s T m T FUAT AT A T b o

..H:;!::a, HLED NOV 2 0’1957 STANDARD CERTIF!CATE OF DEATH = - ‘ 'r.rrs e R
#ifare
. Public Ragistration Distriet No. .. %.g ______ Primory Registration Distriet No, a.....dé s—Xd........ Registrar's N#-_'Z_.y-_
h Servi
* 1. PLACE OF DEATH 2 USUAL RESIDENCE (Where deceased lived. If institution: Ruldn:s:‘ib:'fi:ro/
ol_* WY Jackson : - STTEMissouri “ T Jacksdhi”y
5. 300 b. CITY (if outside corporate limits, give TOWNSHIP only) | Inside Limits c. CITY ] Inside Limits
. 1-56 OR oR @M
town _Independence YesX NeD Tow LEVasy 2815 Yo X nao
c. Sgls-;-l_:_‘:rggf: (1f NOT inhespital, givelocation)|Length of stay in 1b 4. STREET (1 outside, give location) Reside on Farm
3 msttution Independence Hosp. 2 days ADDRESS NONE Yes0 NoK
3 3 3 perm o Firai Middla Lost 4. oate Month Doy Year
s (Trpeorpriny)  D@ganne Lyn Nowack oarn Nov. 7, 1957
232 5. sex 6. COLOR OR RACE |7 marrigp [ Never mariep ()] 8 DATE OF BIRTH |9. Ao (O peary | ¥ waoen e llr”u::m s
=3 femal Whit’e winowen [] ovorceo (3§ NOV. 5, 1957 days l
. : 10q. gsui»\l. occum'nonéahi}u’nd ujw;rt’ms 105. XIND OF BUSINESS OR INDUSTRY [11. BIRTHPLACE (City and stote or country) LA12. CIMZEN OF WHAT COUNTRY?
- uring most of working life, even if retire . .
5° 4 XXAXXKX Independence, Missoupi USA
g-'E g 13. FATHER'S NAME 14_ MOTKER'S MAIDEN NAME
° v . . .
& 8 __Glenn A. Nowack Shirley M. Winkelhake
. 2 o L 15. WAS DECEASED EVER IN U, 5. ARMED FORCES? 16. SOCIAL SECURITY NO.[17. INFORMANT Address
- L -—— (Fes, na, or unknswn) (If yes, tive war or doler of servica)
.2 W XX | _XXXX XXX Glenn A. Nowack, Levasy, Mo.
et & . tine for (a), (B), and (c).] INTERVAL BETWEEN
E & 18. CAUSE OF DEATH [Enter only one coudse per (a),
. 88 = PART |. DEATH WAS CAUSED BY: ONSET AND
T -g- by IMMEDIATE CAUSE (a)
- = >
b i
50 _—
- 4 Conditions,
55 6 Chien gase tarts | oUETO ® -
ve g ¢ cause (8), .
R fatne e iy | oue 7o 0 —
EQ ng aat.
H g § PART M. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(n) 19, W»:‘SF al.l":tgﬁv
o =1
33y |3 — 5272 | w00
o & J NO
-E -E 5 E 20a. ACCIDENT SUICIDE HOMICIDE | 206, DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part For Part 1F of tiem 18)
i: l&, g D D . D -l e ——
3 o Mc. TIME OF  Hi Manth, Day, Y, =
e E @ 3 ST INJURY a._mr::'. o ‘" i . e
2 3 X [ 204. INJURY OCCURRED 20e. PLACE OF INJURY (. 2., in or ahout home, |20/, CITY. TOWN, OR LOCATION COUNTY STATE
3 e m' WHILE AT- | HOT WHILE O Jarm, factory, street, office bidyg., ete.)
En 4 WORK AT WORK -_— ham—
; E. D —
‘2 --\_" : 2l. ] attended ths dacessed from Nd I - e 17;57 to /VJU 7 /?5 7 and last saw *:;..livg on Wﬂ"’ 7",f37
- E Death occurrad at 0 pM m on the date -urod abovs and to the best of my knowledge, from the causes stated.
E o ] 0. NGNATURE (Degree or title) FELY 55 j 7TE SIGNED
2c .
B M N
'5' E 23. pur mguarn?n 23b. DATE . 23¢. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) 7 (Sta
- E Wi L ( (]
38 %1l  Nov, 9, 1957 Levasy Cemetery Le¥asy) Missouri.,
- 24, UNML DIRECTOR uag:l K M 25. DATE RECD. BY LOCAL REG, &Ceelsmnn‘s SIGNATUR P
- ckner, Mo - /Z‘ rece
) F 0 ’ / (=~ 92~-957 >
i d
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*: .- = STATEMENT BY LICGENSED EMBALMER

I hereby certify‘thz;t the body whose name is recorded on the reverse side of this ceftificé.te was emb

' - ] ] v

by fne_, or by ........ e traeeeeateaa. e e i e Student Embalmer No...........

"

workmg under my personal supervision,.

AL

o

Student .. .. i iciicaiacsiaans

Signsture of Student Embalmer . i
Licepsed Embalmer Noé%d
. L SN o ' P, O. Addre W/

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWR.ITING (F
: ‘_\16 comply with the above conshtutes grounds for revocation of license}. TLe . S )
> 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. - .

*




