MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH - =63-01624"7

Prin o STATE FILE NUMBER
"AMENDED -Registrati istrict No. _ V? Primary- Registeation District No. .[..L‘.Jrz.__lugimar't No. ___ _ fha y 4 S .

1. PLACE OF DEATH 2. USUAL RESIDENCE (Whers deceased lived. [f institution: Residence before

2. COUNTY »STATMY sgouri ® N Jackgon  misien
¢. CITY )

owKansas C ity

o. STREEET {If cutside, give location)
56 Madison

4. DATE Month

oiam April Y, 1963

DO NOT WRITE
ON TH1S 5TUB

Jackson
b.-CILY {If outside corporate limits, give TOWNSHIP only}
wowv  Kansas City

. FULL NAME OF (If NOT in hospitsl, give tocation)

ﬁ%{'m{n%o?ﬂkn esearch Hospital

3. NAME OF DECEASED
(Type or print)

VS 300
Rev. 4/5%9

Length of stay in 1b

2 yrs.

Inside Limits

ve3) NeD

Inside Limits
Yes ﬁ No

Reside on Farm

Yo O NoX)

[DATE AMENDED

Middie

MARIA

First

NELLIE

Last

ROCKER

Year

5. SEX
Female

6. COLOR OR RACE

White

7. Married [ Neaver Marri

9. DATE OF BIRTH | 9 AGE {last birthday}

IF UNDER 1 YEAR

IF UNDER 24 HR

Widowed [J

Divor

10-13-19

L 48

Months

Dn{s

Hours | . Min.

10a. USUAL OCCUPATION

(Give kind of work done

10b. KIND OF BUSINESS OR INDUSTRY] 11.

BIRTHPLACE (City and state or country}

12. CITIZEN OF WHAT C,QJ,NTRY

durﬂ mosf of \&klnqrih even if retired)

13a. FATHER'S NAME

Cortlagnd, Nebr. USA

14, NAME OF HUSBAND OR WIFE

13b. MOTHER'S MAIDEN NAME
15. WAS DECEASED EVER IN U.S. ARMED FORCES? 16. SOCIAL SECURITY NO. |17. INFORMANT Address Moline N

111.
(s nor ofgigrnown) |1 yo aive war o cum @ b |Mrs. E. Hudson,141 7th Ave.

EINTERVAL BETWEEN
NSET AND DEATH

18. CAUSE OF DEATH (Enter only one cause i R s
PART |, DEATH WAS CAUSED BY:

" O
IMMEDIATE CAUSE () W m
oue 10 6)_(C@R e srualIeid Md
. ] - I- . 0
s1ating the v - ‘

lying . cose  last. DUE TO (c}

PART {I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING 70O DEATH but ndt related to .the terminal
disease condition glven in PARY I'(a}

DOCUMENT

which gave rize 1o
above cause (a),
o

PART I, H deceased was  fomale .was
there a pragnancy in last 90 days.
[Oves | ON [ O unknown

njury in PART | or PART Il of item 18.)

Ciqdiliona, if any, l

9. WAS AUTOPSY
PERFORMED?
YES[(1 NoOO

20c. TIME OF
T INJURY

20a. ACCIDENT SUI%DE HOMclf:IDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter naturs of
O .

Hour
am.
~  pm.

Month, Day, Yesr

o
=
o
('8
2
W
[
<
Q
%15
HQ
@ (S
w i
x|Z
—
z
(o]
vy
—
4
3
Q
4
2

DICAL CERTIFICATION

20f. CITY, TOWN, OR LOCATION COUNTY STATE

20d. INJURY- QCCURRED 20w. PLACE OF INJURY {e.g., in or shout home,
" WHILE AT WORK []

farm, , sireet, office bldg., eic.)
NOT WHILE AT WORK O

WM /i /?fr 4/7}”,7/‘3 and Iaaluw'ﬁﬁrﬂiwow
2 N4 m on the date srated above, end fo the bast of my knowledds, from the causes atated,

12b. ADDRESS

S 224 & (DT 40

Cordova 2y. 111inois

25. DATE RECD. BY LOCAL REG. |26, REGIS%FGNAWRE 2

OR
TYPEWRITER RIBBON

sed

dad the d

. bat

USE BLACK INK

SHOULD READ

Z3s. BURIAL, CREMATI.ON
REMOVAL (Specify)

Remowval
24. FUNERAL DIRECTOR ADDRESS

Sheil Funeral Home, Kansas City.I

(Liceraed Embal

0
©
od
ad

BY AFFIDAVIT OF

ITEM NO.

—63

Side)




STATEMENT. BY LICENSED EMBALMER

)} hereby certify that the body whose name is recorded oﬁ the reverse side of this certificate was embalmed by me,

or by dent Embalmer No.

working under my personal supervision.

Student.

- Signar_ure of Studant Embalmer

Nofe The above MUST BE SIGNED BY THE LICENSED EMBALMER in hIS OWN HANDWRITING. (Failyre. to comply
’ -wnh the abave constitutes grounds for revocation of license), . .
if embalmed by a STUDENT, he also shall sign in his OWN handwrmng. s
If ihls body’is not embalmed fact should be-so stated above. - e ""\‘

+




