" 7

23a. BURIAL, CREMATION,

BUYYEY

{Degres or titls)

.QAJ'Y\/LD

nb. ADDRESS  Social Welfare Board
10th & Olive,St.Joseph, Mo. .

22c. DATE SIGNED

8/1L/57

z
o
3 < A
2 E .. . KJ 240 YES[ ] NO
s = ["20e. ACCIDENT SUICIDE HOMICIDE | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
= Y] . ..
3 o O O O
3 i - :
v U 20c. TIME OF .Hour . Month, Day, Year
p- S INJURY  am* 1; ‘
g B3 © . pm. . _ . ! |
E 20d INJURY. OCCURRED . | 20e. PLACE OF INJURY (e.g., inor gbout home,| 20%. CITY, TOWN, OR LOCATION COUNTY STATE
T WHILE AT~} NOT WHILE — farm, factory, streat, office bldg., ete.) i _ )
5 WORK AT WORK o
= - 2-1..‘E ulllmded the deceased from .~ 7-26"57 , to 8-13 57 ond last suwhnl alive on 6112/57
: -
o
H
:
<

23¢. FMWIE OF CEMETERY OR CREMATORY _

- Aghland Cemetery

-| 23d. LOCATION (City, town, or county) -

.8t..Joseph

(Stetn)

Mo.

NERAL DIRECTOR

ADDRESS

Clt
812 Pac1¥‘1c

25 DATE RECD. BY LOCAL REG.

Aug. 19, 1957 'Y

QR
o

d Embal e

N on Reverse S1ds)




-

Qq:&-"ﬂ}

N T
N
- ]
et
r L

" ) . ::STATEMENT BY LICENSED EMBALMER

1 hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmec
4

BY M, 0L DY et errrrreeneeaen , Student Embalmer No. ...................

working under my personal supervision.

Student ..o e . Signed .74

- P.O. Addremﬂ(}

S 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.




