MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH ~61=001662
. ' STATE FILE NUMBER
AMENE!II;ED VS&FEBM D@rimi / 9{? Primary Registration District No.[__‘_,__g.é_‘..‘__-_kegimar's No! _________4% .
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before
. COUNTY T . STAT b. COURT sdmission)
8 a 5QC_IC.50h 2. A-us:tﬁ ‘leu mission,
% b, CITY (If outside corporate limits, give TOWNSHIP only) Length of stay in 1b €. COITRY — . ] Inzide Limits
wi
E o Kawsas & Sudden S Sunction Cdy Yor &R0 O
uqi [N ;Uol.é?w:){ﬁog (If NOT in hospital, give loghtion} inside Limits d. :I;%EltEELS £ cutside, gi:fe Io‘aﬁ n} Reside on Farm
’é INSTITUTION Os’LeDm-éhlc Sp. |Ye& O /30 / 72£S/)[‘)q zb Yes (1 Mo B—
L] . F i F
3. ("?AME OF DE’CEASED First T~ Middle . Last 4. Dél»\,;I'E Month Day Year
ype or print —— - 5_'_ ——
( Jeresa. Didane 1Htler e DAy 23, /961
5. SEX 6. COLOR OR RACE 7. Married [T Never Married B8, DATE OF BIRTH | - AGE (last birthday) [IF UNDER | YEAR | IF UNDER 24 HR
F Widowed [ Divorced {J] 5'_22 _éo O Nghl I D’II Hours Min.
I 108, USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state or country) | 12, CITIZEN OF WHAT COUNTRY
7 ) mog of working life, even if retired) a
iE “Baby ome Kansas US
9 13s. FATHER'S NAMEI . 13b, MOTHER'S MAIDEN NAME M 14. NAME OF HUSBAND OR WIFE
—
-2 Lowe |\ ®@. Stittler |[Mildred Stephens pone
v 15. WAS DECEASED EVER IN U.S, ARMED FORCES? 16. SOCLAL SECURITY NO. |,. INFORMANT Address
M= (Yes_ no, of unknown) | (If yes, give war or dates of sarvice) ~ N H
< ;N Lo L.C.Stittler  Sunction City,Ks|
-&‘ - 18. CAUSE OF DEATH {Enter only ona ¢ause per line for (a), (b), and (c}. ~ INTERVAL BHTWEEN
| E PART {. DEATH WAS CAUSED BY: . (ySET AND DEATH
HS |u = IMMEDIATE CAUSE (s) B/r-m W Oday.s
g2 51 7
dola bo
W< . .
e | =l Conditions, if any, DUE TO (b) _.
"l ';) which gave riss to
% |2 above cause d(n),
E = statlng the under-
R lying cause last, DUE TO {¢)
_% =z PART 1l. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related 1o the terminal PART 1. If deceased was female was
:_3 disease condition given in PART, I {a} thers 8 pregnancy in last 90 days.
[
E g:; P r v . ' O Yes I 0 Na I O YUnknown
g E 9. WAS AUTOPSY | 20a. ACCIDENT  SUICIDE SHOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART |l of item 18.}
5 ] PERFORMED:! O O jm]
g o YES ] NO
s S| T20c.TIME OF ' H¥wr _ Month, Day, Yeer -
§ = INJURY a.m.
[} p.m. - .
5 20d. INJURY QCCURRED 20e. PLACE OF INJURY (e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
g WHILE AT WORK [ farm, factory, sirest, office bldg., etc.)
o) NOT WHILE AT WORK [J )
o — r. —f Py
é . C?; 21, | attended the d d from yo’:"- :3,- /?‘ / t 2“3 = cp(d lasy saw tz:r’““ on QO"‘"‘ 2-3, /? g/
9- o Death occyrred at ¢ S— on the date stated sbove, and to the best of my k ledge, from the tauses stated.
=2 uwl O Degrhe or title) 22b. ADDRESS [22c. DATE SIGNED
O ol & 22s. SIGNATURE egrbe or 1 . d C 6 c. i[
% = Leo. 926 E// (. € e, 7224 /
- g 23a. gE}S\gVL'A‘L:R _W,N, 23b. DATE 23¢c, NAME OF CEMETERY OR MATORY 23d, LOCATION ([City, town, or county) (State)
Q o - |—\ \ t | G 10
2 | Rewoval |1-2326\ wghlané Nemetery Janction (hu, Ks
= <L 24, FUNERAL DIRECTO)] ADDRESS ¥ 25.}01“5 RECD. BY LOCAY REG. |26. REGISTRAR'S S|GNATURE y
w b -~
= 5] Eugene P. Omoes hpuwnee,| Jz ¥ o/ o e
i icen Em ‘anlr’l Statemen? on Reverse Side)




N LR

-

STATEMENT BY LICENSED EMBALMER

| hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

~

or by _ . Student Embalmer No.

working under my personal supervision.

~ Student Signed ’

Signature of Student Embalmer

i Licensed Embalmer N

5?23

. Note: The above MUST BE SIGNED BY THE: LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply
with fhe above constitutes grounds for revocation of I|cense) >

If embalmed by a STUDENT, he also shal! sign in his OWN handwrmng

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

i B POt § - . : <
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