ISSOURI DIVISION OF HEALTH ~ STANDARD CERTIFICATE OF DEATH
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during most of warking life, even if retired)

1. PLACE OF DEATH . 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before
& COUNTY Clay a. STATE K as b. COUNTYLeaVenWOrth admission)
b. CITY (If outside corporate limits, give TOWNSHIP only) Length of stay in 1b c. CITY Inside Limits
OR ] ) OR
TOWN Excelsior Springs 906 days 1owN  Leavenworth ves X1 N0 O
. ;%EP:JT&TEO%F (Ef NOT in hospital, give |otstion) Inside Limits d. EBEEEET {If cutside, give location) Reside on Farm
RESS
INSTITUTION ge er%ai Adm:'nls‘tratlon Yes [{ No [ East Side Rooms Yes 1 No K
3. (NrAME OF DECEASED First Middle Last 4. DSJE Month Day Year
ype or print) ™ .
CHARLES LEO BACKUS DEATH July 7 , 1961
5. SEX 6. COLOR OR RACE 7. Married [ Never Married 8. DATE OF BIRTH | 9- AGE (last birthday) | IF UNDER 1 YEAR | IF UNDER 24 HR
Male White Widowed [} Divorced 5-18-92 69 Months | Days Hours—[ Min.
10a. USUAL OCCUPATION {Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY{ 1. BIRTHPLACE (City and state or ecuntry) | 12, CITIZEN OF WHAT COUNTRY

RBarber Barber Mound City, Mo. U.5.4.
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
George Backus Anna Penny - - -
15. WAS DECEASED EVER IN U.5. ARMED FORCES? 156, SCCIAL SECURITY NO. |NFOB.eMANT Backus brot gt‘if‘ess
(Yes, no, or unknown) | (If yes, give war or dates of service) g 81
Yes I W T Unknown 5%1 ﬁa ey,Merr ansas

MEDICAL CERTIFICATION

18. CAUSE OF DEATM (Enter anly one cause per line for (a), {b), and (c}.

PART I,

DEATH WAS CAUSED BY:

IMMEDIATE CAUSE () Emphysema,bullous,severe with acute pericarditisg

Conditions, if any, DUE TO {b)
which gave rise to
above cause (a),
stating the under-
lying cause last. DUE TO [c)

INTERVAL BETWEEN
ONSET AND DEATH

12 yrs.

and acute and chronic bronchitis.

PART 1.

disease condition given in PART | (l]( l)

OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal

Chronic pyelo-nephritis .

PART IIl. If

deceased  was

female was

there a pregnancy in last 90 days.

{2) Tuberculosis,pulmonary,moderately advanced, inactive. fDY“| DN°] O Unknown
19. WAS AUTOPSY 20a. ACCIDENT  SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Ul of item 18.)
PERFORMED? [} a )
YESD nO O - - -
20c. TIME OF Hour Month, Day, Year
INJURY am, - - -
P,

20d. INJURY OCCURRED
WHILE AT WORK [
NOT WHILE AT WORK [

20e. PLACE OF INJURY (e.g., in or about home,
farm, factory, streer, office bidg., erc.}

20f. CITY, TOWN, OR LOCATION

COUNTY

STATE

2l.ﬁ attended the deceased from

K.z2

+ Death occurred at

Jan.

13,1359

. July 7,1961

2:15

SRR DEGE

Ay m on the date stated above, and to the best of my knowledge, from the causes stated.

22a._SIGMATYRE

23a. BURIAL, CREMATION,

REMOVAL (Specify}
24, FUNERAL DIRE%".CI

{Degres or title)

22b. ADDRESS

L
EMETERY OR CREMATORY

Si8iek

25. DATE RECD. BY LOCAL REG.

7-/3 - g/

V8 Senseh

23d. LOCATIO

1LV1sSk

7 REGISTRAR'S SIGNF‘\‘ URE
-

Excelsior_Springs, Missouri

{Licansed Embalmer’s Statement on Reverse Sida)

dated Center

ity, town, or ctounty)

22¢c. DATE SIGNED

7-10-61.

{State)




- " - Lot ' - [

ot " STATEMENT 'BY LICENSED EMBALMER

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

—or-by— — . _ Student Embalmer No.

L] . f N
working under my personal supervision.

Student : Signed
Signature of Student Embalmer.

]
-
-

.

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITINg./((Fai[ure to comp
o - 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.

t




