MISSOURI DIVISION OF HEALTH ~ STANDARD CERTIFICATE OF DEATH >

ODEPARTMENT OF PUBLIC HEALTH AND WELF%
1002 . .

Reg trict No. = __Primary Registration District No,
DO NOT WRITE AME Eﬂ' Eb FEB o 19% l i
ON THIS STUB NDED

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decessed lived. If institution: Residerke before
a. COuntY Tackson ; ’ * STATRWS g ourd ‘b. COUNTY Jackson admission)
b. CITY (If outside corporate limits, give TOWNSHIP only) Length of stay in 1b . CITY Inside Limits

1own  Kansas City 1 yrse 1own  Kansas City Yes O No DD

c. FULL NAME OF (If NOT in hospitsl, give Tocation] Inside Limi B 3 i i
e | i P [] ) naide Limits d. STREET {if outside, give location) Reside on Farm

II'_\ISTITIJTtONR St. Luke's Hospital Yas I NoJ APES 0 Janssen Place Yes O Ne O

3. NAME OF DECEASED First Middle Last 4. DATE. Manth Day Yoar

{Type or print} - OF
William E, Murphy peam  February 10, 1963
5. SEX 6, COLOR OR RACE 7. Married D0 Never Married [ {8, DATE OF BIRTH | 9. AGE (lost birthday) | IF UNDER 1 YEAR IF UNDER 24 HR
male CaUC. Widowed [] Civorced O | J.Qu] 913 h9 Months | Days | Hours , Min.

10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTAY| 1. BIRTHPLACE (City and atate or country) | 12. CITIZEN OF WHAT COUNTRY

duri at of working life, aven if retired

BT © Tk ttes even If retred) rental property Franifurt, Indiana Us Se Ae
T3a. FATHER'S NAME 13b, MOTHER'S MAIDEN NAME T4. NAME OF HUSBAND OR WIFE

Daniel Murphy Lelah Powers Ruth Murphy

15. WAS DECEASED EVER IN U.5. ARMED FORCES? - 14. SOCIAL SECURITY NO. | 17. INFORMANT Address

 ai + .
(Yes, no, or unkmwn)l (Ifm .war i:fam of service) - Mrs. Ruth M hy 20 Janssen Place
18. CAUSE OF. :EATH (Enter anly one cause per line for il), k), and (<}, INTERVAL BETWEEN

T I. DEATH WAS CAUSED ] nfarct of Iﬁy‘oc&x‘dium Enh}NsD DEATH
IMMEDIATE CAUSE [a} »

954 STATE FILE NUMBER

ar's No.

v$ 300
Rev. 4/59

DATE AMENDED

-
r
iLs
=z
>
]
O
o

coronary arteriosclerosis

which gave rise 1o
above cause (a),
stating the under-
lying cause last

Conditions, if my.] DUE TO (b}

DUE TO (¢}

PART 11. DTHER SIGNIFICANT CONDITIONS CONTRIBUTING 7O DEATH but not related to the ferminal PART IEl. |f decessed was female was
diseass condition given In PART | (a) there a pragnancy in last 90 days, )

[E] Yes ] Ne [0 Unknown

9. WAS AUTOFSY, | 202. ACCIDENT  SUICIDE  HOMICIDE 720b. DESCRIBE HOW INJURY OCCURRED. (Enter, nature of injury in PART | or PART Il of ftem 18.}
PERFORMED? ] a u}
YEs§) NOO3

200 TIME OF  Fool  Month, Day, Year |
INJURY a.m.
p.m.

20d. INJURY OCCURRED Z0e. PLACE OF INJURY (e.g., in or shout home, | 20f, CITY, TOWN, OR LOCATION COUNTY

WHILE AT WOR farm, factory, street, offica blidg., #tc.}

NOT WHII.E A'I' W%lRK O ) L
1950 —__Febs 7 o3 her Feéb. =03

and last saw ;. alive on

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD QF

1ay MEDICAL CERTIFICATION

21. 1 attended the deceased from. —
Death occurred ot h:l_i&! —_.m on the date stated above, and 1o the best of my I:nowle;ig’g, from the csuses.stated.

224, § TURE (Degree or title} 22b, AD ~ - 22c. DATE SIGNED
B‘ PN L M. V33 wornall Rd. 1163

2. BURIAL, CREMATION, 23b \QMTE 23c. NAME OF CEMETERY OR:CREMATORY 23d. LOCATION (City, town, or county) {State)

5 HIR feect D063 Mt, Moriah Kansas City, Mo.
B ADDRESS 25. DATE RECD. BY LOCAL REG. | 26. R R'S SIGNATURE
* PnWl « Newconer's Sons 1331 Brush Credk o /2. 42 (K 7z Lo

{Licensed Emba!rmr s Statement on Revarse Side) r

USE BLACK INK
OR
TYPEWRITER RIBBON

SHOULD READ

BY AFFIDAVIT OF

ITEM NO.




STATEMENT BY LICENSED EMBALMER -

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

or by Student Embalmer No.

working under my personal supervision.

Student.

Signature of Student Embalmer

Licensed Embalmer No.

<. ' P. O. Address

Note: The above MUST BE SIGNED BY_THE LICENSED EMBALMER in his OWN HANDWRITING. {Failure to comply
with the ahove constitutes grounds for revocation of license). ’

tf embalmed by a STUDENT, he also shall sign in his OWN handwriting.

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

. .
2




