MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH -

A
DEPARTMENT OF PUBLIC HEALTH AND WELFARE -
C AL T AND LA LUT v voiursion i ol B2 segumarrn . B
DO NOT WRITE AMENDED egittration District No. ——————— = rimary Regiatration District No g s No.

QM THIS STUB >
1. PLACE OF DEATH 2. USUAL RESIDENCE (Whera deczased llved. If Institution: Residenca before

a. COUNTY Jeckson a. STATE Jfio . b couNTY Jackson admission)

b. c&'r {If cutside corporata limits, give TOWRNSHIP only) Length of 1tay jg 1b . C(’DTRY Inside Limits
rows  Kansas City .-'Iﬂ—ée-? rown  Kansas City YesX1 No [

1 <. FULL NAME OF (If NOT in howpital, give location) inside Limita d. STREET (If cutsida, give location) Reside on Farm
HOSPITAL OR ADDRESS

o2 3)( 5% mstuioN Baptist Memorial Yes g No O 9332 Stubbs Rd Yee O No Ok

3 3. FIIAME OF _DE)CEASED Firat Middle Last 4, DéQ:E Month Day Yeoar
ypa ar print

Verna Belle Rice pean  7/21/63

5. SEX 6. COLOR OR RACE 7. Married{D]  Never Married O [8. DATE OF BIRTH 9. AGE (last birthday} | IF UNDER 1 YEAR | IF UNDER 24 HR

_Fem White Widowed [ Divorced [] 12/29/1904 58 Months Daye Hour,T Min.

10s, USUAL CCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE {City and state or country} | 12. CITIZEN OF WHAT COUNTRY

I Proration clerk . | Adlers Store Independence, Mo s A

T3a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE
Jerry V. Chrisman Oma Belle Warden Christopher Rice

15, WAS DECEASED EVER 1N U.S. ARMED FORCES? 16, SCCIAL SECURITY NO. |17. INFORMANT Address

(Yes, ﬁ.dzr unknown} I (If yau, give war or dates of servid Christopher Rice X 9332 Stubbs Rd KC 39 .

18. CAUSE OF DEATH (Enter only ona ¢ausa per line INTERVAL BETWEEN
P

ART I. DEATH WAS CAUSED BY: . CINSET AND DEATH
_ IMMEDIATE CAUSE {a) Mm—”ﬂJ
N -

Candilions, if any, DUE TO (b) M""“U

which gave rise to

above causs (a), g

stating the under- MM&JW

lying cause last. DUE TQ (¢) v .

PART 11. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but net releted 1o the terminal PART 1. If doceased was females war
dissase condition given in PART ) (a) thers a pregnancy in last 90 deys.

0O Yes I 0O Ne I [J Unknown

19, WAS AUTOPSY | 20s. ACCIDENT  SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. {Enter notvre of miufy in PART | or PART Il of item 18.}
PERF: D7 O m] O
NO O

20c. IME OF Hour  Month, Day, Year
INJURY am,
p.m.

20d. \NJURY OCCURRED 20w, PLACE OF INJURY {e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY
WHILE AT WORK [] farm, factory, street, office bidg., stc.)
NOT WHILE AT WORK ]

21, | stended the deceased from 7"/3"63 to F?"Z/- ()-ﬂd last saw :::‘ slive on. 2= 2-0-")

Death occurred at _7"—‘"—;4 m on the dats steted above, and to the best of my knowledge, from the causes #isted.
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AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

22a. SIGNATLRE [Degree or title) [ ZZ5. ADDRESS — 22c. DATE SIGNED
.- p_..—-'m &#/ /Vé . 7'2.)‘63 ~
*27a. BURIAL, CR TION, | 23b. DATE 23¢. NAME OF CEMETERY OR CRI ORY 73d. LOCATION(City, town, of county) {Srate)

nrind 7/24,/63 Floral Hills Kensas City, Mo

X4{24. FUNERAL DIRECTOR ADDRESS 25. DATE ®RECD. BY LOCAL REG. | 28. REG%R‘S SIGNATURE
Sheil Colonial F, Home K C Mo 27-23.6.3 [ ceZX ['ﬂ, z
: ’ - {Licansed Embalmar's § on Reverss Side) ’

USE BLACK INK

TYPEWRITER RIBBON
SHOULD READ

BY AFFIDAVIT OF

ITEM NO.




- STATEMENT 'BY -LICENSED EMBALMER

1 hereby certify that the body whose name is recorded an the reverse side of this certificate was embalmed by me,

Student Embalmer No.___

Signed \f/%@“ 77&%

Licensed EmbalmerNo ﬁ//gj
p.O. Address_ T < C < %’/Z@

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

If embalmed by a STUDENT, he alse shall sign in his OWN handwriting.

Ifithis bodyis-not embaimed, fact should be so stated above.

or by

working under my personal supervision.

Student

Signature of Student Embaimer
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