N THE DIVISION OF HEALTH OF MISSOURI 59—-008618

elfare STANDARD CERTIFICATE OF DEATH STATE FILE NUMBER
H'k stration District No J..[— 7 Primary Registration District No. 3 a0 X Registror’s No.
Tvice =;n {\\{}L\‘R 3 +—o % . . i Y g — et ast T e ———
ZE?‘FL"CE ‘OF DEATH 2. USUAL RESIDENCE (Whers doceased lived. If institurion: Residence fors
a. COUNTY callaway a. STATE Misgsourl & COUWNTY (Cole admissigh)
57 'l b. CBTY (If outside corporata limits, give TOWNSHIP only) Inside Limits c. CgRY 4 A L o Inside Limits
R
o Fulton Yeg{ ) No (] tow  Centertown o | Yall %0
c. EBE_FI“_I.PI:IACQSSF {If NOT in hospital, give location) | Length of stoy in 1b d. STREET {If outside, give location) Reside on Farm
HOSrnLo® State Hospitael K1 3Yrs,2Mo ADDRESS = - - Yes [] No [
3. NAME OF DECEASED Firss Middle Last 4. DATE Month Day Yeoar
{Type or print} OF
Isaac Thomas Nivena peats Marech 23 1959
5. SEX 6. COLOR OR RACE] 7. é" 8. DATE OF BIRTH 9. AGE (in years JE UNDER 1 YEAR| IF UNDER 24 HRS.
0 MARRIED EVER MARR!EDD irthda ionths Ay s iours in.
Msle White wiDOWED [ ] pivorceo[] March, 14 ’ 1874 85“ birthday) [Months | Day (o I m
100. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR 31 BIRTHPLACE {City and state or country) 0 12. CITIZEN OF WHAT COUNTRY?
duringg most of working life, even if retired) INDUSTRY v
FEFRET™ ' Farming Missouri U.S.A.
130. FATHER"S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Igalih Nivens Abbey Mood Unk.
15. WAS DECEASED EVER IN U. 5. ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT Address
(Yes, no, or wil| (Il yes, give war or dotes of service}
(851 VAR b None State Hospitel # 1 Fulton, Mo
18. CAUSE OF DEATH (Enter only one cause per line for {a), (b}, and (c).) INTERYAL BETWEEN
PART |. DEATH WAS CAUSED BY OFSSET AND DEATH
IMMEDIATE CAUSE (o) ‘Su ffocation due to aspirs tion( foreizh bO(&V

ocbove cours (o),
steting the wnder-

Canditions, if any, } oue 7o ¢ _Bronchi-Fopreign bodies, aspirated food |

which gove rise 10
DUE TO (¢} Chronic Brein Syndrome

lying cowsa lost.

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

=z

- g PART [I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal disease condition given Iqﬁ [C}) 19. ge;:ggggg:

13

L i ! vesIX No[]

® w

_;. | 200. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. ({Enter noture of injury in PART 1 or PART 1l of item 18.)

R G W] ] O

3 2

5 Sl 20c. TIMEOF Hour Month, Day, Year
E 2 I iNJURY a.m. 3
- = Ed g.m. /N7
é _g 20d. INJURY OCCURRED 20e0. PLACE OF INJURY (e.g., inor about heme,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
HE WHILE ATD NOT WHILE ] farm, foctory, street, office bldg., e1c.)
F o WORK AT WORK
s £ B8 bR ifakon 48N 18, 1956 0 _Mar. 23, 1958 ie" cive sX XXXXXXXXXXXXXX Xn
% 5 Death occurred at 1 2 O% P.M, monthe dure stated above; and to the best of my knowledge, from the couses stated.
51";' GNATURE —¢ (Degroe or title} & | 22b. ADDRESS 22¢. DATE SIGNED
(= D ./ Harold G.Freund,}1.D. State Hospital#l Fultdn 3/23/59

230. BURIAL, dEMATIDN 23b. DATE A 23c. NAME OF CEMETERY OR CREMATORY 73d. LOCATION (City, tewn, or county) {Sta1a)
REMOVY AL (Specily) | -
Burial ilar,25,1¢50 | Marion Cemetery rarion Mo,

24. FU AL DIREC, 25. DATE RECD. BY LOCAL REG. . REGISTRAR'S SIGNATURE
M W ML,MM /959 }W%W

Ticegsed ulmet”s Statement on Revatse Side)




YS MAY 1l 196Q,

STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed

BY M, OF DY it s rearr s erasenas s r s enesassansnnerarassansnseraninen <, Student Embalmer No. .........coeinvene.

working under my personal supervision.

SEUABNL  «eeereriiininnniieiiiersaieeessiaieeesesrseeaesaneenens Signed M,ﬁ -

Signature of Student Embalmer

P. 0. Address. (adafotnca s 2

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,



