IISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

AMTMENT OF PUBLIC HMEALTH AND WELF

FICER T

r  AMENUMENIS UN THID KELURKD ARE AS FOLLOWS

A,:Q‘_é%_ﬂ_-fnmary Regisiration District No. ..‘/Q..p.l.r:r__ﬂeglstrur s No. ----_.6_;_;;_.9_:

=61

-036799

STATE FILE NUMBER

=1. *PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before
[ a. COUNTY a. STATE b. COUNTY admission)
2 Jackson Kangag Johnson
z b. CITY {If outside corporate limits, give TOWNSHIP only} Length of stay in 1b [ COI'LY Inside Limits
hr] .
T
2 O Kansas City 2 WEEKS % Myssion oK) v D
c. FULL NAME OF (If NOT in hospital, give location) Inside Limits d. STREET (If cutside, give location} Reside on Farm
E HOSPITAL OR N ADDRESS
3 INSTTUTION  Menorah Medical Center |"™ @ MU 5711 Sheridan Drive Yor O N
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Year
{Type or print} DE.:TH
James _Lester Brown 10 27 61
5. SEX 6. COLOR OR RACE 7. Married D§  Never Married [J [8. DATE OF BIRTH | 9- AGE (last birthday) | IF UNDER 1 YEAR [F UNDER 24 HR
Widowed [ Divorced O] Months | Days Hours Min.
Male White 8/24/90 71
10a. USUAL OCCUPATION (Give kind of work done gﬂb KLVD Oé L§|NESS OR INDUSTRY[ 11. BIRTHPLACE (City and state or country) | 12, CITIZEN OF WHAT COUNTRY
durin ost pf wgrking Lif i tired) M
oWNER™§ "PREST BENT . W’ KANSAS CITY, MO. ,l,, Yy S. A.
13a. FATHER'S NAME 13b MOTHER'S MAIDEN NAME 1a. NAME OF JufsAND OR WIFE
GEORGE W, BROWN JESSTE McELWAIN MAE E. BROWN
15. WAS DECEASED EVER IN U.5. ARMED FORCES? 16, SOCIAL SECURITY NO. 17. INFORMANT rags
(Yes or unknown) | {If yes, give war or dates of service} 57‘11 SHERI DAN DR'
NG bl RS, MAE E, BROWN MISSION, KANSAS
= 18. CAUSE OF DEATH (Enter only une causa per lina for {a), (b), and (c). INTERVAL BETWEEN
E PART 1. DEATH WAS CAUSED BY: ONSET AND DEATH
s = IMMEODIATE caust (o _ Pulmonary Infarction , Congestive Heart Failurel ¢ ij.-.=
D—Ll0-4
2 3
g & Condivons, if sny 1 DUE TO (b Rhemmatic Mitral Valoulitis with Insufficency. 20 Years
= i ise 1
7 above “cavse  (a),
= stating the under-
lying cause lait. DUE TO ()
Z PART II. OTHER SIGNIFICANT CONDITIONS CONIRIBUTING TO DEATH but not related to the terminal PART Il if deceased was female was
‘(_3 dizease ¢endition given in PART | (a) there a pregnancy in last 90 days.
§ I O Yes I O NoTD Unknown
E 19. WAS AUTOPSY 20a. ACCIDENT  SUICIDE HOMICIDE 20L. DESCRIBE HOW INJURY QCCURRED. (Enter nature of injury in PART | or PART Il of item 18,)
& PERFORMED? 0O O O
g YES ] NO QO
— .
&1 20 TIME OF  How #month, Day, Year
a INJURY a.m.
g p-m.
20d. INJURY QOCCURRED 20e. PLACE OF INJURY [e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK [J farm, factory, streel, office bidg., exc.}
NOT WHILE AT WORK [J
(o) £,
' y * .
E—I E’ 21, 1 attended the deceased fro m_LL‘_LZLLL_md last saw’ i, alive on ra-27 4 /
[a) 46; Desth occurred at. m on the date stated above, and to the best of my knowledge, from the causes stated.
a ;
8 a P4 | 222, SIGNATURE (Dm@ Title) 22b. ADDRESS 22c. DATE SIGNED)
z . > y 4}’/ Q;H /ﬁ =
v '§ 1 /dé/‘)/"lﬂ % 7101/11;634 /0‘)@-4_[
X 73a EMATIDN, | 23b. DA 23c. NAME OF CEMETERY q;( { (T ¥57 474 23d. LOCATION (City, town, or coufity) (State)
g 9B OGT.30,! 61 JOHNSON COUNTY MEM,GA! JOHNSON COUNTY KANSAS
= < 24. FUNERAL DIRECTOR R 25. DATE RECD. BY LOCAL REG.
2 2 BRUTH R
= - -
= 2] D.W.NBICOMER'S SONS HﬁEA YR, /o-do-b/

(Licensed Embalmer's Statement on Raverse Side)

26. REGIST% SIGNATURE 2




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. ) M Z::
Student S|gned

Signature of Student Embalmer
Licensed Embalmer No-'é:-“ - '7

P. Q. AddressW W

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply
with the above consfitutes 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.

- - - -
t






