{Licensed Embalmer‘s Statement on Revarsa Side)

v
SOURI! DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH — 61—04503‘7
FMENT OF PUBLIC HEALTH AND WELPARE
STATE FILE NUMBER
AMENDED Regialeation Ristngt No. oo oo £ ?Zfﬁmarv Registration District No. _[_Q__Qg?-—-__,_n,g;.,mrr, No. p— 8&36 ,
1. PLACE OF DEATH 2, USUAL RESIDENCE (Where decessed lived. If institution: Residence before
. COUNTY T b CO dmissi
x ° Jackson Mi8Bouri JET sdmision)
% b. %TRY (if outside corporate limits, givea TOWNSHIP only) Length of stay in 1b c. COITRY Inside Limits
s own  Kansas City 30 yrs 1own Kansas City YeXX No O
< ¢. FULL NAME OF {If NOT in hospital, give location} Inside Limits d. STREET {f cutside, give location) Reside on Farm
- HOSPITA Rv. ADDRE
[ INeTTUTION VA Hospital Yes @ No [ s?220 Baltimore Avenue Yes O NoX)
a
3. NAME OF DECEASED First Middle Last 4, DénE Maonth Day Year
T ri F
(Type or print) DAVID DONOVAN SHANNON veaH  December 22 l%l
5. SEX 6. COLOR OR RACE 7. Married ¥ Nover Married 3 8. DATE OF BIRTH | 9- AGE (lasr birthdsy) | IF UNDER 1 YEAR IF UNDER 24 HR
mle Wl .te Widowed [] Divorced [J 8_19_00 61 yrs Months Days Houry Min.
10a. USUAL OCCUPATION (Give kind of work dene "f f, D _OF BUSINESS OR INI‘.gJ&‘RY rll. BIRTHPLACE (City and state or country) | 12. CITIZEN OF WHAT COUNTRY
dori IR if retisad
RETTREY "Wt ¥ e ;—-& H‘é sas City, Hansas | U35, ,
13a. FATHER'S NAME W GTHER'S MAIDEN NAME 14, NAME OF RUSBANE PRIWIFE
Samuel D. Shannon atrice De Roche Elizabeth Shannon
15. WAS DECEASED EVER IN LLS. ARMED FORCES? 16. SOCIAL SECURITY NO. | 17. INFORMANT Address
(Y?enos, ar unknown) | (If Wgnjf war or dates of service) U ] own m Hospital OffiCial Recoms
— 18. CAUSE OF DEATH [(Enter only ane cause per line for {(a), (b}, and (c). INTERVAL BETWEEN
E PART I. DEATH WAS CAUSED BY: ONSET AND DEATH
g 2 IMMEDIATE CAUSE () _Tracheobronchial aspiration of gastric contents
[}
2 0 ey msas
" st Conditians, if any, oue To o) Necrotizing papillitis of kidney bilateral
5 which gave rise to N
2 B el
= n e under- . .
‘ lsv?nlggcause last. DUE TO (<) Diabetes Mellitus
z PART t1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal PART IIl. ¥ deceased was femsle was
g disease condition given in PART 1 (a) there a pregnancy in last 90 days.
S Hemochromatosis EREE T
E 19, WAS AUTOPSY 20a. ACCIDENT  SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART |l of item 18,)
= PERFORMED? a [m] a
o YESH NOoOO
Z | 20c. TIME OF  Houl  Month, Day, Year |
a INJURY a.m.
g P.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK [] farm, factory, streer, office bidg., etc.)
NOT WHILE AT WORK [J
)
é 21 %{anended the decessed fro M&W
= Wﬂtu"ad at , 8 m on the date stated above, and to the best of my knowledge, from the causes stared.
—d
8 & 73 NATOR [Degree or title) 22h. ADDRESS 22¢. DATE SIGNED
LB S F e o g eneliD: VB, Hiospital, Kansas City, Mo. |1p 0.1
?( {73, BURIAE, CREMATION, [ 23b. DATE =77 75 b "NAME OF CEMETERY qk tuml\?b!vl 23d. LOCATION (City, town, or county) (State)
y o (Specify)
0 ¢| BUKTAL DEC. 23, 1 FOREST HI1L CEMETERY SAS GITY  MISSOURI
s < 24, FUNERAL DIRECTOR USH CR 25. DATE RECD. BY LOCAL REG. | 26. RE AR'S SIGNATURE
ut >
= %] D.W.NEWCOMER'S SONS KANSAE TQ A A 3. b j?ﬁqxﬁi fqua_




. -

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 sypervision.

Student.

Signature of Student Embalmer

Note: 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 stated above. . R e




