MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH, 263-024619
DEPARTMENT OF PUDLIC HEALTH AND 'ELFARE

TATE FILE N
NOT WRISE DED Registration District Nol = 1n.F‘:'Z...._..J’rImarw Regmra!mn District No/ 62\ 11 *s No. - 3489 STATE F UMBER
ON THIS STUB i IEEM SO 5 IO

1. PLACE OF DEATH ~ 2 USUAL RESIDENCE (Whare decessed lived. If institution: Residence before

s. COUNTY Jackson ) » STATE Miggeurl b county  Jacksen sdmisaton)
b. CITY {i¥ ounside corporats limits, give TOWNSHIP anly) Length of stay in 1b .. CNY Inzide Limits

1wn Kansas City 23ens. || W Kansas City Yes [X No

c. :‘UOI.&I_; NATEOOF {If NOT in hospital, give location) - Mside Limits d. STREET (I¥ qutside, give |ocation) Reside on Farm

ADDRES
INSTUTION . Manorah Medical Center [Yef Mo §130a7-ﬂillcrest Yes [K No [
3 NANE GF DICCASED First Widdie Lot 4. DATE Month Day Veor

Eor anl , Luc 1110 - ) Str@mayar DEPI:TH 6-2 0- 1963

5. SEX 4, COLOR OR RACE 7. Married Ne'ver M.-med O |s. TE OF BIRTH | ¥ 7&;:7 birthday) | IF UNDER ,IDYEAR IF UNDER 24 HR
] . Widowed I Divoréed - 7 Months ays | Hours | Min.
Fenale White dsed | Overeed /7-/ 5

10a, USUA CUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City an8 state or country) | 12, CITIZEN OF WHAY CQUNTRY
riplp most of working life, even If retired)
i pon? VA INSiE, T ENMN ¢-S.A.
13a. FATHER'S NAME 13b MOTHER'S 14. NAME OF HUSBAND OR WIFE

DEL PRy qrm; /xa-d Joﬁw ngwp_m_
15, WAS DECEASED EVER IN U.S. ARMEDAORCES? NT Addreas

{Yas, ar unknown) I(If ves, give war or dates of sarv

V5 300
Rev. 4/59

..J

>

"BATE ANENDED .

NEM —_

e

| @
T

S FOLLOWS

.

T 18. CAUSE OF DEATH (Enter only one cavse per |3MWTWM-—'W' INTERVAL BETWEEN
PART . DEATH WAS CAUSED BY: ) -ONSET AND DEATH

IMMEDIATE CAUSE ) Runture of aneu i¥a

hemorrhage

0

AMENDMENTS ON- THIS RECORD AR

[=]

DOCUMENT

which gave riss to
asbove cavse  [a),
stating the under

lying cause last.

INSTEAD OF

Conditions, if any, ] DUE TO (b}

DUE TO {)

PART Il. OTHER SIGNIFICANT CONDITIONS CQNTRIBUTING TO DEATH but not relalud to hﬂ terminal r PAR'{“L If decoased was female was
disease conditicn given In PART | () CArcinoma o left brea there s pregnancy in last 90 days.

general arteriosclerosis with hypertension EELS | O Unkecrwn
19. WAS AUTOPSY | 200. ACCBENT SUII[:]IDE HOAECIDE 20b. DESCRIBE HOW INJURY OCCURRED, {Enter nature of injury in PART | or PART Il of item 18.)

nohe none
20c. TIME OF Month, Day, Yesr | ,
INJURY am, o . ) -

PMIIONe . .
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., in or about homs, | 20f. CITY, TOWN, OR LOCATION
WHILE AT WORK farm, factory, street, office bidg., stc.} .

NOT WHILE AT Wi gﬂﬁ'&e none “"'\Q
.21, | attandad Iho deceased from_é.-lh,-é;——-—‘ fn__égm-ég——md lust saw_b_pllvc an A...on._{,‘a

Death occurred If_—3.lﬂ0—£‘-M m on the date stated above, snd ta the best of my knaowledge, from the causes stated.

Tl NED
E:D 2 ’9"‘“5 @ i ' i) . ‘b\ 0& %sbpﬁ;sOfSSSional Bldgn, gi?i—ég
Bza. RIAL, CREMATION, Z3c. NAME OF CEMETERY OR cam!;on jl'% N GLATON iy, Town, or county] {State) '
OVAL (Spacify) -
LR/~ (P63 | Jw-Tro exfgmgﬁe Y/ y, 7L oen
25. DATE RECD. BY OCAL RE

TRAR'S SIGNMATURE

24. FUNERAL DIRECTOR RESS 28,

- (L s Sta on Reverse Side)

MEDICAL CERTIFICATION

1e

USE BLACK' INK
_ OR
TYPEWRITER RIBEON

© SHOULD READ

BY AFFIDAVIT OF

ITEM NO.

P




1

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,

quden‘l Embalmer No.

or by

working under my personal supervision.

Student

Signature of Student Embalmer

Nofe The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWEHANDWRITING. (Fallure to comply

with the above constitutes grounds for revocation -of license).
tf embalmed by a STUDENT, he also shall sign in his OWN handwrmng
H this body is.not embalmed fact, should be s stated shave.




