" MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH B63-028751

. DlFART’MEH‘I‘ oF PUBLIC HEALTH amND HELFARE
T 1
Registration Distriet No. _____________ /.ZZPrimury Registration District No. A_/__?___o_&lneqillrol"l Ne. ____3_'?_21 STATE FILE NUMBER

DO NOT WRITE
ON THIS STUB AMENDED FH FEFDO—H-221983

N

1. PLACE OF DEATH : 7. USUAL RESIDENCE (Where deceased lived. If instifution: Wesidenca before

. COUN H sl
a TY Jackson a. STATE MlS SOU.I'P' COUNTY Jackson admiision)
b. CéTY {If ourside corporsie limits, giva TOWNSHIP only) Length of stay in 1b ¢c. CITY Inside Limits

@wn  Kansas City 14 Yrs own Kansas City Yo B o3

VS5 300
Rev. 4759

! <. FULL NAME gF {If NOT in hosplital, give location) Inside Limits d. STREET {If cutside, give location) Reside on Form

HOSPITAL O

213 INSTITUTIONG ] 8 E. 9th Stteet Yer [ No(J ADDRESS 918 E. 9th Street Yos O No BF
3 = " NAME OF DECEASED First Middle Last 4 DATE #onth Day Yeor

(Type or print} OF
Anna Webster oeath  July 1 1963
5. SEX 6. COLOR OR RACE 7. Married [  Never Marrled [} |8. DATE OF BIRTH | 9 AGE (laat birthday} | IF UNDER | YEAR [F UNDER 24 HE
. i i Months | D H Min,
Female White Widowed & Diverced D (] _6-1877 | 86 Yrs ontha [ Baye | Hours | Alin
100- USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE [City and siate or country) | 12. CITIZEN OF WHAT COUNTRY
dugi { working life, if reti
AP FIOFghing tfe. even if retired) At Home Brooklyn New York UsAa
13a. FATHER'S NAME 13b. MOTHER'S MATDEN NAME 4. NAME OF HUSBAND OR WIFE
Maxwell Erghard Levina (Unknown) Ralph E. Webster

15, WaAS DECEASED EVER IN U.S. ARMED FORCES? 18, SOCIAL SECURITY NO. | 17. INFORMANT Address
{Yes, no, or unknown] | (If yes, give wer or dates of servic.

o " %a Mrs, Fthel M, Clark 310 W, 49th St,

18. CAUSE OF DEATH (Enrer only one cause per line INTERVAL BETWEEN
PART |. DEATH WAS CAUSED BY: . - OMNSET AND DEATH

IMMEDIATE CAUSE (a} @:- JJ._‘I’_&?J___

Conditions, if any,]  DUE TO [b) gaAd.
which gave rise 10

above couss (a), —

stating tha under. —— '
lying cause lost. DUE TO (<)

PART II. QTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal PART ill. 1f decessed was female war
ditease condition given in PART | {a) there a pregnancy in last 90 days.

' [ Yes LD No I [ Unknown

DATE AMENDED

—
Z
w
=
2
v
o}
fat

19. WAS AUTOPSY | 20a. ACCIDENT  SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY QCCURRED. (Enter nature of injury in PART | or PART 11 of item 13.)
PERFQRMED? [m] 0o a
YES [ NO q‘

20 TIWME OF  Houl  Month, Day, Year |
INJURY a.m,
p-m.

20d. INJURY QCCURRED 0. PLACE OF INJURY [e.g., in or sbout home, | 20f. CITY, TOWN, OR LOCATION
WHILE AT WORK [] farm, factary, street, office bldg., ete.}
NOT WHILE AT WORK [J

—~ —
21, | artended the d d from Vi ?ao rq_LZﬁ_LﬂLund last saw 'ﬂf-:. slive o .
Death oceurred m_{,_f -:_) m o o date itated above, and ta the best of my knowl f from 1he causes stated.

22¢. DATE SIGNED

232, BURIAL, CREMATION, | 23b. DATE 3¢, NAME OF CEMETERY OR CREMATORY %{OCA‘I’ION {City, town, or tounty) {S1ate)
REMOYAL (Specify) .

Buria 7-3-63 Mt, Moria Kbnsas City, Missouri
RAR'S SIGNATURE

24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. 26. R
Stine & McClure Kansas City, Missouri 7,._?-—63 ,u,m g?

{Licensad Embalmer’s Statement on Reverse Side}

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

USE BLACK INK

TYPEWRITER RIBBON

SHOULD READ

C. B, Tasker mepicaL cermiFicaTiON

BY AFFIDAVIT OF

ITEM NO.




STATEMENT BY LICENSED EMBALMER

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

or by Student Embalmer No.

working under my personal supervision.

Student Signedw
Signature of Student Embalmer

Licensed Embalmer No. ) _0 7 i

P. O. Address—}'ig,_i N ]C)

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 handwriting.

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

T




