SOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

'MENT OF PUBLIC HEALTH AND WELFAR

—61=040149

. o oi y 1000 e N 12353 STATE FILE NUMBER
T, t] ————— e rimar istrati igtrict e trar’s No, __ . i —aa
AMENDED B - ¥ o ﬂl’-’l"“l 11963 a1y Registration District Ne- eoistrar’s No
1. PLACE OF DEATH 2. USUAL RESIDENCE (thm deceased lived. If institution: Residence before
. . STA . COUN issi
3 2. COUNTY Buchanan a. STATE Mo b ™ Buchanan dmision
2 b. CITY {If outside corporaie limit: ive TOWNSHIP ank L h of in 1b Ity Inside Limit
z . porate limits, give onky) ength of stay in €. nside Limits
g TOWN t. J 40vrs TOWN St. Jose Ph! Yos K No O
s S @& eph, NEY
fl [ I;UI.L NAME CF {If NOT in hespital, give location) Inside Limits d.:ERDEEETSS {If ecutside, give location} Reside on Farm
QOSPITAL OR R
% INSTITUTION St JOSeph, Hospitél. Yes B No[J 905 Riverview Dr Yes [ Ne OX
B
| 3. (!rlAME OF DECEASED First Middle Last 4, DOAFTE Month Year
ypa or print]
; Raymond S Balrd oam  Nov, 28, 19 61
| 5. SEX 6. COLOR OR RACE 7. Married [0 Never M.rriezjg 8. DATE OF BIRTH | 9- AGE (last birthday) | IF UNhDER 1 YEAR IF UNDER 24 HR
. i Months Days Hours Min.
| Male White wilowsd O owvers?) July 1, 1910--51
i 10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY[ 11. BIRTHPLACE (City and stata or country) | 12, CHIZEN OF WHAT COUNTRY
‘| cﬁtgn most of working life, even if ratired) Hotel Mis 8 0111‘1 U.S ._A .
| 13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
| Sam Baird Nellie ? none
15. WAS DECEASED EVER IN U.5. ARMED FORCES? 16. SOCIAL SECURITY NO. 17. INFORMANT Address R
T (Yes, noﬂrdmknown) (1f yes, give war or dates of service) He len Mie Ster ’ St N JOS eph ’ Mo
— 18. CAUSE OF DEATH (Enter only une cause per line for {al, (b}, and (). INTERVAL BETWEEN
| z PART |. DEATH WAS CAUSED BY: a&‘l OBSE! ND DEATH
I
L = IMMEDIATE CAUSE (a)
] o
(v
2 O
] o Conditiens, if any, DUE TO (b}
r which gave rise to
z above cause (a),
= stating the under-
lying cause last. DUE TO {c)
z PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TQ DEATH but not related to the mmmal PART Ili. If deceased waz female was
,9. disease condition given in PART | (a) there a pregnancy in last 90 days.
u,_(; i W { O Yes No O Unknown
E 9. WAS AUTOPSY 20a. ACCBENT SUICDIDE HOMtllCIDE 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in PART | or PART Il of item 18.)
v} Yes ﬂ No 1 -
- &
Iy “20c. TIME OF  Hou Month, Day, Year
—— INJURY a.rm.,
p.m.
% 20d. INJURY OCCURRED 20e. PLACE OF INJURY {e.g., in or sabout home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
E WHILE AT WORK [J farm, factory, sireet, office bldg., e1c.)
~] NOT WHILE AT WORK []
3 “;—‘ ul - .
é E 21. | attended the deceased from '&5 / f: 'o_]-.._.]:._/_a..&L—and last saw ;o alive on_m_—_
oy S Deay? occurred at ll :OOA OM. m on the date stated above, and to the best of my knowledge, from the causes stated.
o )
> w LY R tBegrea/A title] 72b. ADDRESS Z2c. DATE SIGNED
2 o B T3 Aol
L =]= v 24s03 P /2-/-4 1
z 23a BURIAL CREMATION 23b. DATE i 23c. NAME OF CEMETERY OR CREMATCRY 23d. LQCATION (City, town, or county) (Srate)
3 [a] Deﬂ
] 2 II30/61 / ift. Auburn Cemetery St, Joseph, Mo
< < AL DIRE ADDRESS = 25. DATE RECD. BY LOCAL REG. | 28. REGISTRAR'S SIGNATURE
g j W - Joseph, Mo Doe 4 /741

{Licensed Embalmer’s Statement 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 m

Oy : Student Embalmer No.

- working under my personal supervision.

Student Signed

Signature of Student Embalmer

Licensed Embalmer

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITIMG. (Failure to comp
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.

. . sr o



