MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF' DEATH - -63-011809

DEFPARTMENT OF FUBLIC HEALTH AND HELFARE

STATE FILE NUMBER
istration District No. ___________ £ _y_.Prlmny Registration District Mo, __l_____ZhRaquh’u‘: No. -___.% ’
‘OnTwis STUs  AMENDED

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decensed lived. If institution: Residence before
a. COUNTY Jackson 2. STATE COUNTY admission)
Missourl“™ Jackson

b. CITY (If outside corporate limits, give TOWNSHIP only) Length of stay in 1b ¢. CITY . Inside Limits

- rown Kansas City : TOWN Yes B No

25 Y3 e Kanssas ij;g: .- 0O

. FULL NAME OF (If NOT in hospital, give location} Inside Limits d. STREET {If cutsitle, give location) Reside on Farm
HOSPITAL OR - ADDRESS

mstution  General Hospital _ YesE No' 1334 East 8the Ste Yes O No [

‘3. NAME OF DECEASED Firs Middle Last 4. DATE Month Day Year
{vpe or print) Jaret Eleanor - Morse peamn  March 7, 1963

5. SEX §. COLOR OR RACE 7. Married ] Never Married [] |8. DATE OF BIRTH | - AGE (last birthday) | IF UNDER 1 YEAR | IF UNDER 24 HR
Female Vhlte Widawed 10 Divorced ] 10 11-93 69 Menths I Days Hours Min.
T0a. USUAL OCCUPATION (Give kind of wark dons | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state or country] | 12. CITIZEN OF WHAT COUNTRY

HOuSew L g™ fer over Fretied Home Bates County,Misgouri U,S.A.

13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME T4. NAME OF HUSBAND OR WIFE

Fred Heclmdon rtha Celest
15, WAS DECEASED.EVER IN L5 ARMED FORCES? 16. SOCLAL SECURITY NO. 17. INFORMANT Address
(Yoo o urknowol [(1f yes, give-war. of dates 762 | Mre Dale Sisson:Mound City pKansas

INTERVAL BETWEEN

18. CAUSE OF DEATH (Enter only one:cause p .
PART i. DEATH WAS CAUSED ONSET AND DEATH

Broncho pneumcnia

VS 300
Rev. 4/59

1

DATE. AMENDED

R

IMMEDIATE CAUSE (a)

DOCUMENT

Conditibns, if any, DUE-TO (b)

. which pave rise t¢ |. . ¢
‘abeve cause (a),
stating the undsr- | | o
lying causa last. -' DUE TO (e}

PART 1. " OTHER SIGNiFiCANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal PART 1. If docessad was female was|
diseate condition given in PART | {a) there & pregnency in last 90 days.

Chronie lymphatic lukemia ‘|’|:1 Yes ] a] NoJ 0O Unknown)
19. WAS AUTOPSY 208, ACCIDENT SUI?:IID& HOMﬁCIDE 20b. DESCRIBE HOW INJURY OCCURRED, (Enter nature of injury in PART | or PART 1] of item 18.)
PEREQRMED? . .
yes@l. NO O :

20c TIME OF. +:, Hour Month, Day, Year
INJURY . am.
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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., erc)
NOT WHILE AT WORK [ o .
21. 1 attended the "k d from 3.-!45630 A’D 7= Q; last saw h:m alive on. 3~ 7-63
Death occu o) :2 m on the date stated above, and to the best of my knowledge, from the causes stated.

Ta. SIGNATURE = ' Titie) I 226, ADDRESS Tac. DATE SIGNED

2,00 Cherry =K.C.,Moel 3~7-63

Z3». BURIAL, CREMATION, | 23b., DATE , ) CEMETERY OR CREMATORY 73d. LOCATION (City, fown, of county] (Srate}
] ﬁsmovm (Specify} : ‘ :

emoval | 3=/0=63 Woodland Cemetery Mo
24. FUNERAL DIRECTOR ADDRESS 25. DATE RE BY LOCAL REG.
WEILERT FUNERAL HOMES(S)K.C.,M0. | 3- 7- 63

w d Embsimer's St 't on Revarse Side)

Frank Ellis MEDICA'I.' CERTIFICATION

SHOULD READ’

BY AFFIDAVIT OF

ITEM NO:




"' STATEMENT BY LICENSED EMBALMER

A 1 A ol 0. - ,

| 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.

working under my personal supervision.

Student

Signature of Student Embalmer

Co
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in
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.




