“MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH '*5534.03%11'

DEPARTMENT OF PUBLIC HEALTH AND WELFARE
; i : i ST,
DO NOT WRITE it Registration District No. ______.L%rlmm Registration District N, 2 Zemr —Registrar's No. 4393 A8 FILE Nuwser
©ON THIS $TUB AMEN - v 3 -
_F'%RW 4954 7. USUAL RESIDENCE (Where decemwsd Iived. If imafifution: Residence before

Vs 300 * COUNW — Jackson - STAE . Missour® “N  Hackson  misie

Rev. 4/59 b. CITY (if outiide corporate fimits, give TOWNSHIP only) - | Lenath of atsy in 1b e ey : Inxida Limita
. : R

TowN - Kansas City 4 Mons TowN Kansas City Yes [} No [

c. FH%; NAATEogF (if NOT in hospital, give location) Inside Limits .o gl;iil‘s (if cutside, give location) Roside on Farm

INSTTUTION  Gen Hosp & Med Center Yes [X No[] ‘ 3405 Denver Yes OO No X

3. NAME OF DECEASED Firsy Middl - .
R o e TR Rew b v

-

IDATE AMENDED

Helen Primm DEATH B = 2 o é;
5. SEX ‘ 6. COLOR OR RACE 7. Marriod XXI MNever Marriad [J |6. DATE OFBIRTH | 9 AGE (I_llt.bir‘fhdlv) IF UNDER 1 YEAR [ IF UNDER 24 HR
Female Negro Widowed [] Oivorced T §-10- 191 0 ra Months | Days | Hours | Min.
10a. USUAL O(;(_:UPAT!ON Give kind of work done | TOb. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (Clt_\f and state or country} | 12. CITIZEN OFf WHAT COUNTRY
HEQSBUA pagkine Ve sven if retired) 7 Versailles, Mo. ~ USA
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE
Willie Williams Sarah A Webb David C. Primm
15. WAS DECEASED EVER IN U.5. ARMED FORCES? 16. SOCIAL SECURITY NO. |17. INFORMANT Address
y N0, ki If i dates of sarvi B
(Yes, no, or unl nuwn)l( vaahgsmwarur s of sary] Clara Reed 31}05 Denver

18. CAUSE OF DEATH (Enter only ono cause per line EE
PART 1. DEATH WAS CAUSED BY; - 22 2 I('iqllgglvAA'NEEBgATs
: peritonitis

IMMECIATE CAUSE (a)

Conditions, If any, DUE TO {b)

which gave rise to

above cause (a),

stating the under-

lying cause last, DUE TO (¢)

PART 1I. OTHER SIGNIFICANT CONDITIHONS CONTRIBUTING TO DEATH but not related to the terminal PART 11, If deceassd was female was
. disease condition given in PART | (n) there.a pregrancy in last 90 days,

ID\'uI O Mo ] O Unknown
19. WAS AUTOPSY , 20s. ACCBEN‘I’ SUIEIDE HOMﬁC'DE Z0h. DESCRIBE AW TNJURY OCCURRED. {Enter nature of injury in PART | of PART Il of item 18.)

DOCUMENT

pelvic &dbscess

PERFORMED?
YES ] NGO
" 20c. TIME OF Hour, Month, Day, Yeasr
INJURY aum.
p.m.

20d. INJURY. OCCURRED 20e. PLACE OF INJURY {e.g., in or about hame, | 20f. CITY, TOWN, OR LOCATION
WHILE AT WORK farm, factory, street, office bldg., ere.)
NOT WHILE AT WORK ]

2t | ded the d d- from 8-2—63 to. _822263_and fast saw mllive oﬂ_8.=2-6.3___———
Death (aﬁf-ﬁ-f\ 11:55 8B m on the date wtoted sbove, snd to the best of my knowledge, from the causes stated.
[ o

22a. 518 RE ) tie) .- %2b.- ADDRESS 22¢c. DATE SIGNED

N _
24,00 Cherry | 8~5-63
S5, BURIAL, CREMATION, | 2ib. DATE z@-u% OF CEMETERY OR CREMATORY 1234, TOCATION (Cily, fown, af county] (Sm.)

QA "Buria e £ .12-63 Blue Ridge Lawn Kansas City

24, FUNERAL DIRECTOR ADDRESS 25. DATE RE(CD. BY LOCAL REG. [26. RW ‘S SIGNATURE
Watkins Bros. Funeral Home 18th Benton b 63 ’@-,,4

on Reversa Side)
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MEDICAL CERTIFICATION

USE BLACK INK
OR
TYPEWRITER RIBBON

rank E;lis

SHOULD READ

BY AFFIDAVIT OF

ITEM NO.




STATEMENT. BY LICENSED EMBALMER

I hereby. certify that the body whose name is recorded on’ the reverse. side of tl_1is certificate was embalmed by me,

or by Student Embalmer No.

working under my personal supervision. . ) a]
Student S;gned_’Z /LUMA /-/f) M’j

:Signature oj Student Embalmer.

l.lcensed Embalmer No ‘747
P. 0 Address / f—‘v %

Nore The above MUST BE SIGNED BY THE I.ICENSED EMBALMER in his OWN HANDWRITING {Fallure to comply
with the above constitutes grounds for revocation of license). ST

H embalmed by .a STUDENT, he also shall sign in his OWN handwrmng

lf thls body is not, embalmed fact should be.so. stated above.




