THE DIVISION OF HEALTH OF MISSOURI

1eclth,
Wolfare STANDARD CERTIFICATE OF DEATH T T STATE FILE NUMBER
>ubli ‘g
5:";:‘ I ﬂ'-E_n ﬂnﬁ 1 s 1a§gmﬁoq District No. ,/ _3—' Primary Registration Distrizt No.a-?oa g" Registror’s No. _é,__é_ ______
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence foru
300 a. COUNTY Barr.y a. STATEMissouri b, COUNT\Barr ; admi ssign}
1-57 b. CITY (f outside corparots limits, give TOWNSHIP enly} | Inside Limits < CiTY Inside Limits
1O Monett Yes [XNo [0 town  Monett Yoo [ X Mo J
e. FULL NAME OF (If NOT in hospital, give location) | Length of stay in 1b d. ST%!EE;S If outside, give location) Raside on Farm
HOSPITAL OR ADDRE 0
/_ instiution 613 6th  St, 50 ¥ra, 613 th St. Yes[] No X
! 3. NAME OF DECEASED First Middle Lost 4. DATE Menth Day Yeor
{Typa or print) QF
NANCY PRATT PEATH April 8, 1959
5. SEX 6. COLOR DR RACE] 7. MARRIED{I] NEVER MARRIED[] 8. DATE OF BIRTH 9. AchE 9‘,,':::;; FUND'ER ;YEAR |:°t::nen 2;{:3!5.
Female |; White wooveo(] 4 oworceol]| Aprdl 17, 188 e 6 O 5

10 USUAL OCCUPATION (Give kind of work done

duting naqﬁaglﬁ Vifraenn if retired)

INDUSTRY

10b. KIND OF BUSINESS OR

11- BIRTHPLACE (City ond state or country)

12. CITIZEN OF WHAT COUNTRY?

18. CAUSE OF DEATH (Enter only one couse per | for (a), (W7 and {c).
PART |. DEATH WAS CAUSED BY:
IMMEDIATE CAUSE (o)

Springdale, Ark, /| U,S.A.
133, FATHER'S NAME 13b, MOTHER'S MAIDEN NAME 14 NAME OF HUSBAND OR WIFE
R.S.Anderson Sa.ragt.a. Anderson George W, Pratt
15. WAS DECEASED EVER IN U. §. ARMED FORCES? CIAL SECURITY No.| 17, INFORMANT Address
{Yes, no, o wn)| {If yes, give wor or dates of service]
N[ e ' Go W, Pratt Monett, Mo
INTERVAL BETWEEM
T AND DEYITH

MEDICAL CERTIFICATION

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

Canditions, if any, DUE TO (b)
which gave riss to }
above couvse (2),
stoting the under-
Iying cause last. DUE T0 {c)
PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not reloted to the terminal disaaas condition gives In PART | {a} 19. WAS AUTOPSY
PERFORMED?
331X YEs[] No[]
20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART il of item 18.)
(W] ] O
2c. TIME OF Hour Maonth, Day, Year
INJURY  aum.
p.m.
20d. INJURY OCCURRED 200. PLACE OF INJURY (e.g., inor obout home, | 20§. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE 0 form, foctory, street, office bldg., etc.)
WORK AT WORK . ,
21. | artended the deceased from ’/.' X ) / and last nawt alive on y -J d )

Deoth occurred at

g«%;-r;v ™

m on the date stated above, and to the bast of my knowledge, from the cuuus stated.

P 0‘% %ﬁ)wum 1itle) /) fa)

22b. ADDRESS

Monett

22¢c. DATE SIGNED

4/10/59

All diseases in Part | must ba causally reloted.

RIAL, CREMATION,

BeS st

23b. DATE

4/10/59

23c.

1.0.,0,F.

NAME OF CEMETERY OR CREMATORY

Mo,

23d. LOCATEION (City, town, or county)

Monett, Mo,

(State)

24. FUNERAL DIRECTOR

J. D. Buchanan Monett, Mo,

ADDRESS

25 DATE RECD. BY LOCAL REG,

LI 5"

Z%E/ARWATURE

Ooak_

d Embal: e §

(]

on Reverse Side)




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@, 0T DY oottt et e e e e et v e et —r e r et aaaras ., Student Embalmer No.

working under my personal supervision.

Student

Signature of Student Embalmer

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure
to comply with the above constitutes prounds for revocation of license).

If embalmed by a STUDENT, he also shall sign in is ©WN handwriting.

If this body is not embalmed, fact should be so stated above.



