MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

. - - .
T DEPARTMENT OF PUDLIC HEALTH ANMD WELFARKE . %&%L—‘
7/ Fb22- ¥Z) AT owe
Primary Registration District No. __________Regumnr s No. _____% - N

%%'{3,'5':%'; AMENDED Registration District No, f . ) lLl
- F Ml otaMAY 8 1957 2. USUAL RESIDENCE (Where deceased lived. If instilution: Residence before
a. COUNTY . . .
VS 300 o Clay = . . _ s SIATE Missouri ™ OV Clay sdmisalon)
Rev. 4/59 % b. Cé'l"( {If outside corparate limits, give TOWNSHIP only} Length of stay in 1b c. CITY Inside Limits
& OR
‘ 2 TowN Excelsiosr Springs Lifetime TowN Excelsior Springs Yo N O
g_’ E E ! | w c, ;l.g_épl;dATEOOF (If NOT in hospitsl, give location) Inside Limits d. ASE%%EETSS {If cutside, give location) Reside on Farm
2 < NSOy ce ls ior Spripgs Hospital |Ye$d NeD Route #2 Y4 Q MK
~ .-
3 3. (!::ME rof PE)CEASE'J First Middle Last 4, Dé\F'IE Meonth Day Yesr
pe of prin .
- Katherine Jane Roy OEATH  May 1, 1962
!/ 5. SEX 6. COLOR OR RACE 7. Married {1 Never Married{[] {8. DATE OF BIRTH | 9- AGE (last birthday) | IF UNDER | YEAR IF UNDER 24 HR
- s 0 Fe male ],fhlte Widowed [J Divorced ] 1 62 Months Days Hours iuin.
IOG.:SUAL OCCUI:ATIOkN (Gi\l"l kind offworkn:;:na 10b. KIND ©OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE [City end state of country) | 12. CITIZEN OF WHAT COUNTRY
& 7 viing most of working life, even if retin . .
5 Thfant None Excelsior Springs, Mol USA
7 0_ 1 13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
re] Calvin Roy Norma Jean Relwvald None
8 o v 15. WAS DECEASED EVER (N U.S. ARMED FORCES? 16, SOCIAL SECURITY NO. 17. INFORMANT Address
—9————- Lo (Yes, ro, Némknown) (If yes, give war or dates of service) C
w _- - = = Jnoane alvin EQy_’, Rt . ﬁz, EX-SPI!]D ] My e
- &ﬁ [ 18, CAUSE OF DEATH (Enter only ons cause per line for (a), (b}, and (c). INTERVAL BETWEEN
1 5 PART |. DEATH WAS CAUSED B’ ONSET AND DEATH
2 s £ IMMEDIATE CAUSE (a) at — 1 | L O Punandeg,
o]
11 9la 8
=% Fa Conditions, If any DUE TO {b) w lv% A@ ] ok
]2}2_" d w "J, which gw; risa to'
= |z abova cause (a), -
13 = stating the under:
Z - Q lying csuse last. DUE TO (c)
-———-—-——g 4 PART 11. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal PART 111, ¥ deceased was female was
g disease condition given in PART 1 (a) there » pregnancy in last 90 days.
w
% g {0 Yes I 0O Ne ] O Urknown
= £ 19. \Pg\é.:'S:OARLHE(%F;SY 20a. ACCSENT SUICDIDE HOMDICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART 1l of item 18.}
a S Yes 1 No O
Z - .
z |= x| 2. TiME OF  Houb  Month, Day, Yesr
¢« O < ] INJURY a.m.
W p.m.
0 =
Z Mm 20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
o WHILE AT WORK (J farm, factory, street, office bidg., stc.)
5 NOT WHILE AT WORK O .
o e a —~
g o g H:-' 21. | attended the deceased fro ~[-6 . oo =] G A and last ““’@m alive on g~/ - 2
" g 9 Death occurred ot ‘:/ A m on the date stated sbove, and to the best of my knowledge, from tha causes stated.
o
g g 8 8 22a. SIGNATU (Degree or ftitla) 22b. ADDRESS 22c. DATE SIGNED
I -
= @ 5 4/4-#0-«- M1 - 0. ek T fhnings . Jint
- o s, gggg@nn?n 723b. DATE 23c. NAME OF CEMETERY OR CREMATORY 23d.” LOCATION (City, town, or county) (State)
g =) M Ty - ; ;
> T Bur S-R-&2 Crown I‘j}l} — Fxcelsior Snrincsd Ma.
= < | S FonERAL DlREcTOP . DATE RECD, BY LOCAL REG. ) REGISTRAR'S SIGNATORE .
5 > richard Funerai"¥ome, Inc. ) :

EXCEiSIUI Spl ”Igs II“bb celn‘ud 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 me,

orby Student Embalmer No.

working under my personal supervision.

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 handwriting.

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




