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STATE FILE NUMBER
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1. PLA(C)E OF DEAT 2. USUAL 113EE$|DENCE [Where deceased lived. Hf institution: Res&den:n b)efnra
i ssi
300 a. COUNTY Clay - STATE Migsouri * MY glay UV
1-57 0 b. CgRY (If outside corporate limits, give TOWNSHIP only) Inside Limits c. CITY L, ot 4 Insidd Limits
Towv Bxgelsior Springs YesX 1 No [ TDWN Excelsior Sprl ngs S| Yes[F N[
c. Egls.é.I_PAAElEOOF [If NOT in haspital, give location) | Length of stay in 1b d. SE%iEE-IS:S (If outside, give location) Reside on Form
R A .
INSTITUTION BXe Spgs. Hospital 4 days 102 Westview Dr. Yes [ Ne ()
3. FTAME OF DE)CEASED First Middle Last 4. DATE Manth Day Year
ype or print QF
Georgia Stokes DEATH Feb. 19,1959
5. SEX . COLOR OR RACE({ 7. 8. DATE OF BIRTH n ysars i 5
i 6 = 7 MARRIED@}‘EVER MARRIED[ | Dec 1908 9. AG‘E' Ei"h“) :‘%‘:&ﬁEQ;YEAR I:uli:l’DER 2;:}25
FeMalg White wipowen [ pivorcep[ . ’ 50 13 ]
10a. USUAL OCCUPATION {Give kind of wark done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City and state or country) 12. CITIZEN OF WHAT COUNTRY?
during mast of working |if e if ratired Y
"House Wite " XX Dahlgren, Ill ! Us Se Ao

13a. FATHER'S NAME

0sa Nance

Agnes MceCo

13b. MOTHER'S MAIDEN NAME

¥

4. NAME OF HUSBAND OR WIFE

Julius B. Stokes

15. WAS DECEASED EVER IN U. S. ARMED FORCES?
{Yes, no, or unkngwn),
No

16.

(If yos, N’yo war or dotes of service)
a

SOCIAL SECURITY ND.

No.

17.

INFORMANT

Address

Dr. Julius B. Stokes, Ex. Spgs. MO.

18. CAUSE OF DEATH (Enter only one cause per line for (o), (b}, and {c}.}

PART 1. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (o)

g .b f 4 )Lr'ﬂ. c_‘f'fb-__._

INTERVAL BETWEEN

ONSET AND DEATH

Pu/M sy e.ivup’t/v.:c--—m.

C}’\-?‘“““"’* pql;«—mu", £1 Lymadrsa

<
&
P
3
w
sy
3 ©
5 bt
L (%]
o O
z o
. w
& w
— [H]
£ [t
= o
c =
" o Conditions, if any, DUE TO (b)
£ t w:oleh gave riss fo }
5 above cause (a),
= 4 tati b der
i 2l lying couse lasr. 3 DUE TO (c) F“’{ PPN Ay ] b ) /‘-"}“4"“1 (“"'ﬁﬂ" /
& 5 oy 1 PART H. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH bw(on related to the rerminal disacse condltion glven in PART 1 {a} 19. WAS AUTOPSY
€8 o 6 9 PERFORMED?
i: SJE o€ Z-X ves[] NONT.Z
-‘é - % | 200. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY QCCURRED. (Enter nature of injury in PART | or PART [l of item 18.)
M | o o D
&S j § ¢. TIME OF Hour Month, Day, Year
; 2 a a INJURY a.m.
+ ‘g : B p.m.
g E 5 20d. INJURY OCCURRED 20e. PLACE OF INJURY {e.g., inorabouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
g T.: " WHILE ATD NOT WHILE O farm, fectory, street, office bldg., etc.)
5 g [worK AT WORK
E‘.E 21. | ottended the deceased from /(FM— /?I? e / ? Fd‘ /fnund last saw h' alive on ,Z ‘-/7' 1)/7
g 5 Death occurred at o . / f o m en the date stated above; ond to the best of my knowledge, from the couses stated.
o x
s a 22a. SIGNATURE {Degres or title) ¢ | 22b. ADDRESS 22¢. DATE SIGNED
1) E L mmdben 25 peloioy Sopri Jire. | 2267
&3 LA ; J 2 2 gy .
230 BURIAL, CREWTION, | 23 DATE 23c. NAME OF CEMETERY O& EREMATONY/ 23d. LOCATION (CHy, town, or couaty) (State)
REMOV AL {Sescify)
) RuTLal Feb., 21,19F9 Schell City Cemetsery ggshell city, MO,

ADDRESS

2s. DATE RECD. BY LOCAL REG.

26. REGISTRAR'S SIGNATURE

24. FUNERAL DIRECTO
: 7 =

Mo ;"'1""‘5’7

/MMW"‘Z

od Embafher’s Statement on Reverss Side)




STATEMENT BY LICENSED EMBALMER

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

DY M, OF DY s s s st s e e s e en s anranes «» Student Embalmer No. .......c..ccvuenn.

working under my personal supervision.

Signature of Student Embalmer

Licensed Embalmer N 03 7:5’ .0

P. 0. Address L)X AT

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Faflure
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.



