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’Q‘VRITE PLAINLY—USING UNFADING BLACK INE—MAEE A PERMANENT RECORD .4

i

THE DIVISION OF HEALTH OF MISSOURI

' BIRTH uo.:?/_l’g_..&}_

ALED FEB 4 1g57 STANDARD CERTIFICATE OF DEATH

Statr File Nociioe e ssrnssrnsnsan

REG. DIST. NO. _z;g_ PRIMARY REG. DIST. no._ﬁ-zz/fcegmmr': No

652

I. PLACE OF DEATH

2. USUAL RESIDENCE (Where decoased lived.

If lastitution: residence befors

102, USUAL OCCUPATION (Gire kind of work
doba during most of working life, sven if retired)

Infant

10b. KIND OF BUSINESS OR IN-
DUSTRY
None

11. BIRTHPLACE

(City and Scate cr Faraigs Countrv)

Kansas City, Mlssouri

a. COUNTY c.l ay a. STATE Miasour 1 b. COUNTY Plat te adioimton),
b. CCI)EY (I outzide corpurats limits, write RURAL and give i gerI;{ENGTH EF . C})TF‘{ A, 15 Retidence within Limits of
vl n thi n||. a
TOWN Smithville ™| 7T ®ol iy Parkville R
d. FH]dls.P?IAME OF (If oot in hoeplta!l or institution, give strect nddress or location) ASI;TDREE& (I rursl, give location) 35 T
iNstunongmithville Community Hosp RFD 5
3. NAME OF 8. (First) b. (Mliddle) e, (Last) 4, DATE (Month) (Day) (Year)
DECEASED .
(Type o7 Print) Julie Ann Vermillion o Jan. 20,
5. SEX / 6. COLOR OR RACE | 7. M[ADROIT;‘:‘E[E)) gWESCNEHSRRIED () 8. DATE CF BIRTH 9.L‘AGE“{$:1:3;.:- :;' u& 1 YEAR | IF UNDER 4 mms.
) 4 v ¥} |M-m B Min,
Fe Wh Never “Marr{ed’ (April 21, 1956| 5™ = |

" $hi2. CITIZEN OF WHAT
UNTRY?

ANTECEDENT CAUSES

Aorbid conditions, if any, giting DUE TO (b}
rise {0 the ebove canie (a) stating
the underlying cause last,

*This does nol mean
the mode of dyfing, such
as heart fetlure, asthenta,

ee. It means the dig-
DUE TO (c)

_ JPos

64-&«-,,..

13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WiFE

Hn%h Vermillion Jr. | Annabell A L None
I15. waS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY | 17, INFORMANT'S SI1GNATURE OR NAME ADDRESS
{Yes, o, of unknown) {11 yos, give war or dates of service) KO. -

No None Hugh Vermillion Parkville, Mo.
18. CAUSE OF DEATH 1 AlL. CERTIFICATION . Ig;‘ERVgL B%EN
. Enter only onecauseper § 1. DISEASE OR CONDITION ° . . < AMJ H
ine for (8}, (b), and (¢) | D/RECTLY LEADING TO DEATH* (5) A;mmmu.«’ >

é 4

case, infury, or plica-
tion which eaused death. | 11. OTHER SIGNIFICANT CONDITIONS

Conditions contributing to the death but not
related Lo the dirende or condition couting death.

19a. DATE OF OP'FE)AI\; 19h. MAJOR FINDINGS OF OPERATION 20. AUTOPSY? {'
3254 wlw
21a. ACCIDENT {Bpecity) 21b, PLACE OF INJURY (s.g.,inorabout | 21c. (CITY, TOWN, OR TOWNSHIF) (COUNTY) (STATE)
SUICIDE . home, farm. factory, ssroet, office bldg.,eta.)
HOMICIDE Lo
21d, TIME {Month) (Day) (Year} (Hoon 2lo, INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
WHILE AT NOT WHILE
INJURY m. | “woRK AT WORK

alive on , 19N7, | and that death occurred at

O

22. [ hereby ceﬂzfy that I altended the deceased from _L.Z_O___ IQ.LA to _L,LL 19_.\_,/ that I lest saw the deceased

m., from the causes and on the date staled above.

a. BURIAL, CREMA-

TIO%EEMS.VMTM,)

DATE REC'D BY LDCAL REGISTRAR'S SIGNATURE

yiy

(Licensed Epib

25 FUNERAL DIRECTOR'S SIGNATURE

f/ (Degres or title) £)23b. ADD _ |23c DATE SIGNED
. 7% /=2/-T

24b. DAL 74, NAME OF CEMETERY O 244, LOCATION (Oity, town, ot county) (Statef
1-23-57 Mound Grove Cemeteryl Independence, Missourl

ADORESS

Geo. C. Carson & Sons Indep., Mo,

mer’s Statement on Reverse Side)



<y :,:';’

R

STATEMENT BY LICENSED EMBALMER
'
I hereby certify that the body whose name is recorded on the revefse side of this certificate was embal

by me, OF By ot fararteeaanen , Student Embalmer No,.ooomevennes

worlung under my personal supervision..

Student.....cooiiii it ena Signed.._....! ‘ (; : é(/'

Signeture of Student Embalmer

‘Licensed Embalmer No/AZ 3.2 4

.P. Q. 'Address y v Jp’

. Note: The above MUST BE SIGNED BY THE LICENSED EMBALMERm his OWN HANDWRITING. {Fai

to comply with the above constitutes grounds for revocation of license).
If embalmed by a STUDENT, he also shall sign in his OWN lmndwntmg I
T this body is not- embalmed fact should be so stated above. . -7 . :




