AISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

AMENDED

HIS RECORD ARE AS FOLLOWS

{NSTEAD OF

Q

DATE AMENDED

SHOULD READ

ITEM NO.

DOCUMENT

BY AFFIDAVIT OF

)

1 Registration Distriet No. ____JL__~7_____

———-Primary Registration District No.

________________ Registrar's No. ____s___._{________

STATE F

s

ILE NUMBER

1. PLACE OF DEATH

2. USUAL RESIDENCE {Where decessed lived.

If institution: Residence before

a. COUNTY f 46 A/ a. STATE b. COUNTY ClARW admiasion)
b, CITY (I outside corporates limits, give TOWNSHIP only) Length of stay in 1b ¢ CITY * Inside Limits
OR
TOWN 54 A/ﬂ ” l TOWN KAHO_KA Yes [N No O
1
c. FULL NAME OF (If NOT in hmpnnl, give locatien) Inside Limits d. STREET T(if cutside, give location) Reside on Farm
HOSPITAL OR ADDRESS
lNSTlTUTION!ﬁ s ) ey YaX) NeO -,-fﬂl ] [! KA '3‘ Yo {1 No
L]
3. NAME OF DECEASED First Middle Last 4. DPATE Momh; Day Yeoar
MY Y77 Cou ORA_STEVENSOM | =~ sepr.
5. SEX 6. COLOR OR RACE 7. Married []  Never Married [] [8. DATE OF BIRTH | 9 AGE (last I:mhdav) 'F UNDERT YEAR | IF u%w HR
WH( rf Widowed Divorced [ Il‘l’ lﬁi | Months | Daya Hours Min.
L]
10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state of country) | 12. CITIZEN OF WHAT COUNTRY
during most of working life, even if retired} d
- pm——
KanaKAa, M S. 4.

13a. FATHER'S NAME

13b. MOTHER’S MAIDEN NAME

L

AER

14, NAME OF HUSBAND OR WIFE

Jo

ié. SOCIAL SECURITY NO.

sy

15. WAS DECEASED EVER IN U.5. ARMED FORCES? 17. INFORMANT Address -
(Yes, no, ar unknown} [(If yes, give war or dates of service) ! !
13 C;USE QOF DEA'I'H (Emer only ons cauvse per line for'(a), (b), and (ch INTERVAL BETWEEN
PART I. DEATH WAS CAUSED B {ONSET AND DEAT
IMMEDIATE CAUSE (a) Uremiia: 2 ‘{-I,li/
Conditiors, If any,y  DUE TO {b) Kidnev Stones M - D10,
wbI::h Qave n'sn( vf
sbove cavie (s}, B
stating the under. -
lying - cause last, DUE TO () Right Hemiplegia 5
F4 PART 1), OQOTHER SIGNIFICANT CONDITIONS CONIRIBUTING TO DEATH but not related io the tarminal PART (1. If deceased wah female was
g diseasa condition given in PART | {a) there & pregnancy in last 90 days.
< .
B Yes Na Unk
J Carcinoma of Colon jove] o O Unkeown
= 19. WAS AUTOPSY 20s. ACCIDENT  SUICIGE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART 1) of jtem 18.}
= PERFORMED? [m] - a m]
o YES[J NO QO
& T20c. TME OF  Hour . Month, Day, Year
a INJURY a.m.
; p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY [e.g., in or sbout home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK (O farm, faclory, street, office bidg., etc.)
NOT WHILE AT WORK (0
21. 1 attended the decessed frop__ L2 w__death and tust sow pi etive on_SEDE GTh
. =
Desth oc at. 15/)P I’Im -m on the date stated above, end 1o the best of my knowledge, from the couses stated,
22a. SIG! (Degr, nla) 22b. ADDR| )ﬁ/ 22c. DATE SIGNED
o )
~ . Yz 4. 9-12-41(
3. BURIAL, AREMATION, [ 23b. DATES- 7 7 23c. Nanﬁor CEmbfEry R CREMATOR®” | 234, Lﬁc}mon lCiry, 1adn, or county) (State)

EMOVAL {Specify)
MA,M
24, FUNERAL DIRECTQR

HY.

/1--’:&‘

{Licensed Embalmer‘s Statemen?! on Reverse Side)

ﬁmaﬁ;&msmwns




STATEMENT BY LICENSED EMBALMER

1 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 sl
Signature of Student Embalmer
Licensed Embalmer No. {d é Z
P. O. Address oY Mot vl 2

Nofe: The above MUST BE-SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply
with the above constitutes grounds for revocation of license).
t#f embalmed by a STUDENT, he also shall sign in his OWN handwriting.

If this body is not embalmed, fact should be so stated above. o
‘., [ Y



