/ MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH —-63~-00%320

DEPARTMENT OF PUBLIC HEALTH AND WELFAAK 5 ,7 ZQ STATE FILE NUMBER
DO NOT WRITE AMENDED Registration District No. . ___L__anlry Registration District No. _.._.__M ——-Registrar's No. __ — ’

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decessad lived. |f institution: Residence bafore

. . COUNTY \ . jasi
VS 300 a JaS]; er. ) 8. STATE Missour f COUNTY Jasper admission)
Rev. 4/59 5. CITY I outside corporate limin, give TOWNSHIF orly) Length of sfay in 1b . CIY Tnaide Limits

OR
. TOWN 14 . TOWN Yes O No O
12 449 Joplin 5 Min Sarcoxie 2

c. FULL NAME OF {If NOT in hospitsl, give location) Inside Limits d. STREET {If cutside, give location) Reside on Farm
ritge

HOSPITAL OR ADDRESS

wsinmon Joplin General Hosp,. [™@ MO . 210 N, 9th, St. YO Nogg

3. NAME OF DECEASED First Middle Last 4. DATE Month Day Year
AType or priny) - OF

James __B.%cm.ond Nordsatrom PeAM  Feb. 12. 196
5. SEX 6. COLOR OR RACE 7. Married Mever Married [ 18. DATE OF BIRTH | 9= AGE (last birthday} [ IF UNDER 1 YEAR “IF UNDER 24 HR

Widowad [J Divorced ] 19 25‘ 37 Months | Days | Hows Min.

q a4
T0a. USs}L OCCUPATIONM [Give kind g work dona | 10b. KIND OF BUSINESS OR INDUSTRY . ity and state or country) | 12, CITIZEN OF WHAT COUNTRY
during_most of working life, avan if retired)
octor Osteppa: M%._._l‘ U,S,A,
13a. FATHER'S NAME 13b. HER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE

j ' Sarah Rice Mangane_t_Ann_Nondstm_m
15. WAS DECEASED EVE NO. | 17. R

IN U.5. ARMED FORCES? Address

(Yes, no, or unknown) |-{If yes, give war or dates of ' .
Y%ﬁ I W, W, # 2 Margaret Ann Nordstrom,Sarcoxi %aMQ.
14. SE OF DEATH (Enter only one cause per TIng Tor (&), (D], KT G-, had INTERVAL B EN }
/]

DATE AMENDED

PART I. DEATH WAS CAUSED BY:
IMMEDIATE CAUSE (a)

DOCUMENT

Conditions, if any, DUE 1O (b)] Y]
ich gave rise fo

sbove cauvia (a),

stating the under.

lying coause |Il| DUE TO (c)

PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEA‘I'H but not related to the terminal PART IIl. if deceased was female was
disease l:ondiiron given in PART | (a) there a pregnancy in last 90 days.

fOve [Ow [Dumm

19 WAS AUTOPSY 20a. ACCIDENT . SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in PART | or PART Il of item 18.)
Ygrlcj)msb? a - a [m] ’

U
(@]
0
=
I
Z

“Z0c. TIME OF _Houl  Month, Day, Yeor |
INJURY a.m.
p.m.

20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY S'_I'ATE

" WHILE AT WORK [] form, factory, street, office bldg., etc.}
NOT WHILE AT WORK [,

. ¥ attended the decazsed from Vi o™ n_2_12_63__m¢|mm,,,,,,.|mm_2_12_63_*

12:20 ll mon'hudihwmdabm.andblhebeﬂufmhawladw from the causes stated.

{Degree or fitls) 22b. ADDRESSJO/ ] [ 22c. DATE SIGNED
D, O Jonting,

Oy
23a. REMATION, 23c. NAME OF CEMETERY OR CREMATORY ™ ’23d lOﬂTION (City, town, or county) (State}
REMOVAI. {Specify)

B]]Eja | e} Sarcoxie ,emeteiﬁpz Sa
74, FUNERAL DIRECTOR = ADDRESS 25, DATE RECD. BY LOCAL REG.

Ulmer-togs Funeral Home, Sarcoxie,|M "/ 9 65
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MEDICAL CEI;GTlFICATION

USE BLACK INK
OR
TYPEWRITER RIBBON

SHOULD READ

BY AFFIDAVIT OF

ITEM NO.




cgb\

951 ¢ T HyW

STATEMENT BY I.!L_C!NSED EMBALMER

I hereby certify tﬁaf 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

Signature of Stydent Embalmer

.

Licensed Embalmer No._ 4955 -

P. O. Address CART HAGE, Mo,

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 handwrmng

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

£Y . [




