THE DIVISION OF HEALTH OF MISSCURI

58-032644_

. Health,
& Welfare S~ SF STANDARD CERTIFICATE OF DEATH STATE FILE NUMBER g
. Public “
: Service TI LED 0 CT 1 lgggi”“‘"‘"". District No. / ? ’7 Primary Registration Districv'fli-_...A.._.lﬂu.o}r.e._..____ Registrar's No. _4 —
o o
. PLACE OF DEATH 2. USUAL RESIDENCE {Where deceased lived. If institution: Resci’da_nc_e befode
5. 300 a. COUNIY Jackson a. STATE Missouri k. COUNTY Jacksﬂoﬂss“’"
L 1-57 © b. CIOTRY (If outside corporate limits, give TOWNSHIP only} Inside Limirs c. CITY ’7 0-#—0’ Inside Limirs
. OR R ¢
Town  Kansas City Yes X1 e O ; TowNn Kansas City Yes (- No [F—
| <. F(L;L[I;I NAME OF (If NOT in hospital, give lscation) | Length of stay in 1b F~a STREET (If outside, give location) Reside on Farm
HOSPITAL ’ ADDRES
Nsptutidienorah Medical Centdr M 5908 E.99th Terr. Yes [] Mo [¥
r 4
3. (NTAME OF DE)CEASED First Middle Last 4. DATE Month Day Year
ype or pring . OF
Baby Girl Ebel peEatH  August 31st,1958
5. SEX ] 6. COLOR OR RACE| 7. marRIED[NEVER MARRIED[E 8. DATE OF BIRTH 9. A|GE' E’n'l;m; ;:\';’}?E?;\:AR ‘SOU:DER J:M':RS-
. -ast birthday, s a u .
Female White wooweo[]  oworceo[l| August 31gt 1958 12
10e. USUAL OCCUPATION {Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City and state or country) ) 12. CITIZEN OF WHAT CGUNTRY?a
during most of workigg life, eyen if retired) INDUSTRY —
N N ncen Cely, b - - L .
130. FATHER'S NAME

()

o ermns Vi eXav 04

13k. MOTHER'S MAIDEN NAME

dd
1Lr-:\-m.r\ru.o)d'

14, NAME OF HUSBAND OR WIFE

Pl 2 2 2

]ﬂ W4S DECEASED EVER IN U. 5. ARMED FORCES?
{Yes, no, or unknawn}| (If yes, give wor or dares of service)

Boodnna

16. SOCIAL SECURITY NO.

e 2 a7

\7. INFORMANT

m ‘("M STWEE Y9

Address

|

All diseases in Part | must be causally related.

MEDICAL CERTIFICATION

18. CAUSE OF DEATH (Enter only one couse per li
PART |. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE {a)

rﬁr {a), {b), and (c}.}
Al Ww;-

INTERVAL BETWEEN
ONSET AND DEATH

|
“Tann

Conditions, if any, DUE TO (b)
w::ch pgave ri“( t)n } U *
above couse (a), —
tating th. dur- 1
fying couse loar. ) DUE TO (c) C a8 ¢ ‘AvNW N
PART I, OTHER SIGHIFICANT CONDITIONS CONTRIBUTING TO DEATH but not reloted to the terminol dissaxe condltion glven in PART | {a) 19, WAS AUTOPSY
, PERFORMED?
YES N0 []
200. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature ¢f injury in PART | or PART Il of item 18.)
0 O .
2c. TIME OF Hour  Month, Day, Yeor
INJURY a.m.
p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor abouthome,| 20F. CITY, TOWN, OR LOCATION COUNTY 5TATE
WHILE ATD NOT WHILE 0 farm, factory, street, office bldg., ete.)
WORX AT WORK

2.

I attended the decessed from F"\?/"J“Kn
Death occurred ot P

f.‘—\.?l 3 &nd last saw h " alive on

on the date stoted above; and to the bast of my knowledge, from the causes stated.

F-3/- s

“F

220, SIQNATERE £ ’ ) {Degres or title) o

22k. ADDRESS

22¢c. DATE SIGNED

& -(-58

e

L. Doare USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

. BURIAL, CREMATION,

Ef

23c.

ATORY

EA‘:AE OF ,CEMETERY Dm‘ n ED

%‘4

LOCAT!ON {City, tawn, or county)

YHE MENOROH

ﬁﬁf (chL-

gﬂ:ﬁs{ Clﬂ(,

. FUNERAL DIRECTOR OEuTEQ ’AWHOMG'{ ngﬂ?%sy

R SETERTIFIC  STUDIES

(Licensed Emboimer's Statement on Reverse Side)



STATEMENT BY LICENSED EMBALMER ("" j
%

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

DY M, OF DY ottt i et a e sa et a st aare e aa s aan , Student Embalmer No. .......ccovvnveenn,

working under my personal supervision.

Student ceeereeeeeereeoneennnn, et et e e einae SIEMEM 1. .eveieeeerereiessseseesresieesressessseesnsasssseennressnrssas
Signature of Student Embalmer

Licensed Embalmer No,...............5....

P. 0. Address......cccovvveecevinveninninnnenns

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 handwriting.

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




