SOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

~612025394

STATE FILE NUMBER
Registration District No. -_____--_[_%Z____Primary Registration District No. ___Z_Q_QLRegimar'a No. ___“_3_Z_zr

D

3434 P _ Y W V]
171961

1. PLACE OF DEATH

Jackson

2. USUAL RESIDENCE (Where deceased lived.

b, COUNTY

If institution: Residerce before

admission)
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a. COUNTY 7 a. STATE Mo Jackson
b. Cg;f {1¥ outside corporate limits, give TOWNSHIP only) Length .of stay in 1b €. C(I)L? Inside Limits
town Kansas City 1wk ows 1ndependence Yes (£ No [
<. ;Lg.épﬂ:;ﬂfE OF {if NOT in hospital, give locatien) Inside Limits d. ASI‘II)%EREETSS {1 cutside, give location) Reside on Farm
wsrmmion Osteopathic Hosp. Yo ' No ] 122 S. Spring Ys O No B
3. g:::io?:;igf)cEA“D First Middle Lasy 4, Dét\FTE Month Day Year
MRS. ADDIE MAY MUNCY DEATH June 25, 1961
5. SEX 6. COLOR OR RACE 7. Married [J Mever Married [ [8. DATE OF mgu Ly AGEéw birthday) | IF UNDER | YEAR IF UNDER 24 HR
Fema l e Wh i t,e Widowed XJ - Diverced [ Lug - Months Days Hours Min.
10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRYE 11, BIRTHPLACE (City and state or country) | 12, CITIZEN OF WHAT COUNTRY

during mo.

13a. FATHER'S NAME

f working [i

ousew

,fvun if retired]

Jackson Co., Mo,

Henry Brown

13b. MOTHER'S MAIDEN NAME

Elizabeth {unknown)

14. NAME OF HUSBAND CR WIFE
Samuel Muncy, dec.

15, WAS DECEASED EVER IN U.5. ARMED FORCES?
{Yes, no, or unknawn}] (If yes, gi&f war or dates of sarvice)

146. SOCIAL SECURITY NO.
None

"ML N esie Johnsof™™™

Independence, Missouri

PARTE 1.

IMMEDIATE CAUSE {a)

18. CAUSE OF DEATH (Enter only one cause per line for {a}, b}, and ().
DEATH WAS CAUSED B

Medullary Center depression

INTERVAL BETWEEN
ONSET AND DEATH

sud

Coronary Heart disease and arteriosclerosis

disease condition given in PART |

conditions, ifany,y  DueTo 1OXemia from peritonitis 2 d

which gave rise ta

abave couse (),

mgmﬁ;wgJ‘ oue o Rupture of the gall bladder

PART it. OTHER SIGNIFICANT CONDITIONS. CONTRIBUYING TO DEATH but not related to the 1ermmal PART Ill, If deceased was female was
(0) i there & pregnancy in last 90 days.

[Dvesl

1 No T {1 Unknown
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£ | 7% Was AUTOPSY | 20s. ACCIDENT  SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART 11 of jtem 16.}
& PERFORMED? a Im| [w]

= YEsO NOXI

= *

& 70 TIME OF  Hou Month, Day, Year

o INJURY a.m.

il p-m.

=

20d. INJURY QCCURRED
WHILE AT WORK [1
NOT WHILE AT WORK [

20e. PLACE OF INJURY {e.g., in or sbout hame,
farm, factory, straet, office bldg., etc.)

20f. CITY, TOWN, OR LOCATION

COUNTY

STATE

Death occurred at

21. | attended the deceased fmm__L_- 1 q b |

6 - ,—r "‘ J and last zaw E::,olivﬂ OHLJ_?! 6 .)

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

Q" NATURE

( {Degree or title)

. ADDRESS

« YWb

g?r. DATE 5IGNED

/2447

[+]
(%]
o

o

-*"Frec d. ﬂlmmar

. A REMATION,
e
Barial

24. FUNERAL DIRECTOR

OTT & MITCHELL

uﬂb. DATE
Jute 21,

961

23c. NAME OF CEMETERY OR CREMATORY

Blue Spri

25. DATE E'ECD BY I.OCAL REG.

23d. LOCATION (City, town, or county)

(Stafe)

lue Snr'ingsf Missourld
2 GISTRAR'S SIGNAT

ADDRES

Indep.;'Mb.

lo-2b-6/

S5BRsin

{Licensed Ehhalmer's Statement on Reverse Side)

Lo
7




7 77T 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 J

Signature of Student Embalmer

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING.
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. |

——

ilure to comply

-




