THE DIYISION OF HEALTH OF MISSOURY

58-036686

. Healih,
!;\V:Iilfme STANDARD CERTIFICATE OF DEATH STATE FILE NUMBER@ ‘)0
. Public :
h Service hLED 0 CT 2 3 Ias&gisrrurion_ District Ne, / y ? Primary Roqistruti?n Dislri:_iN—D- /00:—-- . Registrar’ 5 No. _______A_“Z:f _____
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Reldidance befor
. COUNTY . STATE yy= . b. COUNTY Mission
5300 o e C Jackson ° Missouri v’ﬂ’c SOAJ
- 1-57 b. crer {If outside corperate limits, give TOWNSHIP only) | Inside Limits c CBTRY r}ee=e, tnside Lidits
vowe Kansas City Yos B Ne L3 ) 4 TOWN Grandview Yes{f] No[]
i c. Egls_‘g_l NAEl%OF {H NOT in hospital, give location) | Length of stay in 1b d- (If Dutstda,gwo lacation) Reside on Farm
| TA ADDR ESS
i INSTITUTION Menorah Medical Center W 13009 South Yos [ NofZ]
3. MAME OF DECEASED First Middle v Last 4, DATE Month Day Year
(Type or print) oF
: Hannah Vel E Welsh DEATH  Qctober Lth,1958
5. SEX 1| & COLORORRACE| 7., coienInever warrigo[ ]| 8 DATE OF BIRTH 9. AGE (i yesrs :ur«feagvsm |: UNDER 24 HRs,
- - i ths our. in.
Female |White wisowep[{] * oivorceof]|iMay 31 g /1886 72“' i I o ) I "
105. USUAL QCCUPATION (Give kind of work dene | 10b. KIND OF BUSINESS OR 1t BI PLACE {City ond state or country} 12 CITIZEN OF WHAT COUNTRY?
urfhg most of working life, “ayen if rarired} t Tﬂﬁ _/_ _‘ E I Z ! V /a
13a. FTATHER'S NAME ” 13b. MOTHER'S MAIDEN NAME 14. NAME OF HU‘SBANU OR WIFE
S U Rnsearre - w—a—éu(/
15. WAS DECEASED EVER iN U. S. IT INFORMAJ Address

(Y%wn)‘(ll yes, giu war or da

MED ’?ﬁcss?

3 of service}

16. SGCIAL SECURITY NO.

o sympioms wi

DEATH Was CAUSED BY:
IMMEDIATE CAUSE (u)

PART L

Canditions, if any,

DUE TO (b)

18. CAUSE OF DEATH {Enter only one cause per lins for (), (5), and {c).)

J-—-ﬁwu/j’ao?

which gave rise ro
above couse [a),
stating the under-

!

z lying cousa lasr, DUE TO (c)
- = PART ll. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but net reloted o the tarminal dissase conditian given in PART | {a} 19. WAS AUTOPSY
2 by ~T PERFORMED?
3 & By ves[} NOJK 9
. | 200. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in PART | or PART il of item 1B.)
= w
2 v O O O
] E
v O M. TIMEOF Hour Month, Day, Yeor
2 a INJURY  oum.
g = p.m.
E 20d. INJURY OCCURRED 20e. PLACE OF INJURY {e.g., inorabouthome,| 20§, CITY, TOWN, OR LOCATION COUNTY STATE
- WHILE ATD NOT WHILE . form, factory, street, office bldg., etc.) |
‘E WORK AT WORK
E 21. | attended the deceased from t 79 {'/ , to /a" Q“ 5 f and lest how%c;)ulim on / o- "-/ - J.a
5 Death occurred ot 7 : 28 -PM m on the date stated above; and to the bast of my knowledge, from the causes stated.
E 22a. SIGNAIURE (Degree or title) 22b. ADDRESS 22c. QATE SIGNED
-l
3 ) , P o 10-5-5§

Z3b. DATE

o-7

RIAL, CREMATION,

23:-

58

s
NAME OF CEMETERY OR CREMATORY

._FUNERAL DIRECTOR ;]

%1 ADDRESS %

/o -

25. DATE RECD. BY L

b.sp~ —Trlrar

AL REG. 26- REGISTRAR

234. LOCATION (Cny rown, of gounty) {Srate)

3 SIGNAT

William L. Doane USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

{Licensed Embalmer’s Stctement on Reverss Side)

e ey




STATEMENT BY LICENSED EMBALMER

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

DY M, OF DY ettt ii et s e e e e et rtara v e an et e ans «» Student Embalmer No, ...................

working under my personal supervision.

Student oo e
Signature of Student Embaliner

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in {is-OWN HANDWRITING. (Fallure
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.




