MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH - =63=016089

DEPARTMENT OF PUBLIC HEALTH AND WELFARE
Registration District N /V? Pri [ ion District NoJ/ @ _© Zrw  posistrar S STATE FILE NUMBER
DO NOT WRITE AMENDED sgisiration =¥ o #—FPrimary, Rs ion District No gistrar's No. m

ON This STUB P— - ) R X
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. I institution: Residence before

V5.300 a. COUNTY Jackson a. STATEl g gouplt cOuNTY JTaokson admisslion)
Rev. 4/59 b. cg:'uf cutside corporate limits, give TUWNSHIP only) Length of stay in 1b. P C(l)‘ll"\' Tnside Limits
own Kensas Clty 50 Yra, own Kansas City - Yes (X No [

c. FILL NAME OF {1f NOT ‘in hospital, give jocation) inside Limits d. STREEY ¥ cutsids lva locati
HOSPITAL OR P ( ide, giva location) Reside on Farm

wsnition 101 E, 36th St YesX) No[J APPRES 5835 Park Yes [J Ne
3. NAME OF DECEASED First Middle Last 4. 15ATE Month " Day

(Type or print} OF
Tda May Hayes pEAH  April 3, 1963
5. SEX 4. COLOR OR'RACE 7. Marrisd ‘Never Married [J [8. DATE OF BIRTH.] ¥ AGE [iast birthday) | IF UNDER | YEAR | IF UNDER 24 HR

Female Whit e Widowed Divorcad [] | J'uly R 10 » h_ 87 8 84 Months | Days Hours Min.

10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUS:I'RY 11. BIRTHPLACE (City and stete or country) | 12. CITIZEN OF WHAT COUNTRY

‘Hetsekaoper " = Home Jackson County,Mo} ESA

13a. FATHER_‘S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME CF HUSBAND OR WIFE
Willlam Henry Alley Melisse M, Frost Pitts Hayes (Dec,)
15. WAS DECEASED EVER IN \1.S. ARMED FORCES RO. - |17. INFORMANT Address
.or unk If . give wal d f
B (- P Mt 5 8. Lester C, Oman,Kansas City, Mo

- v = - .
18. CAUSE OF DEATH (Enter only one cause per line for (a) INTERV
PART I. DEATH WAS CAUSED 8Y; . - ONSETAND DEATH

IMMEDIATE CAUSE (s)

rJ
Conditions, if .ny,l DUE 7O (b)m

DATE AMENDED

Yaar

DOCUMENT

which gave rise 1o
sbove cauw {(4),
stating the under-
lying cavse last. DUE TO {c}

ART 11. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to..the terminal PART 11l 1¥ decassed was female was
F disease condition given in PART | (s) thare & pregnancy in last 90 days.

] 0O Yes | O No l O Unknown

9. WAS AUTOPSY | 20s, ACCIDENT  SUICIDE  HOMICIDE 206, DESCRIBE HOW INJURY OCCURRED, (Enfer nature of Injory in PART | or PART IT of item 18.)
PERFORMED? a O m]
YES[1 NO

20c. TIME OF Howr Month, Day, Year
INJURY am. '

: pom, .

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

WHILE AT WORK [ farm, fectory, sireet, office bldg., am.)
NCT WHILE AT WORK [ /. e St

. | attendad the dece: J 3// _’ ;é 7 fn#‘#éi——lnd last uw_::.n'live on##%L_
M{ __m on the date stated above, and to the best of my knowledge, frém the causes stated.
]

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

Death .accurrad at,

SHOULD READ

’

USE BLACK INK
OR
TYPEWRITER RIBBON

23d. [OCATION {City, 1o
etery | ‘ Jackson Cdéu
74. FSNERAL DIRECTOR 2 oress 25. DATE RECD. BY LOCAL REG. | 26. aecnsﬁsssmnﬁng
Langsford Funeral Home Y. £-63

Leal's Summit, Milssourl {Liconsed Embalmar's Statement on Reverie Side)

ITEM NO.




STATEMENT BY LICENSED EMBALMER -

| hereby cert'i.fy that the. dey whose nan;e is recorded.on the reverse side of this certificate was embalmed by me,

, Student Embalmer No.

or by
waorking under my personal supervision.

Student,

Signature of Student Embalmer

Note: The above MUST BE SIGNED. BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Fallure to comply

with the sbove constitutes grounds for revocation of license).
. If embalmed by a-STUDENT, he also shall sign in his OWN handwrmng
If this body i not embalmed fact shoulid'be so stated above, ’




