| DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

ILED VS, 06T 71959, ¢~

Registration District No.

99-03271%

STATE FILE NUMBER

1. PLACE OF DEATH
a. COUNTY Jackson

2. USUAL RESIDENCE (Where decessed lived.
a. STATEMi Ssourib. COUNTY

If institution: Residence bofore

Jackson  ddmision

DOCUMENT

Y AFEIDAVIT OF

b. CéTRY {If outside corporate limits, give TOWNSHIP only} Length of stay in 1b c. CITY ., s e Inside Limits
owwnRural Preirie 7?7 days own “Kansas C1ty Yesg) No[J
€. I;ILg.;.PI;!r.AAMEOOF (1f NOT in hospital, give |ocation) Inside Limirs d. :DEEIEESS (1f_sutside, give location) Reside on Farm
INsTITUTIoN JacKkson County Hosp. Yes 1 No (I 5240 Bell Yes O NeaX]
3. ("::;:Enro:ri?\schASED First Middle Last 4, Dé\;l’E Month Day Yeaar
Cora Ben jamin vean Sept. 30 1959
5. SEX 6. COLOR OR RACE 7. Martied (3 Never Married [J |8, DATE OF am‘m 9. AGE (last birthday} | IF UNDER 1 YEAR _IF UNDER 24 HR
female whi te Widowed X Divorced J 4f f Months Days Hours Min,

10a. USUAL OCCUP ATION (Give kind of wo,
durin working life, even if pftired)
2 X yi

(Yes, no, or unknawn}

done

10b. KIND :F BUSINESS OR INDUSTRY

BIRTHPLACE {City and state or country)

Springrield, Mo.

12}ZEN OF%I’ COUNTRY

2 CEASED VR i

It yes, %or dates of service)

16, SOCIAL SECURITY NOC_|

b. MOTHER’MAIDEN

/

MEDICAL CERTIFICATION

18. CAUSE OF DEATH (Enter only one cause per lin
PART |. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (a)

Conditions, if any, DUE TO (b}
which gave rise to
above cause (a),
stating the under.

lying cause last DUE TO (c)

(a), (B and {c).

f -

1 ME QOF HUSAAND OR WIFE
Address
“INTERVAL BETWEEN

ONSET AND DEATH

PART LI

QTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the rerminat
disease condition given in PART | (a)

PART I, If decessed was female was

there » pregnayy in las? 9O days.
'D Yes , dNu O Unknown

19. WAS AUTOPSY /zea. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | ar PART 1l of item 18.)
PERFORMED? m] O a
YES[O NO
20¢. TIME OF How. Month, Day, Year
IMJURY am,
p.m.

20d. INJURY OCCURRED
WHILE AT WORK O

NOT WHILE AT WORK [

208. PLACE OF INJURY ge.g., in or about home,
farm, factary, street, office bldg., etc.)

20, CITY, TOWN, OR

LOCATION COUNTY STATE

£ Lw | T,

21. 1 attended the deceased from. - 1o, ond fast saw i, alive on

Doath occlfed at 'A » 35 P. m on the date stated above, and to the best 3f my knowladge, from the causes stated.
274 A [ {Degree or titl 226 M DDRESS L JAA NED

. hY
. , £ j
4L, CREMATI 23b. DAT l NAME OF CEMETERY CREMATORY d. LOCATION (Citylf t orffouni (Stpte)
VAL (Specif, - b £
— . ‘

FU AL DIRECTOR DRESS 25. DATE RECD. BY LOCAIW REG. 4 24. REGIS RS 51 URE

Nl /o-/-5

{Licepised Embalmer’s Statement on Revarse Sidé)

7 7 X
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ST, TR R P STATEMENT BY, LICENSED EMBALMER

1 hereby certify that the body whase name is recorded on the reverse side of this centificate was embalmed by

or by Student Embalmer No.

warking under my personal supervision.

Student Signed

Signature of Student Embalmer

Licensed Embalmer No. f E?d |

P. O. Address

3} Note: Jhe above MUST BE SIGNED BY THE LICENSED EMBALMER |n his OWN HANDWRITING. (Failure to cor
with-the above constitutes grounds-for revocation of license).” - - . e
if ermbalmed by a STUDENT, he also shall sign in his OWN handwrmng
If this body is not embalmed, fact should be so stated above. -




