ISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH
,,_‘"L_Primary Registration District Né_d.a.;a.--..__neqisrrar‘s No. J'Q‘ﬁ ______
I

Regjgtration District No.

—-61-035705

STATE FILE NUMBER

AMENDED
1. PLACE OF DEATH ‘ 2. USUAL RESIDENCE (Where decessed lived. If institution: Residence bafore
. COUNTY j . STATE . COUNTY admissi
ol . Adair * Missouri Buchanan mission)
% } b. C(I)'I"!Y (If outside corporate limits, give TOWNSHIP only) Length of stay in 1b € C‘.!";Y Inside Limits
w . .
5 Q TOWN K:LI‘kSVlllB, 7 days TOWN . Ten Yes [ Ne O
— c. FULL NAME OF (If NOT in hospital, give location) Inside Limita d. STREET —  © "'“B%uulde, wive location) Reside on Farm
wi~ HOSPITAL OR ADDRESS
< INSIUTION (3rim=Smith Hospital & ClipieR NeO 2705 TForaon Yes O Ne)(
’ 3. NAME OF DECEASED First Middle Last 4. DATE Manth - Day Year
(Type or print} OF _
114 am Raymond _ Glancy DEATH Gct, 19 1961
5. SEX 6. COLOR OR RACE 7. Married ) Mever Married [ [B. DATE OF BIRTH | ¥ AGE (last birthday) | IF UN':ER 1 YEAR :: UNDER 24 HR
. Widowed [ Divorced (O Mont! Days ours Min.
Male ihite Jan,6,1909 52
10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state er country} | 12. CITIZEN OF WHAT COUNTRY
) during most of working life, even if retired) .
: alesman Centralia, Kansas U.S.A.
) 13a. FATHER'S NAME 12b. MOTHER’S MAIDEN NAME 14. NAME ?{F USEAND OR WIFE
3 ) elen
4l ks Jackson P, Glancy Tula Jane Hales e Glancy
1 5 5. WAS DECEASED EVER IN U.S. ARMED FORCES? 16. SOCIAL SECURITY NC. | 17. INFORMANT Addma
Yes no, or unknown) {If yes, give war or dates of service} Y. . -
E o Ui , Hospital Records Kirksville, Mo.
3 [ 18. CAUSE OF DEATH {Enter only one causo per line fer (), (b, and (c). INTERVAL BETWEEN
F N Z PART |. DEATH WAS CAUSED BY: A A QNSET AND DEATH
F s © g IMMEDIATE CAUSE {2} (7 AJ'?O AL A4 /PC{ / Pﬂ Vsl S / weel
als o] e
St 8 Conditions, if sny,]  DUE TO (b) (1 OR2NAR /1 }S/GA? 7 :D/ TeAS € /. Pd 7.9
*u', E‘ which gave rise to 4 /
z abave couse (), .
= stating the under- : . }
lying cause last. DUE TO (<} l
z PART L. OTHER SIGMNIFICANT CONDITIONS CONTRIBUTING TO OEATH but not ralated to the tarminal PART {Il. If deceased was female was’
g disesse condition given in PART | (a) there a pregnancy in last 90 days.
z ] 0 Yes I O No l O Unknown|
£ | 719, WAS AUTOPSY | 20=, ACCIDENT  SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in PART | or PART Il of item 18.)
= PERFORMED? 0 O u} |
(v] YES[] NO ﬁ :
b | Zx.TIME OF  Hour  Month, Doy, Tear ’
o) = INJURY am.
g p.m. I
— ;_', 20d. INJURY OCCURRED 20s. PLACE OF INJURY {0.g., In or about home, | 204. CITY, TOWN, OR LOCATION COUNTY SATE
[de] o WHILE AT WORK (O farm, factory, strest, office bidg., et} f
& NOT WHILE AT WORK [ I
a L] L] - 3 '
5|0 5 21, 1 atvended the dcessed from LD — L X = @[ 1o LO=LT =G [ sirosowtriimon LD —LF—&/f .
o (]
o a Deoth occurrad al. m al -‘/',/J A m on the date stated above, and to the best of my knowledge, from the causes stated.
= — Ji ] e .
8 ! 5 Z7a. SIGNATURE < or title) 22b. D‘ S5 - 22. DATE SIGNED
| | T — —
| a 3s. BURIAL, CREMATIO) 23c. NAME OF CEMETERY OR CREMATQRY 23d. LOCATION (City, Jown, or county) {Stare) 7/
o o REMOVAL (Spesify 1 .
z E Rurial morial Park Cemetsr St. Joseph, Mo.
= <C 74. FUNERAL DIRECIOR g t JADDR%sph M 0. 25. DATE RECD. BY LOCAL REG. EGISTRAR'S SIGNATUR
v > -Bowman- . -
= %] Heaton Jo-1G- 196/ :
= 7 v

[Liconsed Embaimer's Statement on Reverse Side)
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STATEMENT. 8Y LICENSED EMBALMER

or by

Student Embalmer No.

| hereby cerfify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,
working under my personal supervision.

Student

Signature of Student Embalmer

Licensed Embalmer No.

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).

If embalmed by a STUDENT, he also shall sign in his OWN handwrmng
If this body is not embalmed, fact should be so stdted above.



