ISSOUR! DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH 299'261_021 397

RTMENT OF PUBLIC HEALTH AND WELFA
1.
. Rwlsfruﬂon District No. _____, - ';f__..__}'rlmofy Registration District No. d_q__a__%:___keglﬂrar ‘s No. ._JZZ_? STATE FILE NUMBER
AMENDED mt
HEy T maT
1. PLACE OF DEATH =~ '~ %! 2. USUAL RESIDENCE IWhen doceared lived. If institution: Residenca before
a. COUNTY STATE COUNTY adminsion}
g JACKSON ‘ * "™ M1SSOUR E ™14 cKSON ~
z b. C‘l)TRY {If outside corporate limits, give TOWNSHIP only) Length of stay in 1b [N Oll Inside Limits
g ToWN  KANSAS CITY 40 years o KANSAS CITY Yol NoD .
c. FULL NAME OF (If NOT in hospital, give location} Inside Limits d. STREEY (If outside, give lkecation} Reside on Farm
w HOSPITAL OR v N ADDRESS STREET v No KIX
F INSTUTION  RESEARCH HOSPITAL s NeO §f 4304 SUMMIT e ]
‘ 3. NAME OF DECEASED First WMiddle Last 4. DATE Month Day Yeur
{Type or print) OF
LAVINIA M. NORTH peaH JUNE 13th 1961
5. SEX 6. COLOR OR RACE 7. Marriod [1 Never Married CL |8. DATE OF BIRTH | 9- AGE (last birthday) l;;:zﬂ ID\’EAH IF UNDER 2“’ HR
FEMALE CAUCASIAN | WémwedD — oweedD [8/2/1883] 77 a el e
10a. USUAL OCCUPATION (Give kind of work done | 100, KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE {City and state or country} § 12. CITIZEN OF WHAT COUNTRY
d § tife, f rptired . . :
‘ £ mo“ §1r:kg°nb' ’?’é‘p’ oy Secretarial Osborne, Missouri | U. S. A,
13a. FATHER' s NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
: 0laf North Mary Stream
15. WAS DECEASED EVER IN U.5. ARMED FORCES? 16. SOCIAL SECURITY NO. | 17. INFORMANT
E P.(“' fqo,oor unknown)] {If yes, give war or dates of service) None A].. ice North , 5?8& am ¥ Sg% ] Sgur 1
E - 18. CAUSE OF DEATH (Enter only one cause per line for (a), (b), and {c)., : INTERVAL BETWEEN
! Z PART |. DEATH WAS CAUSED BY; ONSET, AND DEATH
o HE IMMEDIATE CAUSE (s} E £ O0DABLE B VeTURE AceTs | dday
o g - y
IS a Conttions, 1oy ot 1000 PYCTERIOSCLEROTIC VAscuLAR D\SEASE | Doysars
|z e T 7
Z | :uﬁng the u .
o lying cause last. DUE TO ()
', z PART 1. OTHER SIGNIFICANT counmous CONTRIBUTING TO DEATH but not related fo the ferminal PART 1Il. If docoasad was female  wes
| f__’ disease condition given in PART | (a) thers a prognancy in lest 50 days.
]
: 3 ARTERIOSCLEROTLC.  HYPERTENSLIN [0ve [N | O skoown
| £ | 79, WAS AUTOFSY | 20a. ACCIDENT  SUICIDE  HOMIZIDE 20b. DESCRIBE HOW [NJURY OCCURRED. (Enter nature of injury in PART ) or PART (1 of item 18.)
: & PERFORMED? 8] (m] u])
! v YES [ Non
l % | Z0cTME OF  Houl  Month, Day, Year
l a INJURY a.m.
' 5 p.m.
20d. INJURY OCCURRED 20, PLACE OF INJURY (e.9., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
_g WHILE AT WORK farm, factory, strest, office bidy., etc.)
- NOT WHILE AT WORK J J ), 2 / _
[a > £
é 21. 1 attended the decessed from oé) / '{I/ &/ h_é,lgé_;ud laat sew hE alive on 6T/¥/U
fa) L Death oocurred ot g@ p m on the date stated above, and 1o the best of my knowlsdge, from the causes stated.
—
8 o] 252 S TGNATURE - title) 22b. ADDRESS 22c. DATE YGNED
2 V| Zoarrewt Lctbdiole, m@.,,%éégmﬁé/é%%
3 Z3a. BURIAL, CREMA‘I’fL(])N, 23b. DATE 232, NAME OF CEMETERY OF GREMATORY/ 7 LOCATION (City, town, or county) ke
5 VA i .
e E Birlal™ 6/15/1961 Pleasant Hill Cemeteryt Clay Center Kans as
= < | Z FRERALDIRECTOR ] 53] BrushPlPeck Blvd . | 2 DATE RECD. BY (OCAL REG. [ 26 REGWTRAR'S SIGNATURE
i - -
= @] D.W.Newcomer'!sSons,KansasCity,Mo. G -/5-Gr X/ ;ﬁ,,,%

(Licensed Embalmer's Statement on Reverse Side)




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.

: ~ 2
Student Signed 2
Signatyre of Student Embalmer / .

Licensed Embalmer No._-4£ 0 ? &

P. O. Address ,k\’ C P

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to compt
with the above constitutes grounds for revocation of license). "
{ tf embalmed by a STUDENT, he also shall sign in his OWN handwriting. ?“:
If this body is not embalmed, fact should be so stated above. -




