- MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH e Y
FM‘PANT‘HINT OF PUBLIC HEALTH AND WELFARE ’ QMW—

. . . . [-] a . .
DO NOT WRITE AMENDED Regmuﬂoﬂ’:ﬁ !2 mrﬁ:égz%ﬂmnn Regiztration District No. -_[____,_'_-'_faeqmur s Ne. _ ".""“"“"
ON THIS STUB K

I. PLACE OF DEATH - _JV B 2. .USUAL RESIDENCE (Whnre deceased lived. If imatitution: Residence before
a.'COUNTY Jackson s staEMigsourl s counry Jackson admission)

b. Cél: (I outside corporate limits, give TOWNSHIP only) I Length of stay in 1b c. C(!,TY ) Inside Limits
N - R P
own Kansas City 12 years rown Kansas City Yoo No [T

<. FULL NAME OF {If NOT in hospiral, give lucation} Inside Limits d. STREET (If cutside, give location) Reside on Farm
HOSPITAL OR ADDRESS
INSTITUTION 3t Joseph Hospital Yes OX No O 1026 Newton Yes 0 No [

3. NAME OF DECEASED First Middle R Last 4. DATE Month . Day~ Yeor
{Type or peint) OF -

Gladys Lena Flowers | EAm  May 10 1963
/ | 5. 86X . COLOR % EACE 7. Maried O Never Married [1 |B. DATE OF BIRTH | 9 AGE (lost birthday) m?hnsn IDYEAR ::unnsn 24 HR
g { | | | __Female White weewed O SheedX) g /41898 | 64 il Ml Ml s

104 USUAL OCCUPATION (Give kind of work done 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE {City and state or country) | 12. CITIZEN OF WHAT lCOUNTRY
during most of working life, even if retired) )

Cook Restaurants Appleton City, Mo, Us

13a. FATHER'S NAME 13b, MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE

Wally Flowers Addie Heazle _ Doc Beach

15. WAS DECEASED EVER IN U.5. ARMED FORCES? 16, SOCIAL SECURITY NO. | 17. INFORMANT Address

Yes, no, % 7 If , @i dates of service)
es "“ho " m"’l‘ i Subaiial Charles Biggs 1023 Newton
18. CAUSE OF DEATH (Enter only one cause per line for (a), (b), and (c}. L. INTERVAL BETWEEN

PART |. DEATH WAS CAUSED BY: 6 : O&ET AND DEATH
IMMEDIATE CAUSE (a) g ¢ Mi-? 4
L]
Condirions, 1f any, 1 DUE TO (5} MM c L P )
which gave rise fo

asbove cavse . =
stating the v r-
lying cause last. DUE TO {c}

PART il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but nat related to the terminal PART ill. If decessed was female was
disease condition given in PART | (a) . - \  there a pregnancy in:last 90 days.

~ Ta e I 0O Ne | [] Unknown

15, WAS AUTORSY | 202 ACCIOENT  SUICIDE  HOMICIDE 205, DESCRIBE HOW IFOURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18]
PERF, 7 (] ] : o

V5300
Rev. 4/59

1
23 9,08

DATE AMENDED

|

| o

o

o~

[
Z
1Y)
=
=2
U
o4
a

YES
20c. TIME OF Houl Month, Dsy, Year

INJURY a.m.
p.m.

20d. INJURY OCCURRED 20¢. PLACE OF INJURY (a.g., in or sbout home, { 20f, CITY, TOWN, OR LOCATION COUNTY
WHILE AT WORK ] ° farm, factory, straet, office bidg., ex.) i
NOT WHILE AT WORK [J

L A -
o~
. | sttendsd the deceassd frnm_%&%_@m}md Iast saw %Iivﬂ oﬂ 6 “s
Desth occurred ). e za_m on the date stated above, and to the best of my kmivledge, from the causas stated.
- "Z2b. ADDRESS 9 f zzc DATE SIGN
. 7702 M C Mo |S7/ a3

73c. NAME OF CEMETERY OR CREMATORY . LOCATION (City, town, or county} -(sam)

%_Gme_tﬂ:g__ Appleton Ci S50
DATE RECD. BY LOCAL REG. | 26, REGISTRAR GNAI‘URE
.S" —+7. b3 ”

on R Side}

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

USE BLACK INK
OR
TYPEWRITER RIBBON:

nner

SHOULD READ

BY AFFIDAVIT OF

ITEM NO.




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse ‘side of this cerfificate was embalmed by me,

Student Embalmer No.

or by
worki.ng under my personal supervision. - -
Student. Slgned_m—n %Z gﬂw
Signature of Student Embalmer
Licensed Embalmer No 6/7_&4’

P. O. Address ;{4 (b 0776 .

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

~with the above constitutes grounds for revocation of license).
I embalmed by a-STUDENT, he also shall sign in his OWN handwriting.
If this body is not embalmed, fact should be so stated above.




