THE DIVISION OF HEALTH OF MISSOURI

. No.300 RLED 1 o5
-0 SEP 111386 sTANDARD CERTIFICATE OF DEATH State Fie No
BIRTH NO. L‘g 9 76 _5‘0 REG. DIST. ND. /VZ PRIMARY REG. DIST. NO. £ & Oy Registrar's No....... 3553-
1. PLACE OF DEATH . 2. USUAL RESIDENCE (Where deconsed llved. I jnatitutlon: residebce befors
a, COUNTY s 8. STATE b. COUNTY dinimlon).
s Hzendotbe : Kansas Wyanflottd" ™"
b. CITY (1t outeide corwrn‘u limits, write RUR. .Mlq‘i'n..hip) CSI'ALYEﬁfLT. D&F;) c. Cg;{ R d. lllg‘e;ldnnnw:;g;lrkldm&t:':{
TOWN  Kansas City life TOWN  Kansas City < B&TRD
d. FULL NAME OF (If not in bospital or instftution, give strect address ot location} o STREET (1f rural, gve location) ,j
HOSPITAL ADDRESS 6
INSTITUTION Menorah Medicsl Center L 4709 Crest Drive
3 NAME OF 8. {(First) b. (Middle) . (Last) 4. DATE {Month) (Ds
DECEASED i : 7)) (Year)
(Typeor i) “Baby Girl Gould ' paAugust 5 1956
5, SEX i | 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, pf 8. DATE OF BIRTH 9. AGE (In yesrs| IF UKOER 1 YEAR | F Usoen 1 may,
WIDOWED, DIVORCED (pacity) laat blrthday} mm., Days | Hours | Min.
Female White Never -5-56 13! 30

102. USUAL OCCUPATION (Giekind of work | 10b, ¥|ND OF ﬁ-JSINESS OR iN- | 11 BIRTHPLACE 12, CITIZEN OF WHAT

done during most of working Lifs, even if retired) ,L H F H, USTRY é: m"lnfu;?;"a?' Coﬂl:rg‘f‘?ﬂ . }
132, EATHER'S NAME 13b. MOTHER'S MAIDEN NAME h Yy N Hﬂ'.étho OR WiFE |
:1loyd James- Gould * Edith Lucille .Garland one
15. WAS DECEASED EVER IN U.S. ARMED FORCES? |"16. SOCIAL SECUR:“TOY 17. INFORMANT" !’/Sl ATU NAME ADDRESS

{1f Yoo, give war o dates of service)

(Yu.ﬁ,aunknown) LlOYd J_! \Dw 7_{ fc " 4,% P

INK—MAKE A PERMANENT RECORD

none

18. CAUSE OF DEATH AL CERTIFICATION lgEE}ML BETWEEN

. Enter only onecouse per 1, DISEASE OR CONDITION AND DEATH

Tine for (&), (by. and (& | PVRECTLY LEADING TO DEATH"(5) g 2 ‘(
‘o *Thit does mot mean ANTECEDENT CAUSES -
< the mode of dying, such | Aforbid conditions, if any, gicing DUE TO (b) —MMJ
- at heart fatltire, asthenta, | rine to the above cause (o) stating
e de. It meana the dis- the underlying couse laal. -
) cade, infury, or complica- DUE TO (¢} / ¢
> tion which caused death. | 11. OTHER SIGNIFICANT CONDITIONS Ub
[ Conditions contributing to the death !mt nol V'\ b
9 | _related to the disease or condition causing death.
;ﬁ 19a. DATE OF OPERA- lgb. MAJOR FINDINGS OF OPERATION 20, AUTOPSY?
& TION
2 ves ) w0 [
- 21a. ACCIDENT {Bpeelty) 21b, PLACEOF INJURY {e.g..inorabont | 21¢. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
F" SUICIDE home, farm, Isctory. street, office bldg..ete.)
7 HOMICIDE
g 21g. TIME {Moath) (Day) (Year) (Hour) 2ie. INJURY OCCURRED | 2if. HOW DID INJURY OCCUR? ~

WHILE AT NOT WHILE

J INJURY . | WORK AT WORK
by -
;‘ 22. I hereby certify that I altended the deceased from @zaMLL 194G, to M 19_5"(w, that I last saw the deceazed
:;‘ alive on , 19_S{pand that death ocfurred atbjﬁg__nm from the causes and on the dale staled qbove
E 23a. SIGNATU Rg._ * (Degme er title) p 23b, ADDRESS “23c. DATE SIGNED
- : 72/ féﬁ’ﬂ’é e rw |55
E {225 PUR) AL CREWA- | 24b. DATE -u-: OF CE ERY OR CREMATORY TiON (Otty. town, or county) . {5iote)
3 2 AH SPRsEp of
2 5 & -sG HosPiAL JE . Ine,

DATE REC'D BY LOCAL | REGISTRAR'S SIGNATURE 25. FUNERAL DI RECTOR’ ! -1 GNATURE ADDRESS

REG. -
5 LY Prlva St 'MMMLQ@

(licensed Embalmer’s Ststement on Reverse Side)




T — S ——————— R N e
e r— e —————————————— e

STATEMENT BY LICENSED EMBALMER

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

DY IME, OF DY i irarear e et e s aaen st , Student Embalmer No......---.....
working under my personal supervision..
Student . ..oiiiani it iriaaaaes Bigned ...
Signature of Student Embalmer
Licensed Embalmer No..............
P. O. Address .___.......ociiinnnnl

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

if embalmed by a STUDENT, he also shall sign in his OWN handwrltmg

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



