THE DIVISION OF HEALTH OF MISSOURI

59-012984

. Health,
& Welfare STANDARD CERTIFICATE OF DEATH STATE FILE NUMBER
. Public
h Service hLED MAY 1 1 195geglstrnhon District No. ... /2 g ............ Primary Reglsiru!lon District Na M—--"—% Registrar's No._-ﬁéA_SE,,’ _________
- 1
. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. if institution: Residence bpfore
e. COUNTY Greene e STATE Miggourl b COUNTY (ipe eﬁgs?f'
_57 i b, CgY (If outside corperate limits, give TOWNSHIP only) Ingide Limits c. CITY 39 é_ laside Limits
tom Springfield, Yos K No (] Tg:sm Springfield ¢l veX) ne[J
¢. FULL NAME OF (If NOT in hospital, give location) | Length of stay in 1b d. STRE (1f outside, give lecation Reside on Fag
f iina1e2s N, Shorman | 'years || SeEk1ezs wYBReTRERAvp IELK
NAME OF DECEASED First Middle Last 4. DATE Month Day Year
(Trpe or print)
VERN NICHOLSON peatTH May 4, 1959
3. SEX 4. COLOR OR RACE 7.MARR|EDX_] NEVER MARRIED[ ] 8. DATE OF BIRTH 9. AGE (in years IF UNDER 1 YEAR| IF UNDER 24 HRS.
M&le I ‘lﬂli t e l WIDOWEDD DlVORCEDD 21 Ap ril 1882 76::5' birthdny) | Months | Doys Houra l Min.
100. USUAL OCCUPATION (Give kind of work dona | 105, KIND QF BUSINESS OR 11. BIRTHPLACE {City and stote or country} 12. CITIZEN OF WHAT COUNTRY?
qgtg M‘Fm%?‘ even if retired) GWRFam Greene county’ Ind U. S e Ha

13a. FATHER'S NAME

Jacob Nicholson

13b. MOTHER'S MAIDEN NAME

Amanda Hipscher

14. NAME OF HUSBAND QR WIFE

Cirvilla Nicholson

15. WaS5 DECEASED EVER IN U. 5. ARMED FORCES?

(Yn:,W. ohrm.kIwn}l (If y-le.vfur ar d].lnl of service)

16. SOCIAL SECURITY NO.

17. INFORMANT

Address

Cirvilla Nicholscn, Spfld, Mo

PART I

IMMEDIATE CAUSE (a)

_QQLA

18. CAUSE OF DEATH (Enter only cne couse per line for {a), {b), and {c).)
DEATH WAS CAUSED BY:

m@g ;7“..-&/ Yyl

INTERVAL BETWEEN

ONSET AND DEATH

Death yc‘curred ot

m on the date stated above; and 1o the best of my knowledge, from the causes stated.

Doctor, coroner, etc. must use only standard nomencloture in item 18. No symptoms will be listed.
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g Conditions, if any, DUE TO (b)
S which gava rise to
- obove cawvse {a},
=z stating the under-
g g lying cause last, DUE TD (3]
- o= PART ll. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH bur not related to the 1erminal disease conditien given in PART | {a) 19, WAS AUTOPSY
s z h 4 PERFORMED?
< of= H 42X vEs[] No[&A-
- % 2| 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART 1 of item 18.)
= ZBuw
A O | J
] F
o < HSP e, TIMEGF  Hour Month, Day, Year =
£ mpB INJURY  am. ’
‘g‘ )_" X p.m.
€ % 20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inorgkouthome,] 20f, CITY, TOWN, OR LOCATION COUNTY STATE
T w WHILE ATI:-' NOT WHILE D farm, factery, street, office bldg., etc.)
g 3 WORK AT WORK P
E 21. | ottended the deceasod from 3, - 2/ - é z . to 5 - 17‘ - é i and last mwm alive on :S -/ - é 2
o
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230, BURIAL, CREMATION,
ﬂREMD\hAL {
WNIAR o

21b, DATE

23c, NAME OF CEMETERY OR CREMATORY
D

234. LOC

ATION (City, town, or county)

'Stlfrn‘if‘ng

{5tote)

NNo.

24. FUNERAL DIRECTOR

Ralph Thileme.gpringfield, Mo,

ecity) ~6~59 \\\a.'.‘ﬁona.l ceme,le.ﬂq
IZ00 BoeRylille AvYe. 2.

b25. DATEZD BY Locnl_ REG.

STRA SSIGNAT ?
1

{Licensed Embalmer's Statement on Rcthl Sldo)




STATEMENT BY LICENSED EMBALMER

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

by me, or by 1"%’( ........... ) , Student Embalmer No. J?/ .......

isio

working under personal sup

Signed

Signature of Student Embalmer

P. 0. Address e et 0 Nt E 7,

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).

[f embalmed by a STUDENT, he also shall sign in his OWN handwriting.

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



