R. K'Sk & n USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

THE DIVISION OF HEALTH OF MISS50URI

STANDARD CERTIFICATE OF DEATH
" .A..Z.sz...,_Primcry Registration District No.

“-ED JUN 2 4 1gsgegmrnnon District No. .

59-021794

/ o. a:a...: T A:afg:.lr;i rl”“%{} 5

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Res|denc efore
a. COUNTY Jackson o STATEM ssouri b COUNTY. Bemrpor " /™"
b. CgY (If cutside corporote limits, give TOWNSHIP only) Inside Limits lgc: CS-RY N Inside Limits
R -
% Kansag City Yes [ No [ \%, Town W" w Yesxf Ne [ ]
c. FULL NAME OF {(If NOT in hospital, give location) | Length of stay in 1b [ T STR%ETS'S {If outside, give focation) Reside on Farm
HOSPITAL ADDRE .
INSTITUTIOhFSt Marys Hospital Y W /2 /6[ ﬁ/ 2V RRL O No[?
') e
3. NAME OF DECEASED First Middle Last 4, DATE Month Day Year
{Type or print) OF
ALLIE ANN %AGER peath 8 6 >9
5. SEX "T & COLOR OR RACE| 7. 8. DATE OF BIRTH 9. AGE (1 F UNDER i YEAR| IF UNDER 24 HRS
Female White MARRIED (KNEY ER MaRRIEOL] e o e T B
wipoweD [ ] pivorcen[ ] 0@4{1 / 9 /72j ﬂ 30
10a. USUAL QCCUPATION {Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (é"v and state or country) 12. CITIZEN OF WHAT COUNTRY?
during most of werking life, cv-n i r-hr-d) INDUSTRY 7 J /é)
House w . ¥ Home AAd g 774/0 LB

- mﬂm 7 m%W/LW

13b. MOT

"S MAIDEN NAME

/(,W

14, NpOF HUSBAND OR WIFE

15. WAS DECEASED EVER IN U. 5. ARMED FORCES?

{Ye1, no, og unknown)
NJ:

(If yes, give wor or dates of sarvice)

16. SOCIAL SECURITY NO.

iy,

ORMAN T

MEDICAL CERTIFICATION

230, BURIAL, CREMATION,

PART 1. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (a)

Conditians, if any,

Address

Z)Aed ad

V8. CAUSE OF DEATH (Enter only one cause per line for (a}, (b}, and (c}.)

INTERVAL BETWEEN
ONSET AND DEATH

/

W

which gove rise to
above causs (a),
steting the wnders
lying caouss lash

} DUE TO (b

DUE 10 () % MMW %W

PART H. QTHER S5IGRIFICANT CONDITIONS CONTRIBUTING fO DEATH gu' not relatad to the terminal disease condition glven in PART | (a)

19. WAS AUTOPSY -

A

Death occurred at

PERFORMED?
2043 YES[] nO
200, ACCIDENT SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
O O - .
e, TIME OF Hour  Month, Doy, Yeor
INJURY  am.
p.m.
20d. INJURY OCCURRED e. PLACE OF INJURY (e.g., inor abouthome, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE Ot farm, factory, street, office bldg?, eic.)” |
WORK AT WORK ) " -
= -,
21. | arrended the deceased fr s , 10 - (" and last mw]h" alive on "-' G-J 7

" m on the date stated obove; and to the best of my knowledge, from the couses stated.

22a.

MA {Degree or title)

* »

o 22b. ADDRESS

22c. PATE SIGNED

e CYAY 6~ - SP

23e.

23b. DATE

6/9/1959

emovaly/ .

24. FUNERAL DIRECTOR -

Mellody-McGilley-Eylar 20 W.

—

ADDRESS

Linwood

NAME OF CEMETERY OR CREMATORY ; 23d. Locnlo;((c.ey, town, or county}

Watqauw

&

{State} Id

G, o

25. DATE RECD. BY FOCAL REG.

o -5 —Cea

26. REGISTRAR'S SIGNATURE

KT M




.

! M)
@'o

o
STATEMENT BY LICENSED EMBALMER _ 4&

LI
i

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

BY M@, OF DY iiiiriiiiiiiiniii e e e a e e e s , Student Embalmer No. ................s

working under my personal supervision.

g R TTs =] 1| SO

Signature of Student Embalmer . {3;
Licensed Embalmer No a

P. O. Address.[{'....g..t........ /

Note: The above MUST BE SIGNID 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 also shall sign in his OWN handwriting,
If this body is not embalmed, fact should be so stated above.




