MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICA ' : 63—0361

DEPARTMENT OF PUBLIC HEALTH AND WELFARE

Renistrati . A L STATE FILE NUMBER
DO NOT WRITE egistrah 3 : " ) ]

ON THIS 5TUB

g 1. PLACE OF DEATH 2 USUAL RESIDENGE (Where' deceased lived. If Institution: Residence befors
a. COUNTY Jackgon s. STATE M{ ssonurib- COUNTY Jackson admission)
b. CITY (If outside corporate limits, give TOWNSHIP only) Length of stay in 1b c. CITY Inside Limits

TgEVN Kansas Ci‘[:y 60 yIs. TgSVN Xansas City Yau X No

c. FULL NAME OF {If NOT in hospital, give location) Inside Limits d. STREET I cutside, give loceti Resi
HOSPITAL OR ADDRESS ! or @ive lacstion) eside on Farm

INSTIIUTION 739 N, Garland Yer [§ Mo [T 739 N. Garland Yes 0 No (R

3. NAME OF DECEASED First Middle Last 4. DATE Month Day Yeer
F

{Type or print)
Flora M. Fonst DEA™ August :
5. SEX | & COLOR OR RACE 7. Morried [0 Nevér Married [] |6, DATE OF BIRTH | 9- AGE {last birthday) | IF UNDER 1 VEAR T IF UNDER 24 HE
Female White Widwed Kl Divereed O | 1/18/1898{ 65 e B

10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| T1. BIRTHPLACE (City and state or country), | 12. CITIZEN OF WHAT COUNTRY

durin, mcm of workjng life, even if retired) .
ewirge - Arcadia' KﬂI\B&B U. S- AI
12a. FATHER‘S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE

Joseph Lee Elizabeth Swart Wilbern Foust

15. WAS DECEASED EVER IN L1.S. ARMED FORCES? A BACIAL SECHINTY NO. [ 17; INFORMANT Address

(Yﬂ,ﬁoéor unknown} |(If yas, giw war or dates of service) Harie Habemal 1 w. 57th Ter. North

18. CAUSE OF DEATH (Enter only ona cause per line for (a), {b), and {c). INTERVAL BETWEEN
PART |. DEATH WAS CAUSED BY: ~ ONSET AND.DEATH

IMMEDIATE CAUSE ()

y Lod
Conditions, if sny, DUE TO (b} ¢ M % M

which gave rise to
above cause (a),
stating the under-
lying cause last. DUE TO {c}

PART |1 OTHEI! SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not ralated to the terminal PART 1), If decessed was female was
disease condition given in PART | {a) there a pregnancy.in last 90 days.
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DOCUMENT

,[tesI O Ne I O Unknown

19. WAS AUTOPSY | 20a. ACCBENT SLII?__IIDE HOMDICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART'I or PART 1l of item 18.)

PERFORMED?
YEsQ NO DY

20c. TIME OF Hour Month, Day, Year
tNJURY am. N
p.m.

20d. INJURY OCCURRED 20a. PLACE OF INJURY (e.g., in or about home, | 204, CITY, TOWN, OR LOCATION
WHILE AT WORK ] farm, factory, street, office bidg., etc.) .
NOT WHILE AT WORK [
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MEDICAL CERTIFICATION

n ded the d d from. [ - and last saw le alive on.
Death occurred at. —_m on the date statéd above, snd to the bast of my knowledge, from the csuses: stated.
22c. DATE SIGNED

JWM : - B 5 s sl /yf leey |$-3063

J'El BURIAL, CREMATION, | 23b. DAT) . CEMETERY OR CREMATQRY 23d. LOCATION (City, town, of county) {Srate)
REMOVAL (Specify) ' ., ‘
i Sept. 3, 1963 |Mt, Washington Cemetery Independence, - Missouri

5.4. FUNERAL DIRECTOR ADDRESS ‘25. DATE RECD. BY LOCAL REG. |25. REGIS RS . SIGNATURE .
o . hd .
$  Earp & Sons Kansas City, Missouri | @- 3, 63 y

(i d Embalmer’s St ot on R Side)

SHOULD READ
Kealhofar

USE BLACK INK
OR
TYPEWRITER RIBBON

BY AFFIDAVIT OF

ITEM NO.




STATEMENT BY LICENSED EMBALMER

| hereby cerfify 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

Signsture of Student Embalmer

Licensed Embalmer NO-—'%M
P.O. Addressm

i

Nofe: 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). ’ ’

Iif embalmed by ‘a STUDENT, he also shall sign in his OWN handwrmng
V1o )futhis body is ot embalmed -fact should be-so stated- above. -

*



