MI&';SOU RI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH
ODEPARTMENT OF PUBLIC HEALTH AND WELFARE
DO NOT WRITE AMENDED Registration Disivict No. _,_____j_,Z)ZJrimaw Registration District No. W.[_e__o_z':__l’legiuur‘: No. ._._____1;.‘..._-_4 STATE FILE NUMBER

ON THIS STUB TR PR3 963
. EATH 2. USUAL RESIDENCE {Whera decessed lived. If institution: Residence before

VS 30 » COUNTY Jackson a. mission
0 STATWLS.SO K{b coe :JHCKSD” > !

Rev. 4/59 - -
b. C‘IJTY {f oumde corporate fimits, give TOWNSHIP only) Length of stay in 1b c. Inside Limits

TOWN Kansas City 53 yrs Townﬁqwﬂs CJLIY 1 Yes | Ne O

<. 'I:'IUOL;P'I“I"‘ATE OF (lf NOT in haspirtal, give locarion) Insrde Lirnirs d. STREET . _{If cutsida, give .location) Reside on Farm

INsTiUtion  General Hospital Yes )X No ) ADD““& | 7 Hi 25 Land Yes [ No X

3 m_ﬁt,?:f i:f)cuszn Firat Middle Gt 4 DATE Month Day Year
: . Bertha L. Bishop peas  Marech 26, 1963
5. SEX 6. COLOR OR RACE 7. Married []  Never Marriod [J |B. DATE OF BIRTH | 9- AGE (imst birthdoy) | IF UNDER | YEAR IF UNDER 24 HR
TFemale White Widowed J| Diverced O .25 . 77 f—? Months | Days | Hours Min.
10a. USUAL OCCUPATION (Give kind of work done | 106, KIND OF BUSINESS OR INDUSTRY| i1, BIRTHPLACE (City and state of counfry) | 12, CITIZEN OF WHAT COUNTRY

#rln&m&‘l@ofa&ji}lngghéﬁ;_mn if rotired) Ha M £ _éﬁ u Rv (\}JY o . U_ S . A.

132, FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF RUSBAND OR WIFE

Willls M. A7TL Brey Begzun [oNoverR RTHUE (). [F1sHoP

15. WAS DECEASED EVER IN US. ARMED FORCES? 16. SOCIAL SECURITY N 17. INFORMANT Address /o7 87 (4] g g

(Yea; ibor unknown)l {If yes, give wer or dates of ES- /J,EMKV j ﬂ”ﬂ pE[( C Lﬂwff;v((_: (f

] CAUSE OF DEATH (Enter only one cause per INTERVAL BETWE
PART |. DEATH WAS CAUSED B ONSET ALNDEDEA'E;:

perlt.onit.ls

DATE AMENDED

IMMEDIATE CAUSE {(a)

Conditions, if any, DUE TO {b) _ perf Orated appendl"x

which gave rise o
above couse (a};
stating. the under- . = ..
lying cause last, DUE 1Q {¢) i o

PART 1. OTHER SIGNIFICANT CONDlTIDNS CONTRIBUTING TO DEATH bui not related 1o the terminal PART 11, If decaased Nk female was
’ dissass condition given in PART | (a) there & pragnancy in last 90 days.

[Over | ONe | O Unknown

19. WAS AUTOPSY |:20s, ACCIDENT SUICIDE  HOMICIDE 505, DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18}
PERFORMED?. =] [m] 0
YES[J NO %

DOCUMENT

20c. TIME OF ° How Month, Day, Year
INJURY a.m. :
pm.
20d. INJURY OCCURRED 505, PLACE OF INJURY (6.5, in or shout Foma, | 201, CI1Y, TOWN, OR LOCATION COUNTY
WHILE AT WORK:[] farm, foctory, straat, office bidg., etc.}
NOT WHILE AT WORK []

d from 3_211"'63 to. ) 3-26-63nd 1ast_saw :]e;‘ alive on 3;26_63

11:20 P, on the date stated sbove, and to the best of my knowledge, from the causes stated.

AMENDMENTS ON THiS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

21, | attended the d

Death occyfer

~
772, STGNATUR s [egres or filgtak 22b. ADDRESS 22c. DATE SIGNED

N - 24,00 Cherry 3-27-63

$73a. BURIAL, CREMATION, g CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) =+ (State)

BREMOVMEW'M 9 - SMYI {,(//?JA//A/B??‘J‘*‘F) ff/‘/ m" C’i)(‘,J. MIS.SOUK{

24. FUNERAL DIRECTOR

DATE RECD. 'BY LOCAL KEG. 26. REG, R°'S SIGNATURE R
MEL Loy ~Nc b Z[Ev é—‘\//& oo Lanp J-25-63 Py opo;z

USE BLACK INK

SHOULD READ

TYPEWRITER RIBBON

BY AFFIDAVIT OF

ITEM NO.

{Licanied Emb-lmar 1 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,

or by Student Embalmer No.

Signed)/?/&’M/ ;’& ?Z{_Z/)‘//z:/?“ﬁﬁ‘t

_ L'lce_ngad Embalmer No.#-s 73
.. Address_ 2. (f.

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 sliould'bg so stated above.

working under my personal supervision.

Student,

Signature of. Student Embalmer

o -\




