v

MISSOURI DIVISION OF HEALTH - STANDARD CERTIFICATE OF DEATH A 656
DEPARTMENT OF PUBLIC HEALTH AND WELFARE Ty =
STATE FILE NUMBE
DO NOT WRITE Registrat iet - W ,-lary '.Regmrahon District No. __/.Q_Q_!_z__/_..lhqmrar s No. _--__‘.-;_;;_);’Z---_ R
ON THIS STUB AMENDED
1. PLACE"®P DEATH— — 2. USUAL RESIDENCE (Where decessed lived. If institution: Residence before
VS 300 [a) a. COUNTY JAC KSON a. STATE MI SSO'URII COUNTY JACKSON adminsion}
o]
Rev. 4/59 % b. C(I)‘IF;Y {If cutside corporate limits, give TOWNSHIP anly) Length of stay in 1B c. CATRY Tnside Limits
i .
= TOWN _KANSAS CITY 48 YEARS TOWN_KANSAS CITY Yoo X No 1
1 < c. FULL NAME OF (If NOT in hospital, give location) Inside Limity d. STREET {If cutside, give location) Reside on Farm
| E i[‘lOSPITAL OR v ﬁ N ADDRESS v m
250 4|23 NSTTUTON S, MARY'S HOSPITAL  |Y=8 ted 128 SOUTH ELMWOOD =3 %
q 3. NAME OF DECEASED First Middle Last 4. DATE Month Day Yeor
{Typs or print) OF
p FLORA E, DAVISON DEATH JUNE 24 1962
/ 5. SEX 6, COLOR OR RACE 7. Married % Never Morried [J 8. DATE OF BIRTH | 9 AGE (last birthday) | IF UNhDER IDYEAR :: UNDER i: HR
Widowed Di ed Manths ays ours in.
5 FEMALE WHITE @D owocedD |6 /28 /80 79 |
10a. USUAL OCCUPATION {Give kind of work dons | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state or country) | 12. CiTIZEN OF WHAT COUNTRY
& w i ing life, even if ratired)
g HOBSEWTEE - - SAVANNAH, KANSAS 1,4, S, A,
7 / S 13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUZBAND DR WIFE
—
T e THEODORE I, EDDY MARTHA JACOBYmF ARTHUR _E, DAVISON
o 15, WAS DECEASED EVER IN LU.S. ARMED FORCES? 16, SOCIAL SECURITY NC. |17, ORMANT idﬂgl
< { no, or unknown) |{If ves, give wer or dates of servics) S ELT‘IWO OD
94907 o |4 NONE ARTHUR E. DAVISON RANSAS CITY, Mo,
. % — 18. CAUSE OF DEATH {Enter only one cause per line for (a), (b), and {c). INTERVAL BETWEEN
10 E PART I. DEATH WAS CAUSED BY: 0N52D DEATH
o o z IMMEDIATE CAUSE (a) b o
11 8 o O
o [ 8 Conditi if DUE TO {b)
itions, if any,
lzé 7- a W E w?:i‘ch wave rise :’o
x |2 Harima the under
= atl [F] -
13 = lg I'\"Il'n',l:“l cause |mat. DUE TO {c)
% z PART 1l. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related 1o the terminsl PART 1), If decessed was female was
g diseass condition given in PART | (a) there & pregnancy in last 90 days.
; § [ Yes | O Ne ) 0 Unknown
= ‘5 19. WAS AUTOPSY 20a. ACCIDENT  SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
g & PERFORMED O O ] ——
z 3 YES[O NO
z = X | "o TIME OF  Hour  Month, Day, Year
v O |< a INJURY a.m. e
w T
Z g é 20d. INJURY QCCURRED 20e. PLACE OF INJURY {e.g., in or shout home, | 20 .CITY, WHN, OR LOCATION COUNTY STATE
o WHILE AT wou..m__n_ farm, factory, sirest, office bldg., etc.) .
- a NOT WHILE AT WORK A e
oo [a] [
5 o g é .!:|' 21. 1 sttended the deceased fro 1 nd last saw
@ ; o |£ Death occurred at. l 2 :10 P A m on the dste stated above, and to the best nowledge, from the causes stated.
w = 77
g w 3 51 e ¢ [Degree o fitle) 22b. ADDRESS 22c. DATE SIGNED
=] -
s8R ol ks LB B |e5-65
?( h . BURIAL, CREMATION, | 23b. DATE MATORY LOCATION (City, town, or county) (S1ate)
S| 1T B cllitartsy '6 =
> = JUNE 26,'63 D.W.NEWCOMER'S SONS {'KANSAS CITY MISSQURTI
= L 24. FUNERAL DIRECTOR DDRESS 25. DATE RECD. BY LOCAL REG. Y ais ISTRAR’S SIGNATURE
£ = R AT YR N
= =] D.W.NEWCOMER'S SONS s T 2 | /] 5

{Licensed Embl!mer‘: Statemnent 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,
- ‘.a. . ', .'_.-_ ‘ "':' v . o, .-._‘:‘
or by MR S - : Student Embalmer No.____

.

working under my personal supervigion. " a7
-
Student i Signed % /éM’ .

Signature of Student Embalmer
Licensed Embalmer No. 2 E 4:3
o - P. C. Ad!dreu% )%a

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).
1f embalmied by a STUDENT, he also shall sign in his OWN handwriting.

!f this body is nof embalmed fact should be so stated above,
P S + [ I S L W ‘1..\1 w3

e +




