MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

DEPARTMENT OF PUBLIC HEALTH AND “ELFARE . STATE FILE NU.
Registration District No, M_Z_.anary Registration District No. ____¢"&2. a..éllegarl‘ur’: Now e MBER

DO NOT WRITE AMENDED -
ON THIS STUB F H E ) !v:l._l "5 1\[!\3 _
PLACE OF DEA i 2. USUAL RESIDENCE (Where decessed lived. If institution: Residence before

VS 300 a. COUNTY Jackson a. STATE K b. COUNTY Io) n admission)

Rev. 4/59 b COITY {If outside corporate limits, give TOWNSHIP only) Length of stay in 1b . CI'I’Y : Ingide Limits

ShWEansas City 42 hra, TowN Overland Park YO No OO

e FULL NAME OF (4 NGT in hospital, give location} Intide Limits d. STREET (W outside, give location) Reside on Farm
- HOSPITA| ADDRESS

AON Menopah ‘Hospital g oD 6801 W, Blst St, el

3. NAME OF DECEASED First Middl Last 4.
B O iddla as! D&;I‘E Menth Day Yaar

TDATE AMENDED

1
I EE

3 . .
4 _Laura Fa. Shinn DEATH June ] %6%
Z 5. SEX 6. COLOR OR RACE 7. Manied [X  Never Married [ [6. DATE OF BIRTH | 5 AGE [last birthday) |IF UNDE AR | IF UNDER 247HR

Female - | Gaue, Widowsd 0+ Divercad [ 1/2%#1&39 6l tontha [ T | Mewn | Min
10a. USUAL OCCUPATION {Give kind of work done | 105, KIND OF BUSINESS QR INDUSTRY| 117 By PLACE (City and state or country) 12. CITIZEN OF WHAT COUNTRY

dtroh:agg,of \n?kirm lte, even If retired) ‘| Orick, Missouri UeS.4A.

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

Charlie Farris Jona Stanley John N, Shinn
15. 'WAS DECEASED EVER IN'U.S. ARMED FORCES? .1_6. SOC!AL S‘ECURETY NO. 17. INFORMANT Address
{Yes,. nwunknown) |(If yas, give war.or dates nf sarvi J-ohn Sh’.nn' Overland Pa.l'k, Kanasas

18. CAUSE OF DEATH (Enter, only one cause per line BETWEEN
: PART |. DEATH WAS CAUSED BY: D DEATH

IMMEDIATE CAUSE (a) H}ocardial ,Infarction

5
6

o
2.
¥201

10

7
8
9

11

124/ o

13

DOCUMENT

which gave rise to

above cause (a),

stating "the under-

lying cause last. DUE TO (¢] "

PART. Il... OTHER 5|GNIF|CAN1 CONDITIONS CONTRIBUTING TD DEATH_but not. rllm |o the lcrmirlal s PART 111, If deceased was femele waa
v disease condition given-in PART | (o) - there a pregnancy in last 90 days

IT:] Yos l ﬂ No I O Unknown
TS WAS.AUTOPSY | 205 ACCIDENT SUICIDE  HOMICIDE |- 20b. DESCRIBE HOW INJURY OCCURRED. (Entor neture of injury in PART | o7 PART 11 of frem 18.)
. PERFORMED? g O m] :

Conditions, if any, DUE TO (b}

YES [ Noﬂ

- 20c. TIME-OF, Hour Month, Day, Year
INJURY B .

. B B-m.

20d. - INJURY OCCURRED 20e PLACE OF INJURY [e.g., in or about home, 20f. CITY, TOWN, OR'.LOCATION.'_ -
WHILE AT-WORK [J Foen Factory, sirset, office bldg., stc. : A
NOT WHILE AT WORK O

e "
b 'h’ d""“ N—I—MAB——LQ—L _Ll%lm—lnd last saw m"‘ on_‘ D. ;1 Maadl ! &3
m on &e at@”stated above, and to the ben of my knowledge, from the causes atated. .
¥

22b. ADDRESS 2% DATE SIGNED

NN rm-,_Ig 19 et

- BURJALJCREMA A D 73c. NAME OF CEMETERY OR CR 0 1 2ad | i - {State)
REMOV? i ‘ .

Buria ne 1 Mt. Moriah-

. :ﬁfsnm EI.RECTOR 5. I 3 * | 25. DATE RECD. BY LOCAL REG.

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD CF

S COUNTY® ~ 7 STATE

USE BLACK INK
OR
TYPEWRITER RIBBON

berman Jr. MEDICAL CERTIFICATION

SHOULD READ

e

1

BY AFFIDAVIT OF

ITEM NO.




dotroLaotal

STATEMENT. BY LICENSED; EMBALMER

4

I hereby cerlify that the body whose name is‘ recorded on ﬂ?\e reverse side of this certificate was embalmed by me,

- or by - - ; Student Embalmer No

working under my persenal supervision.

Srudent 5 o ". //'_M M

Signature of Student. Embealmer

a.—'

t1

- Licensed Embalmer No

P. '0._.'Address :

Nofe: The .above .MUST BE- SIGNED BY THE LICENSED EMBALMER in his-OWN HANDWRITING (Faiture to comply

\mfh the above-constitutes grounds for revacation of license). =
ol L embalmed by 8, STUDENT, he also shall sign,in his OWN handwrmng
If this bady is not embalmed fact-should be so stated above

LR TR i 2

reasd nnna®

5—‘ G..:.'- 15

e




