THE DIVISION OF HEALTH OF MIS3QURL

98-036765

. Heglth,
& Welfare STANDARD CE Tlﬂ(l“ OF DEATH - STATE FILE NUMBER
. Public ~
h Service I "[LEU NOV 5 1gg—aisfroiion_ District No, -_/__¥ SO Primary Registration District Ne. 'é..é...(_ .. Ragistrar's No.g__gs_wa___
| o r 4
| PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Reudcﬂ:t befsie
a. COUNTY a. STAT b. COUNT odmissio
- Jackgon ‘
k. CITY (If outside corporare limits, give TOWNSHIP enly) inside Limits c. CITY r} F a4 Inside Limits
OR Yes (] N OR L
TowN Kansas City L - TOWN v YesJ NoEX
c. FgL}!;. NAM%OF {1 NOT in h'ospilol, give location) | Length of stay in 1b d. STREET {If outside, give location) Reside on Farm
HOSPiTAL OR ADDRESS
insTiTuTion 8913 Lexington | 20 yrs 8913 Lexington You [ Mo fi]
3. NAME OF DECEASED First Middle Lost 4. DATE Month Day Year
{Type or print) QF
CAROLYN MAY OSB(RN DEATH October 25 1958
5. SEX 6. COLOR OR RACE| 7. 8. DATE OF BIRTH 9. AGE (In yeors EF UNDER 1 YEAR| IF UNDER 24 HRS.
I MARRIED[ JNEVER MARRIED] ] {In y
t birthday) { Months | Doys Hours Min.
Female White wooweo@X owvorceo| (b | ¥ -1 5 & | ")l "f o |
10e. USUAL OCCUPATION {Glve kind of work dene | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City ond state or counf:y) 12. CITIZEN OF WHAT COUNTRY?
during most of working life, even if ratired) INDUSTRY i

13a. FATHER'S NAME

Ashley M Hogan

13b. MOTHER*S MAIDEN NAME

-TWM

Ella Dunham

4. NAME OF HUSBAND OR WIFE

Richard Osborn

15. WAS DECEASED EVER IN U, 5. ARMED FORCES?
{Yun, nna unlmewn)l (If yos, glve war or dotes of sarvice)

16. SOCIAL SECURITY NO.| 17. INFORMANT

486=01=1745

USE ONLY BLACK INK OR RIBBON TYPEWRITE {F POSSIBLE

R Aii-.-dino‘ans in Port | must be cousally related.

18. CAUSE OF DEATH (Enter only one cavse py
PART I. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (o}

e for (a), {b), ond {c}.)

Zoren Rogers 219 8th St Desg Mof

Address

INTERYAL BETWEEN
ONSET AND DEATH

Conditions, if any, DUE TO (b)
which gave rise to
abova :;uuo d(u), } 4
1ati "
| e ) oo o 20/
=4 PART Il. OTHER SIGHIFICANT COMDITIONS CONTRIBUTING TO DEATH but nat ratared to the termined direass cendltion given in PART I (&) 19. WAS AUTOPSY
= ’ PERFORMER?
s YES[] NO
£ | 20a. ACCIDENT SUICIDE HOMICIDE 0b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.) /
w
o g O {3
S| 20c. TIMEOF How Month, Day, Yeur
a INJURY a.m.
k3 _p.m.
20d. INJURY OCCURRED . 20e. PLACE OF INJURY {e.g., inor about home,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE o form, .ctory, street, office bldg., etc.)
WORK * AT WORK

e

- 2]-4 atiended the deceased from
Death occurred ot

and last luwt
m on the dote stated abova; and to the best of my knowtedge, from the couses stated.

clive on

23b7 DAT

{Degree or title

3 22b. ADDRESS

.
23c. NAME OF CEMETERY OR CRE‘ATDRY :'

10/28/58

24. FUNERAL DIRECTOR

ADDRESS

hell Funeral Home Kansas City MNe

M%ocu REG.
[6» 2§~ 5%

234. LOCATION

28- REG]

s I T

T2c. PATE SIGNED
I2>5%
{Stare)

V) /

RAR'S SIGNATURE ’

ity, town, or cow

{Liconind Embalmes’s Stotement on Reverss Side)

Zac,
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STATEMENT BY LICENSED EMBALMER
I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed
DY B, OF DY oeeeieees e ee e e ees e e e et e e e et e s e et e e e b aeerr e e Sraneeaes , Student Embaimer No. .........coevvvnnin
working under my personal supervision.
Student oo e e eas Signed o FlULe/l = Q 8 s
Signature of Student Embalmer
Licensed Embalmer No...‘.‘.j( 9. ci S/
P. O. Address %CM-QM 5%;
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure
to comply with the above constituies grounds for revocatlon of hcense)
, If embalmed By-a STUDENT, he al&o shall Sigiid his. OWN handwriting. “e\7a\"s dolmr
- If this body js n%ﬁembalmed -fact should be so stated above. | . _
T RS : - . & THEN roepm Y coelr IgoneeT FEInTL




