*

DEPARTMENT OF PUBLIC HEALTH AND WELFARE

Regisiration District No. -........._..ZZA-__Prlmarv Registratian District No. nj//_:_a__legunlr ‘s No. -.LWZ]/

DO NOT WRITE
ON THIS STUB

AMENDED

MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

63-027668

STATE FILE NUMBER

V$ 300
Rev. 4/59

' LonY

DATE AMENDED

PLACE OF DEATH
a. COUNTY .-Clay. .

2. USUAL RESIDENCE (Where deceased lived.

o, STATE

Missouri

b. COUNTY

If institution: Residenca before

Jackson

admission}

. CITY (If outside corporate limits, give TOWNSHIP only}

wown  North Kansas City

Length of stay in 1b

ife

c. CITY
OR
TOWN

Kansas City

Insida Limirs

Yos ﬁ Ne (O

. FULL NAME OF (If NOT in hospital, give location} Inside Limita
R

HOSFITAL O

INSTTUTION Noyth Kansas Gity Mem. Hodg®GcMO

d. STREET
ADDRESS

(If cutide, give location)

1409 East 27th, Terr,

Reside on Farm

Yes [0 No [

3. NAME OF DECEASED

Firsr Middle

(Typa or priny)

-—  Infant James

C,

Last

WARF: - - ¢

4. DATE
OF
DEATH

Month

July

Day Year

5. SEX

Male

o
22 |

White

&, COLOR OR RACE

7. Married
Widowed []

Never Married )Y
Divarced [J

8. DATE OF BIRTH

7=12-196

IF_ UNDER 1 YE:\R IF UNDER_24 HR

9. AGE (Is3 birthday}
. - Months

Days

Hourl | Mln

103, USUAL OCCUPATION (Glve kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY
, during most of working life, even if retired) -

Home

13b. MOTHER'S MAIDEN NAME

Roanna Hulett
18, SOCIAL SECURITY NO.

11. BIRTHPLACE {City and state or tounl'rv) 12 CITIZEN OF WHAT COUN’I'RY

North Kansas City,Mo.
14, NAME OF F
nehe
Address
Home

T
13a. FATHER'S NAME
James Calvin Warf

15. WAS DECEASED EVER IN U.S. ARMED FORCES?
(Yes, no, or unknown) | (If yes, give war or dates of servi

USBAND OR WIFE

70
Z

17. INFORMANT
James Calvin Warf

C;%;ftz;tpté( Latn

/0.0

1

18. CAUSE OF DEATH (Erter only one cause per line
PART . DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (a}

INTERVAL BETWEEN
ONSET ANP DEATH

4

n
124, .0
13 :z/@

-
2z
wi
=
35
o
Q
a

Conditiens, if any,
which gave rise to
above causa (a),
stating tha under-
lying cause laal. DUE TO ()

PART 11. QOTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related 1o the terminel
diresse condilion given in PART | (a)

DUE TO (b)

INSTEAD OF

PART 11}, it decamed was  femple  wes
there & pragrancy in last 90 deys.

I O Yes l 0O Ne 0 Unknown
20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in PART ) or PART I} of item 18)

_ WAS AUTOPST
PERFORMED?
YES[O NO3

- TIME OF
INJURY

20a. ACCIDENT  SUICIDE  MOMICIDE
0 O O

Hou!
a-m.
p.m.

. INJURY QCCURRED

201, CITY, TOWN, OR LOCATION
WHILE AT WORK [J
NOT WHILE AT WORK [

2 (\ o
. | attended the decessad hm_%bla—c—s— 6 3md last saw :mn alive on /}7“‘ /Z i
J-] [+
L)

Month, Day, Year |

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS

MEDICAL CERTIFICATION

in or about home, COUNTY STATE

ate.)

20e. PLACE OF INJURY (e.g.,
farm, factory, strest, office bidg.,

Desth occurred '-20 Iam on the date ctated above, and to the bert of my knowledge, from the causes ststed.

] %. ﬂ 22b ADDRESS Mk % /L/qé o BATE SIGNED

7173
23¢. NAME OF CEMETERY OR cntmmonf 23d."LOCATION (City, lown, of county) {Stare}
. Garne
24, _FUNER ADDRESS
f%eiloé}-McGllley—Eylar 20 W. Linwood

.V.J..J..,IVLU.

(Degree or title)

USE BLACK INK

TYPEWRITER RIBBON
SHOULD READ

- BURTAL, CREMATION,
REMOVAL (Specify)

25. DATE RECD. BY LOCAL REG.

T 77

{Licensed Embalmer‘s Statemont on Reverse Side)

BY AFFIDAWVIT OF

ITEM NO.




&
o
,é)& £96l 2z 9NY

@“z\‘“‘: *

STATEMENT BY lICEN.‘;ED EMBALMER

[ hereby certify that the body whose name is recorded oai'\ the reverse side of this certificate was embalmed by me,

or by i L Student Embalmer No.
working under my personal supervision.

Student

Signature of Student Embalmer

Licensed Embalmer No. J-/;&
P. Q. Address Kc /{:. )77, a

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply
with the above constitutes grounds for revocation of license). '

If embalmed by a STUDENT, he also shall sign in his OWN! handwrmng

If this body is not embalmed, fact should be so stated above.

|




