MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH : —83-—00;?073

ODEFPARTMENTYT OF PUBLIC HEALTH AND WELFARE

1
Z ? STATE Fl
Registration District No, ___.____ ‘__Primary Registration District No. [ o_e_a'f__nnginur'l Na. -&-______885 f l? NUmaER 5

1. PLACE OF DEATH ' B 2, USUAL RESIbENCE {Where decessed lived. I institution: Residence before

a. COUNTY. Jackson a. STATE Mis souri b, COUNTY Jackson admission)
b. CITY {If outside corporate limits, give TOWNSRHIP only) Length of stay in b c. CITY - Inside Limits

DO NOT WRITE
ON THis STUB AMENDED

VS 300
Rev. 4/59

-

QR .
TOWN  Fangas City - - - 7Ho 11 Dayts "™"N Kansas City Yea Oy O

c. FUEL NAME OF (if NOT in hospital, give location) Inside Limits d. STREET i i
HOSPITAL OR ‘ ! mi ADDRESS (if outside, give In:ullon) Reside on Farm

(INSTTUTION anapal Hospital Yes O Ne[J 1012 E. 8th st. Yes [1 No'id

" JANE GF DECEASED Firat widdie Lot T4 DaTE — fhanth Your
int P
¥pe ar prin Anna Lucinda Talbot oearn Felbruary 83 1963
5. SEX 6. COLOR OR RACE | 7. Marrisd [1 Naver Married (Y |5. CATE OF SIRTH | 9~ AGE (lewt birthday) |IF UNDER 1 YEAR | IF UNDER 24 AR

Female white Widowed [] Divorced [] 6-27 -62 ] ﬂys Hours | Min.

t0a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state or couniry) - CITIZEN OF WHAT COUNTRY

during Ttr){i,o.f workinq life, aven if retired) - Inf . ‘Kansas- City, MO. R US

13a. FATHER'S NAME 130, MOTHER'S MALDEN HAME 14. NAME OF HUSBAND OR WIFE

George Talbot Alice Marie Adams Ncne

15. WAS DECEASED EVER IN U.5. ARMED FORCES? 16. SOCIAL SECURITY NO. |17. INFORMANT . Address

1,

(Ye:,ﬁo, or ynknown) I (If yes, give war of dates of ser George Talbot, _ 1012 E ] Bt,h

18. CAUSE OF DEATH (Enter only one cause per line INTERVAL BETWEEN
PART |. DEATH WAS CAUSED BY: ONSET AND DEATH

immenIATE cause (@ Portal Vein Thrombosis with Small Bowel Infarcti¢n

DATE AMENDED

—
4
ud
b3
2
[V
o]
[a]

Conditions, i any, DUE TO {b)
which gave .rise to
above cause (a),
stating the under-
lying cause last. DUE TO [c)

PARY I1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal PART 1Il. If decessed wor female was
disease condition given in PART (a) , there a pregnancy in lssy 90 days,

lDYell O Ne 1 O Unknown

9. WAS AUTOPSY | 20, ACCIDENT _ SUICIDE HOMICIDE | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury In PART | or PART 1 of item 18.)
PERIORACD? i ] n] )
YEsS®E] No[Od

20¢. YIME OF Howr Month, Day, Year
INJURY - a.m.
p.m.

20d. INJURY QCCURRED 20e. PLACE OF INJURY {e.g., in or about home, | 20f. CITY, TOWN; OR LOCATION COUNTY
WHILE AT WORK (] : farm, factory, street, office bldg., ete.}- .
NOT WHILE AT WORK [J

ded the d d from 2-6"6‘3 m_aﬂ_@—__md last uuﬁ‘ alive on 2-'8-6_L

9: 20 _A__m on the date stated above, and to the best of my knowledge, from the causes stated.

Degree G Tle) 27b. ADDRESS ; [22c. DATE SIGNED

00 Cherry 0B =63

‘ . Fann”)
234, BLIRIAL REMATION, | 23b. DATE ‘1\23 NAME .OF CEMETERY OR CREMATORY 23d. LOCATION (Clty,-tn\:u:n,,nr county) {State)
REMOVA .

(Spacify
. FUNERAL DIRECT feb 9, 196303_?553 1800 E . Lin} 25. DATE RECD. BY LOCAL RE Y ﬂme

Le]_lody McGilley Eylar F L -9.623

(Licamsed Embalmer’s Statemaent on Reverss Side)

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS.
INSTEAD OF

MEDICAL CERTIFICATION

USE BLACK INK
~ OR
TYPEWRITER RIBBON

ank Blligs

SHOULD READ

BY AFFIDAVIT OF

ITEM NO.




STATEMENT BY lIEENSED EMBALMER
| .

| hereby cemfy that the body whose name is recorded on the reverse side of this cerﬂfrcate was embalmed by me,

.o y\ _

or by Student Embalmer No.

working under my personal supervision.

Student . - Signed./%/w‘u‘/ ()‘ }4 o(/fe/ébww.,—

Signature of Student Embalmer
Licensed Embalmer No. ‘?‘ 57 3

P..O. Address b./ @) %

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. ~ -~ -




