MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH d'[ 3-028708

ORPARTMENT OF PUBLIC HEALTH AND WELFARE 4

STATE FILE NUMBER
DO NOT WRITE AMENDED Registration District No. _______ —! /_Zf Primary Registration District N{_--_- e ___Registrars No
ON THIS §TUB FH_E o AU 1T 219683

b

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decensed lived. If institution: Residence before

a. COUNTY JACKSON a. STATE MISSOURI b. COUNTY JACKSON admission)

b, Cé:r (If outside corporate lmits, give TOWNSHIP only} Length of stay in 1k c. CITY inside Limirs
OR

TOWN KANSQ.S cm 12 daya TOWN HWCE Yes [J Ne O

¢. FULL NAME OF {If NOT in hospiral, give locstion} Inside Limits d. STREET (if cutside, give location) Reside on Farm
HOSPITAL OR ADDRESS

isTUToN v A HOSPITAL Yol N3 15206 MAYES ROAD Ye O WO
3. NAME OF DECEASED First Middla Last 4, DATE Month Day Yaar
{Typa of print) OF
SCOTT WINFIELD  THOMPSON PEATH  July 24, 1963
5. SEX 6. COLOR OR RACE 7. Married ] Never Married {1 [8. DATE QF BIRTHg | 9- AGE (last birthday) | IF UNDER 1 YEAR_ [F UNDER 24 HR

. widowed [ Divorced [ Months | Days Hours Min.

Male White 4-5-87
10a. USUAL OCCUPATION (Ghve kind of work dona | 106, KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE {City and srats or country} | 12. CITIZEN OF WHAT COUNTRY
during most of working life, even if retired)

___ Retired interior decordtor U § 9
i3a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME USBAND 1
15. W% DECEAS%E ESEREN ﬁ! ARMED FORCES?

[Yes, no, or unknown) | (If yes, give war or dates of setvice)
Yes |" Yt

V5 300
Rev. 4/59

DATE AMENDED

18. CAUSE OF DEATH (Enter only one cause per line for (a), (o), ano (g i INTERVAL BETWEEN
PART 1. DEATH WAS CAUSED BY: ONSET AND DEATH

mmeDIATE cAuse ) _ Myocardial infarct, acute extensive
Conditions, if any, e tom _ Generalized atherosclercsis

which gave rise to
above cause [a),
staling the under-
lying cause last. DUE T ()

PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the rerminal PART 1. If deceasad wrat_ female was
discase condirion given in PART | {a) there a pregnancy in fast Y0 days.

[D Yes l O No l O Unknawn
19, W.ASgA,;inOPSY 20a. ACCIDENT  SUICIDE HOMDICIDE 206, DESCRIBE HOW INJURY OCCURRED. (Enter noture of injuty in PART | or PART Il of item 18.)
m} O

—
ra
w
=
=
o
Q
[=]

PERFOH D?
YES NO O3

20, TIME OF  Houl  Month, Day, Yaar |
INJURY a.m.
p.m.

20d. INJURY OCCURRED 20e. PLACE OF INJURY {e.g., in or about home, | 20i. CITY, TOWN, OR LOCATION
WHILE AT WORK [ {arm, factory, street, office bldg., alc.)
NOT WHILE AT WORK (O

21VB attanded the deceased h.,m_.nuy_la,_lgés_ o July 2k, 1963 1e0acuaifannn.
Death occurred st hs__a..m on the date stated above, and to the best of my knowledge, from the causes stated.
22b. ADDRESS . 22c. DATE SIGNED

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

22a. SIGNATURE {Degree or titla)

JUN SOGA, M.D. Jom Soaa, M. _ 72463
23a. BURIAL, CREMATION, | 23b. DATE U 23¢. NAME §OF CEMETERY OR CREMATORY B TION {City, tawn,“of county) {State)

REMOVAL (Specify)

7-26- K RIDGE ME S SDEEENDEN.CE_N_MQ_.—__—
14.BH§s&Lmnecron 26-63 ADDRESS oA 25, DJ¥TE RECD. BY LOCAL REG. | 26. n:clsrsrn's SIGNATURE

EQ.C.CARSON & SONS, INDEPENDENCE, MO, 72563

{Licansed Embalmer’s Statement on Revarse Side}

USE BLACK INK

TYPEWRITER RIBBON

SHOULD READ

BY AFFIDAVIT OF

ITEM NO.

o




f"_‘.a L - '..r._uUh;

STATEMEN'I' BY I.ICENSED EMBALMER
48T TrnuEo D LegilaToron - -
N

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

or by Student Embaimer No.

working under my personal supervision,

Student Signed 9/&’"‘-‘"" /(Q A&ﬂ—ff—éd/‘/

Signature of Student Embalmer

Licensed Embalmer No.

228
ar P O. Address )ﬁ(

q —r--

N BRI ST PLA S 1) R

e PR PR 4 [— "

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

If embalmed by a STUDENT, .he alsorshall sign in his OWN handwrmng

i this® boay is not embalmed fact should be so stated above.

[




