MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

DEPARTMENT OF PUBLIC HEALTH AND WELFARF-'

j _.,_gnmnry Registration District No. -_,IP_D_

= 62-02:34207

3244 STATE FILE NUMBER

he Regmrahon Distriet No. P __Raglzrrar 3 NO. e
DO NOT WRITE
ON THIS STUR AMENDED —H=—ED JUt
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decessed lived. |f institution: Residence before
Vs 2300 a a. COUNTY Jackson a srmmssourib. COUNTY Jac kson admission)
Rev. 4/59 % b. cnav {If outside carparate Limifs, give TOWNSHIP only) Length of stay in Ib <y Inside Limits
[Y9)
= oW ansas City : 17 Yrs TowN Kansas City Yoo L Ne D
1 E c. ;UOLIS.PIIQTAATEOOF {if NOT in hospital, give lacation) Inside Limits d. :I;EEREEES {If cutside, give location) Reside on Farm
—_— R
o
22x2.91 |3 mstiuton Research Hospital YeR O 7910 Manchester Yes O No X
3 3. gme OF pe)cussn First Middle Last 4 DOAJE Month Day Year
r print
ype or prin A J S LAYDEN peaTH  J UNE 19 1962
4 o ‘ 5. SEX & COLOR OR RACE 7. Married 4§  Nover Married [J 18. DATE OF BIRTH | 9- AGE {last birthday) [IF UNDER ) YEAR [ IF UNDER 24 HR
s Male White Widowed [ Divorced [ 7/30/1923 38 Montha [ Days | Hours | Min,
, 10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE [City and slate ar country) | 12. CITIZEN OF WHAT COUNTRY
& 7 uring_mostof working life, even if retired)
g SUPErYrssT B.O.P. Newport Arkansas USA
7 I 9 13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
—
— 2 Malcom Slayden Stella Shar Doris Slayden
[F'S
8 / w 15. WAS DECEASED EVER IN L.S. ARMED FORCES? 16. SOCIAL SECURITY NO. |17. INFORMANT Address
< s, no, or unknown) | (I{ yes, give war or dates of servicd '
%4 3 |w Ye's I Mrs Doris Slayden 7910 Manchester
% . - 18. CAUSE OF DEATH (Entor anly ene cause per lin INTERVAL BETWEEN
10 ! uz_' PART I. DEATH WAS CAUSED BY: - (INSET AND DEATH
2 5 g IMMEDIATE CAUSE {a) 96/ W gl y W e asmm—
1 O ] -@ﬂm WVW
jwifal
o
1 x |5 aQ Conditians, if any, DUE TO (b) < /,
~ |nln wbhich gave rile{t;:
— Ove  Couse al,
13 z Z :mrng the under-
lying cause last. DUE TO (c}
% g PART {I. OTHER SIGNIFICANT CONDITIONS 'Commayhms TO DEATH bu nor related 1o -the terminal -PART 111, i deceased was  female was’
= disease condition given in PART | (a) there a pregnancy in last 90 days.
w <
- S ' O Yes | O Ne l [ Unknown
z =
“E‘ £ | 79, WAS AUTOFSY | 20s. ACCIDENT — SUICIDE  HOMICIDE 206, DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART It of item 18.)
5 5| . g oo e o
z | .
z |2 &| < TME OF  Hour  Month, Day, Year
o g a {NJURY a.m. *
"4 w - p-m.
0 x
Z 0 70d. INJURY OCCURRED 200. PLACE OF INJURY {e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
w E n’g‘:‘l.sva"flgi"gr%v % O farm, factory, sireat, office bldg., atc.) n
U Q i
S o E é 2]. 1 amnded the deceased fromz_#w Md last saw h|m alive o
@ g el l W m onfthe date stated above, und to the best of my knowledge, fribm the causes stated.
[TT] —
g E { 8 5 ree or title) 22b. ADDRESS 22¢c. DATE SIGNED
=P = Z A 77 f&’/ /@( .
- i BoRIAL, CREMATION, | 23b. DATE 23c. NAME OF CEMETERY OR CREMATCRY 23d LOCATION (City, town, /m%o
ol o * REMOVAL (Specify) :
z £| Burial June 20 62 | Elmeood Cemetery Ka
= < 24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG.
w >
= % |Sheil Funeral Home Kansag City Mo | (p-opn ~4 o

{Licansed Embalmer's Statement on Reverse Sides)




PréeIgsr s

" STATEMENT BY LICENSED:EMBALMER
. e " ) L ;\

| hereby cerfify that the body whose name is recoided on the reverse side of this certificate was embalmed by me,

AT - ] N

0
-

or by udent Embalmer No.

working under my personal supervision.

Student, Signe
Signature of Student Embalmer

Licensed Embalmer No. 5 Zs’S/

Y - RN + - P.Q. Address A‘/{a%

S -

Nofe\ The above MUST BE SIGNED BY THE LICENSED EMBALMER in h|s 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. A




