S
MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH =62~ "

DEPARTMENT OF FUBLIC HEALTH AND WELFAR

Rfﬁ‘ j‘itn E E Nﬁuﬁz---.hﬁlsrw“?rimarv Registration District No. _s300s 36 . __.__ Registrar's No. .Z.g'_‘z_______ STATE FILE NUMBER

DO NOT WRITE NDED
ON THIS $TUB AMENDE =
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. {f institution: Residence before
VS 300 a &. COUNTY LAWRENCE ». sTATE MO b. COUNTY LAWRENCE  sdmission)
Rev. 4/59 2 b. CITY (I outeide corporate Timits, give TOWNSHIP oriy) Longth of stay in 1b 3 %rv Tnside Limifs
R
s TOWN AURORA YREARS TOWN AURCRA Y B No [
'[; g8 ! < ¢, FULL NAME OF (If NOT in hospital, give location) Inside Limits ?, STREET (If outside, give location) Reside on Farm
= w HOSPITAL OR . ADDRESS
2 N b INSTITUTION 12& JASPER Yes )] No[J 128 JASPER Yer O No KL,
3.66 {|2la
3 3. NAME OF DECEASED First Middle Last 4. DATE Month Day Year
{Fype or print) OF
PR HARRIETT JOSEPHINE NEILL DEATHR  JULY 27, 1962
5. SEX 6. COLOR OR RACE 7. Mertied [J  Nover Married [J 8. DATE OF BIRTH | 9- AGE (last bishday) | IF UNhDER 1 YEAR | IF UNDER 241Hn
' Widowed Diverced Months | Days Hours Min.
5 2 FEMALE WHITE X 7/24/77 85
S —— 10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state or country) | 12. CITIZEN OF WHAT COUNTRY
S during most of working life, even if retired)
£ , OME AURORA, MO USA
7 O o 13a. FATHER'S NAME 13b. MOTHER'S MALDEN NAME 14. NAME OF HUSBAND OR WIFE
-t
2 NELSON RICKMAN UNKNOWN 3 swa ¥
8 d v 15. WAS DECEASED EVER IN U.5. ARMED FORCES? 16. SOCIAL SECURITY NO. [ 17. INFORMANT Address
—< (Yes, no, or unknown) (If yes, give war or dales of nrvl:e)
9 {70 X w 3 o S . . L S - . A GEORCE NE JIT.I.» AUURORA . MO,
a | 18. CAUSE OF DEATH {Enter only one cause per line for [a}, (b}, and {c). ¥ INTERVAL BETWEEN
10 < Z PART I. DEATH WAS CAUSED BY: ‘ 6 ¢ | OMSET AND DEATH
O = IMMEDIATE CAUSE (8) -
n o|° o 5 v :
olo w ' ;
1 a [* s Conditions, if sny,]  DUE TO (b} i iy (Dot bt
&= w5 which gave rise 1o E9E
— ) above cause (a),
13 E = stating the under-
l - 0 lying cause last. DUE TO )
-—'—'—"'% z PART 1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but nat related to the tarminal PART I1l. If deceased was femeale wos
g disesse condition given in PART | (a} there a pregnancy in [ast 90 days.
W
e h r[j Yes ] O No | ‘00 Unknown
g £ | 79 Was AUTOPST | 20s. ACCIDENT — SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED, {Enter nature of injury in PART | or PART 11 of item 18.)
3 & PERFORMED? ] O =}
S 54 YES[J NO3
-
z |Z I | 20 TIMEOF  Hour  Month, Day, Yesr
E S INJURY a.m.
b4 g g p.m.
4 ) 20d. INJURY OCCURRED 20e. PLACE OF INJURY {e.g., in or about home, | 20f, CITY, TOWN, OR LOCATION COUNTY STATE
E WHILE AT WORK {J hrm factory, sireet, office bidg., clc
5 NOT WHILE AT WORK [ ﬂ s
o o o —
S o g é 21. | attended the decessed fro?&ﬂ&%/yf J?Z 71 /?‘:;m fas? saw L’:;,uv. on, M /// /76
[ ] g a Death occurred at. the date stated above, and to the best of md:wlﬂ:from the causes stated.
(17} -
n w 8 re or tille) 22b. ADDRES c. DATE SIGNED
2 = & 0 2 g . 25
t v E 1 - A / 72
2 B L, CREMATION, | 23b. DATE NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) 7 /'(State]
ey [} REMOVAL {Specify)
g =l BORIAL |7/ /69 ¢/ MAPLE PARK CEMETERY | AURORA, ¥O.
< ECTOR 4 ADDRESS 25. DATE RECD. BY LOCAL REG. | 2é. STRAR'S SIGNATURE
3 > | ARNUEBYY AURORA. MO
= 2| _FUNERAT, HOME: AURORA, : 7-R&-&2
v {Licensed Embalmer’s Statament on Reverss Side)




sg5, 06 9

STATEMENT BY LICENSED EMBALMER

| hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

or by . - : Student Embalmer No.

working under my personal supervision.

Student - : Signed
Signature of Student Embalmer

Licensed Embalmer No.

P.O. Address%

Nofe: 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). '
1f embalmed by a STUDENT, he also shall sign in his OWN handwriting.
. If this body is not embalmed, fact should be so stated above.




