-61-037158

STATE FILE NUMBER

SSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

|TMENT OF PUBLIC HEALTH AND WELFA

istration District Nn _______ _?yz..u_}nmary Registration District No. .! L ozﬂ_-kegmrar s No. ____5%4_
] ”=EB 0eT2-7-1961—

AMENDED
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decessed lived. !f institution: Residence before
=) 2. COUNTY Jack son 8. STATE Miss 0111"1 COUNTY Jackson admission)
% b. COHI;Y (If outside corporate limity, give TOWNSHIP only} Length of stay in 1b X CO“;ZY Inside Limits
w 2
= TOWN Ka‘nsas C‘ltx 20 _VeaI‘S TOWN Kansas Citv Yas DxNo ]
< c. FULL NAME QF (If NOT in hospital, give location) Inside Limits d. STREET {If outside, give location} Reside on Farm
w HOSPITAL OR N H ADDRESS
< INSTITUTION ew Hope Nursing H. |veX nNoO 4734 Jarbod Yo (] No [
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Year
Geeerpm " W1lliam A, Reid o Qct. 10, 1961
5, SEX &, COLOR QR RACE 7. Married 3 Never Married (] |8. DATE OF BIRTH_| 9. AGE {last birthday) | IF UNDER | YEAR | IF UNDER 24 HR
I\ﬂ le hite Widowed [ Divorced [ 9 3 188 81 Months | Days Hours I Min.
10a. USUAL CCCUPATICON (Give kind of work dane | 10k, KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE {City and state or country) | 12. CITIZEN OF WHAT COUNTRY
d
peptyl; Peetintefati | Reid Lathatory | Wausau, Wisconsin Usa
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
a) T
William Abbott Reid Sarah Winkley Helen L, Reid
15. WAS DECEASED EVER IN U.S. ARMED FORCES? 146. SOCIAL SECURITY NO. 17, INFORMANT Addre:
{Yes, no, or unk ] | (If yes, give war or dates of service) . ”Ll- 10 E L’.L‘.th
ey Mrs, D, C, Robingon r.7,_ v A
[ 18. CAUSE os DEATH (Enter only one cause per lina for (a), (b), and {c). T INHRVAL ®
% ART I. DEATH WAS CAUSED BY: QONSET AND DEATH
i g IMMEDIATE CAUSE (a) Cw‘,\,_j‘_,_ N T \Q.&AN.. o -\-01. < SV = Vo
o 8
$ o Conditions, if any, DUE TO {b) M b& ﬂ-c-‘:ﬁ\- ‘w S M
= which gave rise to 3
‘2 abova c':u:e d(a),
= stating 1 under- 'x I
lying cause last. DUE 1O {c} A—"Q"*
(z) PART 1. ‘(’)THER SBG:JIFICANT co%‘ﬂﬁ“{'sa CONTRIBUTING TO DEATH bul not related to the terminal PART HI. :f deceased  was fem.‘% dw“
b= isesse condition given in 5 ere a pregnancy in last ays.
= B Q.x
é | O Yes I |®) No_l O Unknown
= | 75 Was AUTOPSY | Z0s. ACCIDENT _ SUICIDE  HOMICIDE 20b. DESCRIBE HOW (NJURY QCCURRED. {Enter naturs of injury in PART | or PART 11 of item 18.)
[ PERFORMED?  {° a a a
L YES ] NO
-
& | 20c.TIME OF Hour  Month, Day, Year
= INJURY a.m.
p.m,
20d. INJURY QCCURRED 20e. PLACE OF INJURY (e.g., in or sbout home, | 20f. CITY, TOWN, OR LOCATICN COUNTY STATE
- WHILE AT WORK [J farm, factary, street, offica bldg., etc.)
. M D NOT WHILE AT WORK (J
I
| é 21, | attended the deceased from 'b -% [T "\"I to_fn.d.a_\d.&l.ond last saw :i',:ulive o (nck c', 126§
o) Death occurred at A’ m pn the date stated above, and to the best of my knowledge, from the causes stated.
e
=2 i Degree of_title) 22b. ADDRESS 22c. DATE SIGNED
O O lo 22s. SIGNATURE ‘___( ey ] . ‘
5 = ASSan. \AD o D N @ Porscduo kol 1oty
2 23a, BURIAL, CREMAT{ISN, 23b. DATE [ Z3c. NAME OF CEMETERY OR CREMATORY Z3d. LOCATION (City, town, or county) {State)
: & Ly Speci -
o e iy 10-12-61 |Floral Hills Kansas City Missourt
= & 24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. |26, REGISTRARSAIGNATURE
wi > s . -
= =] Floral Hills: Memorial Chapels, Igc. /o-/3 . G/

At

{Licensed Embalmer’s Statement on Reverse Side}




PN -

u STATEMENT BY LICENSED EMBALMER

1 hereby cerfify 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

Signature of Stydent Embalmer

P. Q. Addressw &-

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 handwriting.
If this.-body is not embalmed, fact should be so stated above.





