THE DIVISION OF HEALTH OF MISS0UR1 v
eatth, £ - .59-00538'7
w;llifcu srAN DARD ctn""(ﬂ‘! OF DEAT“ STATE FILE NUMBER
L c
arvice hLED MAR I 1 1g§§0gishoﬁcn_ District No. 149_.. ...Primary Rﬂgilfmﬁbﬂ District N°lo.._02 e Rogintrar's No. 988
. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: R.sld.ncg'b.fur.
COUNIY Jad( son a. STATE ms souri b. COUNTY Carrol muubn)
-57 D CITRY (If outside corporate limits, give TOWNSHIP only) Inside Limits €. C::)TRY o 7 g lnudg Limits
TOWN Kansas Cit y Yes (] Mo (] .L TOWN Dawn 4 Yes[ ] Nol ]
FULL NAME OF (M NOT in hospital, give location) | Length of stay in 1k ' d. STREET {If outside, give location) Reside on Farm
HOSPITAL ADDR
INSTITUTIONBhlldrens Hercy 22 day 12 |hrs, ESS Yes (] No[]
3. NHAME OF DECEASED - First Middle Last 4. DATE Month Yoor
(Type or print} Gr egory Allen Applemry DEOAFTH 2—2 2—1 95 9
5. SEX 6. COLOR OR RACE| 7. 8. DATE OF BIRTH $. AGE {In years #F UNDER 1 YEAR! IF UNDER 24 HRS.
[ MARRIED[ ] NEVER MARRIED[XH {in yo L
male white winowep ] owo%cm[:l 19-4-1958 ! i - I o
10c. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City end state or country) 12. CITIZEN OF WHAT COUNTRY?
dunng.mnn of working lifs, sven il ratired) INDUSTRY Chillicoth e, Mo, o U .YS . A,
130. FATHER’S NAME 13b. MOTHER'S MAIDEN NAME 4. NAME OF HUSBAND OR WIFE
James Harvey Applebury Brma. Caselman —
(1T}
2 J 15 WAS DECEASED EVER IN U, 5. ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT Address
ﬁ {Yes, no, o %kmnni[(ll yos, give war o dotes of service} — Ja.m_es H . Appl ebury Dawn’ MO .
o
[ 18. CAUSE OF DEATH (Enter only one cousa per ling for {a), (b), and {c}.) INTERVAL BETWEEN
| = PART |. DEATH WAS CAUSED BY: di f 1 ONSET AND DEATH
o _IMMEDIATE CAUSE () ___Cardiac failure
! o
= P
;W Condirions, 1Fany, < DUE TO (5 __CRTronic malnutrition 5 days
' p= which gave rise to
; ab\;o cause :nl. } Sl
gz rimg "caves. eer. | DUE TO () __congenitdl bowel malformation Foht-° 4 lmo. 12 days
5 =R PART Il. OTHER SIGRIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the termingl diseass condition given in PART | (o) 19. WAS AUTOPSY
T 3 PERFORMED?
2 zp ! yes{X wo [
- § 21 200. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in PART 1 or PART () of item 18.)
—4 = wr
2 wfv ] O O
s a4
© 35| Wc. TIMEOF Hour Month, Day, Year
A4 @fo INJURY a.m.
‘-:? : z p.o.
f é 20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.¢., inorebouthoms,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
wr WHILE ATD NOT WHILE D farm, <ctory, street, office bldg., erc.}
5 2z WORK
f 21. | attended the deceased from 1-30 -ay , to K=&&=39 and last saw :":n alive on 2=R2-09Y
% Death occurred ot 4:0447, m on the dote stated obove; and 1o the best of my knowledgs, from the cavses stated.
:s 22a. SIGNATU Q {Degras or title) o 22b. ADDRESS . 22¢. DATE SIGNED
25 U) > Mercy Hospital 2-22-59
-« E m L 3
£ [23c. BURIAL, CREMATION, | 23k. DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATIDN (City, town, or county) {Seate}
REMOYAL ify)
& | _removaf™" R-23-59 Monroe Cem, Ludlow, Mo,

24, FUNERAL DIRECTOR

Stine & HMec Clure

D.

ADDRESS

K. C.

25. DATE RECD. BY LOCAL REG.

.Lr.ll—d-fl

C.

25, REGISTRAR'S SIGNATURE : 7




STATEMENT BY LICENSED EMBALMER

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

DY M8, OF DY oetiniiieeiieieren e eri s e ter e br s st ss e e n i a e ar e v en senea e aans , Student Embalmer No. ...........c.ceveee
working under my personal supervision.
StudENt eeeeiiiei i SHENEH |, .\.iieesiiieinrniessnserarrrssesrbraaernranssstressaeesisssnasees
Signature of Student Embalmer
Licensed Embalmer No..........coivainrnnne
P. 0. Address.......cccccinivinenenvinnnnaenns

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 alsc shall sign in his OWN handwriting,

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

ey




