[ MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

DEPARTMENT OF FUBLIC HEALTH AND WELFARK 9’

DO NOT WRITE AMENDED Registration District No - __Primary Registration District No. _&Q_L_z_fmimar's Ne. _______ _é'
gy - . <

ON THIS STUB il _E=tT i 1J¥he

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased fived. If institution: Residence before

&, COUNTY. & STATE b, COUNTY admissi -
o Missouri Clay (Jitsion)
b. COITRY {If outside corporate limits, give FOWNSHIP cnly) Length of stay in 1b ¢. CITY . Inside Limits

OR )
> _Excelsior Springs 21 years TOW Fxcelsior Springg Yo No 3
c. FULL NAME OF (If NOT in hospital, give location) Inside Limits d. STREET {If cutsicde, give location)

HOSPITAL OR ADDRESS Reside on Farm

INSTITUTIONG v 0] 5 § Hospital = - Yesjgl No[l €1l 014 Orchard Yes 3. No [T -
3. NAME OF DSCEASED First Middle Tast 4. DATE otk iy Vear

(Type or print) OF
George Roscoe Norris DEAT  June 30 196 3
5. SEX 4, COLOR OR RACE 7. Married 88§ Never Married [J (8. DATE OF BIRTH | - AGE [last birthday) | IF LINDER.T YEAR _{F UNDER 24 HR
Widowed Divorced Month ‘ B I H [ Min.
Whitﬂ idowed vorced [ (bt 28 188 79 onths ays lours in,

102, USUAL OCCUPATION (Give kind of work dong | 10b. KIND OF BUSINESS OR INDUSTRY] 11. élRTHPEACE (City and stete or country} | 12. CITIZEN OF WHAT COUNTRY
during most of working life, even if retired) '

_Gaﬁj_ener . Ve HQEPi‘hiL Tannae - USA.
T, FATHER'S NAME Tob. MOTAER'S MAIDEN NAME 1. NAME OF HUSBAND OR WIFE :

Katie Crum

15. WAS DECEASED EVER N L.S. ARMED FORCES? . - . FORMANT Address

(Yes, no, or unknown)| (If yes, give war or dates of service)
J%_Wnic&p__ s Katie Norris, Ex. 8prings, Mo .
18. CAUSE OF D {Enter only one cause per line for ib}, and {c}. INTERVAL BETWEEN
PART 1t DEATH WAS CAUSED BY: 2 P . ONSET D .DEATH
IMMEDIATE CAUSE (a) _ W
Conditions, if any, DUE TCO {b) ~

which gave rise 1o

: e Savse (s, Nt i pp—— L]
stating the under-
lying cause last. DUE TO (<)

oy — r A

yOTHER SIGNIFICANT CONDITIQNS EONTRIBUTING TQ DEATH but not related Y6 the terminal PART 11l If  deceassd” was female was
NITIC ) )
”

diseasegcondition given iy PART there a pregnancy in last 90 days.
W O ves [ O Mo | O Unknown
>

STATE FILE NUMBER

V5300
" Rev. 4/59

DATE AMENDED

o

i

W ] W
1t

il

—
=]

.DOCUMENT

ER|
T YES

20c. TIME OF Heul Month, Day, Year
v INJURY a.m.
Rt pom.

20d INJURY QCCURRED - - "’ Z0e. PLACE OF INJURY (e.9., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE

9. WAS W P0a. ACCIDENT suuctl]ne H ki 705, DESCRIBE HOW INJURY GCCURRED. (Enter nature of injury in PART | or PART 11 of item 18.)
PERF: ? [w] : f
A Yu) - :

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

* WHILE AT WORK (] farm, factory, streat, office bldg., etc.

.~ NOT WHILE AT WORK (-

o -
21, 1 attended the:decessed from __oc—&Lnnd last saw f alive or\%w
: i ‘ i kd€itndge,

on the date stated above, and to the best of my from' the causes stated.
o

IGNATURE 1 (Degrea or. title) . 22h, RESS . - . TE SUGNED
s /%ﬁ.w D el P %j’ y 1/
ON -(City;

230 BURIA EMATION, |- 26b. DATE 23c. NAME OF CEMETERY OR CREMATORY 23d, LOK towfl, or county) (Stard}
REM (Specify) -

24 FYNERAL DIRECTOR Mﬁﬁs’s__cm Hil] %. DATE RECD. BY LOCAL uh;:gc 26/] REGISTRAR'S - SIGNRTU .
tichard Funeral Home, inc. L3043 il erit W

EXCEiSiOI' oprin k S, MISSOL!ri {Licensed Embalmer’s Statement on Reverse Side)

h occurred at.

USE BLACK INK

SHOULD READ .

TYPEWRITER RIBBON

BY AFFIDAVIT OF

ITEM NO.




STATEMENT BY LICENSED EMBALMER

| hereby certify that the body whose nam; is recorded on the reverse side of this certificate was embalmed by me,

- . +

DEpyp—— ' . ‘ Srudenf_ Embalmer No.

working under my personal supervision.

Student,

Signature of Student Embalmer

- R~ ~*

Note:. The above MUST BE SIGNED BY THE LICENSED EMBALMER in_his OWN HANDWRITING!
with the above constitutes grounds for revocation of license).
|f embalmed by a STUDENT, he also shall sign in his OWN handwriting.
If this body is not embalmed, fact shou!d be so stated above. =




