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All dit'ucues i-n'Pnrt | mustbe ;uumliy related.
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THE DIVISION OF HEALTH OF MISS0URI

STANDARD CERTIFICATE OF DEATH

(¥7

58-0471'77

STATE FILE NUMBER

AN

Primary Rnglstruhon Dlstru:l No., . Q_{_é_a;h__,.__ Reglstrur 3 N°6—192— —————

. PLACE OF DEATH

2. USUAL RESIDENCE (Where deceased lived. If institution: Residencedeflore
Jﬁ?‘ NTY admispfon)

a. COUNTY a. STAT
JACKSON "MISSOURT
b. CITY {If autside corporate limits, give TOWNSHIP only) Inside Limits ' CBI'Y Inside Limits
. R
o KANSAS CITY, MO Yesfd MO b a3htomn KaNSAS cITY uo YorKJ o[
<. sggkl':":r%g': {If NOT in hospital, give location) | Length of stay in 1b d. STREET (lf uurslde, give |a:unon) Reside on Farm
AD ~
iNsTITUTioN GENEMAL HOSPITAL years 517 E 19th Yes T3] No i

3. NAME OF DECEASED First Middle Last 4. DATE Manth Day Year

{Type or print} . OP

STELLA WILLIAMS DEATH  12=-  28-58
5. SEX | & _COLOR OR RACE| 7. MARRIED | NEVER MARRIED[ ] 8. DATE OF BIRTH 9. "‘GE’ L'_"'::m; ::*:'?ER r!;:F;AR IEOL::I'DER 2&:Rs.
Female White WIDOWE 3-pivorcen[ }-l"26-? 7 81“ e ' Y [ '

100. USUAL QCCUPATION {Give kind of work done ] 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City and state ar couatry} 12. CITIZEN OF WHAT COUNTRY?

during most of warking life, even il retired) INDUSTRY

pensioner XX Holt County, Mo. °© U.S.A.
130. FATHER'S NAME 13k, MOTHER'S MAIDEN NAME 14. NAME OF H.UéBAND OR WIFE
JAMES McCLASKEY SARAH BARNARD Chas. J. Williams

15. WAS DECEASED EVER IN L), 5. ARMED FORCES? 16, S50CIAL SECURITY ND. . INFORMANT Address
{Yeas 'Na unhmwﬂ)' {If yeas, give war or dates of service) None GEN’ERAL HOSPITA‘L K. c . MO.

18. CAUSE OF DEATH (Enter only one cause per lins for (a), {b), and {c).}
PART |. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (o}

POSSIBLE PUILMONAKRY EMBOLUS

INTERVAL BETWEEN
ONSET AND DEATH

Conditions, if ony,

DUE TO (8) _&Wo MM

1 day

above cause {a),

which gave rlse to
stating the under

)
") buE O i) %ﬂz@&@w
PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but nat related to the terminal disease condltion given in PART I (a)

Death occurred m

g Iylng couse last.
E 19. WAS AgTOFSY
& ' PERFORMED?
2 Ysnu? ves[ ] Xo[] 2
=1 20a. ACCIDENT SUICIDE HOMICIDE 20b.  DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART { or PART 1l of item 18.)
&
o O O &
S| 2c. TIMEOF Howr Menth, Day, Year
a INJURY a.m,
E3 p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY {e.g., inor abouthame,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE 0O farm, factory, street, office bldg., etc.)
WORK AT WORK
21. | attended the deceased from | 2—28=SB . to 12—2&-56 ond last "‘"’E alive on 12—28-58

P o on the date stated abovs; and to the best of my knowledge, from the couses stated.

220. SIGNATCK E -ﬁ (Degroe or title) > Z2b. ADDRESS 2Zc. PATE SIGNED
-P,p GENER AL HOSPTTAL 12-29~
23a. BURIAL, CREMATION 23h. DATE 23, HAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, tewn, or county) {Srate)
if .
HEMOVET™ | 12-29- 58 Mt. Hope Cemetery Mound City, Mo

24. FUNERAL DIRECTOR ADDRESS

25. DATE RECD. BY LOCAL REG.

VIR LY ik vt s T

26. REGISTRAR'S SIGNATURE

{Licansed Embalmer’s Statement on Reverss Sids)




STATEMENT BY LICENSED EMBALMER

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

BY e, OF DY Lottt v et ees s re e et a e e aerataat e aeaneraaaenn , Student Embalmer No. ...................

working under my personal supervision.

Student oo e eas SIBNed L. oeiiiirer e

T ST TR -~ Licensed Embalmer No.........c.oecvueeneen

P. O. Adcireés ..................................

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER u‘i 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.




