SOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH -61~-032003

STATE FILE NUMBER
AMENDED ﬁulm"@@}' _--9-.%_____}”‘"”“' Registratien District No, -.l.Q.QQ______Reqi:ﬂ'ar'l No. --.1'.(_).9_9______-
1. PLACE OF DEATH 2. USUAL RESIDENCE {Where deceassd lived, If institution: Residence before
8 a. COUNTY Buchanan 8. STATE Kansﬂe b. COUNTY Doniphan admission)
% b. COITRY {If outside corporate limits, give TOWNSHIP only) Length of stay in 1b [ CCI)TRY Inside Limits
g 1own St , Joseph 2 Days TOWN Troy YoJ Ne [
: <. Z%é.:’.‘#‘.&"{‘%‘f (If NOT in hospital, give location) Inside Limits d. :lg%?srss (If cutside, give locetion) Reride on Farm
% wstuution St. Josepha Hospital Yos (X No[J * xRk Yes ) Nokf
o
- " 3. (":AME OF DE}CEASED First Middle = o Lest *+ * 4, Dé\l‘:lE “ioe o~ cMonth--r Day Year
¥P& OF print; .
Mary Loretta Stout DEATH October 1 1961
5. SEX 4. COLOR OR RACE 7. Married [J Never Married [1 |8, DATE QF BIRTH | ¥- AGE (last birthday) [iF UNDER 1 YEAR | IF UNDER 24 HR
Female White Widowedgt Diverced [] 3, 21,1873 88 Months | Days Hours Min.
10a. USUAL OCCUPATION (Give kind of work done | 10b, KIND OF BUSINESS QR INDUSTRY| 11. BIRTHPLACE (Ciry and state or country) | 12. CITIZEN OF WHAT COUNTRY
during most of warkin even if retired)
HouSew Fa Home Cherryvale Kansas U,S,.A,
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NMAME 14. NAME OF HUSBAND OR WIFE
James Smith Margaret Devereux Oke Stout
15. WAS DECEASED EVER IN U.S. ARMED FORCES? 14, SOCIAL SECURITY NO, 17. INFORMANT Address
(Yes, ngy or unknown} | {If yes, give war ates of service)
Ko | o None Miss Nellie Cooney Troy Kansag

18. CAUSE OF DEATH (Enler only one cause per lina for,{a), (b}, and {g) INTERVAL BETWEEN
PART I|. DEATH WAS CAUSED B ONSET AND DEATH
IMMEDIATE CAUSE {s) ' - =

DOCUMENT

6
A

g 2-C-V- d S
& Conditions, if any,]  DUE TO (b) -~ D AP
"7, which gave rise to /
2 above cause (a),
= stating the under.

Iying  cayse last. DUE TO (c)

PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal PART I1l. If deceased was female was

disease condition given in PART | {a} there a pregnancy in last 90 days.

O Yes |-D No I 0O Unknown
20a. ACCIDENT SUICEl]DE HOMDICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | ar PART H of item 18.)

19. WAS AUTOPSY
PER

FORMED?
YESO NOO
20¢. TIME OF  Houwr Month, -Day, Year
. = INJURY B, 4 .
Y pm. -
20d. INJURY OCCURRED 20e, PLACE OF INJURY {e.g., in or sbout home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE

WHILE AT WORK farm, ftactory, street, office bidg., etc.)

NOT WHILE AT Wi [gm( a

F‘,ya;fgr: ﬁ} MEDICAL CERTIFICATION

é 21. | attended the dnc-ﬁmﬁ\ﬂ_&‘_m. In_m—and fast u@ﬁ

o (0 F Il M hd m on the date stated sbove, and to the best of my knowledge, fr the causes stated.

3 o] {Degrae or fitle) 726, ADDRESS [ 2. DATE YGNED

5 = M L [

v —- . -
z 23a. BU , CREMATION, | 23b. DAT| 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (Ciw,@n, of county) {State) T

d [a] REMOVAi {Specify)

g e 10yY/61 St. Benedicts Bendena Kansag

= < UNERAL DIRECTOR ~ ADDRESS T K 25. DATE RECD. BY LOCAL REG. 26. REGISTRARS SIGNATURE

o

= a %@ YOy RANSYS (D X. 8, 194/ | Pt Chorbe o L i

(Licensad Embalmer’s Sistement 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.

Student Signedw_m

Signature of 5tudent Embalmer

Licensed Embalmer No %&97

e o . 4 =

P. O. AddressM

Nofe: The above MUST 8E SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply
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. ’ .




