MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH ~63~-015270

DEPARTMENT OF PUBLIC MEALTH AND WELFARE

Registration District No. $ i Primary Regi ion District No. Registrar's No. -}-5
DO NOT WRITE AMENDE - = e e e 9 4
ON THIS 5TUB o

STATE FILE NUMBER

1. PLACE OF DEATH' 2. USUAL I.BIDEI'ICE {Where deceased lived. If institution: Residence before
. COUNTY Cass a. sTATEM 1 ssour i county Jackson admission)
b. CITY (if outside corporate limits, give TOWNSHIP only) Length of stay In b c. CITY Inside Limin

15 Austin Twp. Instant o Kansas City Yuli No D

c. FULL NAME OF (If NOT in hospital, give location) Inside Limits d. STREET ]
L AE { i {If outside, give tocation) Reside on Farm

ey Miles S, Harrisonvilleso wex ACDRESS Uohé Roanake PXWY | veO nem

3. NAME OF DECEASED First Middie Last 4. DATE Month Day Year

(Fype ar print) KAREN KAE SHELTON ofAmi April 26 1963
— T Coiom On RACE . Marrfem‘ Never Married [J |B. DATE OF BIRTH 9. AGE {last birthday) | IF UNGER 1 YEAR IF UNDER 24 HR
Female Wh.it e et Divorced 0 9/2 5/19_%’; 25' Months Dovrl Hours ] Min.

10a. USUAL OCCUPATION {Give kind of wark done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state or country) | 12. CITIZEN OF WHAT COUNTRY

Biggyeessof workine life, sven it reticed) | Dept, Store Salina, Kansas Usa
13a. FATHER'S NAME t3b. MOTHER'S MAIDEN NAME 14. NAME OF BUSBAND OR. WIFE

Kennesth Kiesel Virginia Sweeney James Shel ton
T5. "WAS DECEASED EVER IN U.S. ARMED FORCES? —_ — |16, SOCIAL SECURITY NO. | 17. INFORMANY
(Ye3, no, or unknown} | (If ves, give war or dates of 3 6)+ 5 S ganta Fe
Tio | [enneth Kiesel Sn'l--y_-.‘_-. ¥a

[ 18. CAUSE OF DEATH (Enter anly one cauta per Ty Yor {ay, (OF, 2Nk el LiiiLe ATl ‘JI ﬂlVAL BETWEEMN
PART I. DEATH WAS CAUSED BY: - ' (‘ m M . T AND.DEAT)
IMMEDIATE CAUSE {a} ) D
- 1
. . . [
Conditions, # w-} DUE TO (1) ng

¥S 300
Rev. 4/59

1a/90
23728

DATE AMENDED

DOCUMENT

which.gave rise to

above cavse {a),

stating the under-

Iying cause last. DUE TO (c)

PART 1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING 10 DEATH but not related to the terminal PART NI, If deceased was femole was
disease condition given in PART'I (a) . ers & pregnsncy in last 90 days.

I[]Yas | O Ne |I]Unknewn

19, WAS AUTOPSY | 20a. ACC%?‘T -SVICIDE HOMllelDE Z0b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
a- N '

PERFORMED? d
YES 0 NO

20c TIME OF _Houl  Month, Day, -Yeur |

?N;URY Al 4, .

N RED 20e. FLACE OF INJ {e.g., in orgpboBt home, 20f. CITY, TOWN, OR LOCATION
2d {MN}!I'I.'LEYAOTCV‘\:!%I;K O farm, factory, street, cffu:e bidg., etc.)
NOT WHILE AT WORK.[J

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD:OF )

MEDICAL CERTIFICATION

hd and last saw :,m alive on

ﬁﬂu date stated abl (}pand to the-best of my knowledge, from the causes stated.

21. | attended the decessed from. ; = to.

‘Death -occurred  at.

H] TURE : i - b. ADDRESS - 22¢. DATE SIGNED
50 o O Bins | N annins e 7o | 3hori7ob3
73a, BURIAL, CREMATIDN, | 23b. DATE e H ety 3. : o - tow (State}

REMOVAL {Specify)

Remov al 4/27/1(;6‘}0\;&55 C?SmEJEEeRECE BY LOCAL REG. %TE&?’{}E%&A?URE
24. FUNERAL DIRECTOR p.
Atkinson Dickey, Harrisonville, Md, ¥~ RZ- é3 |2 44

{Licensed Embalmer’s Statement on Reversé Side)

SHOULD READ

USE BLACK INK
OR
TYPEWRITER RIBBON

BY AFFIDAVIT OF

ITEM NO.




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.

working under my personal supervision.

Student,

Signature of Student Embulrrter_ o

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).

I -embalmed by a STUDENT, he also shall sign™in his” OWN h&ndwrmng :

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




