MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH ﬁbg— 40058
OEPARTMENT oF PUBL';g:ii::nT;ﬂ::::o “_f_L__'_T_“_‘[y_Z.,__an.rv Regiatration District No. ,-{_____? 2—_,;Ituqlunr (£ No _-____5_5 ____b STATE FILE NUMBER

1 PLACE OF DEATH 7. USUAL RESIDENCE (Whers deceased lived. W institution: Residonce befors
a. COUNTY a. STATEys | b. COUNTY
Jackson Mo Johnson

T b C(I;RY {if outside corporate limits, give TOWNSHIP only) Length of stay in tb c. CITY Inside Limgts
OR
town Kansgs City . 24 hrs. own  Holden Yedd Ne Q)

c. FULL NAME OF (1 NOT in harpieal, give locatian) Inside Limits d, STREET {¥ cutside, give locstion) Reside on Farm
HOSPITA ADDRESS

msmunouSt. Joseph Hospital Yes Y No (J 301 W. 3rd St., Yos 1 No G

3. NAME OF DECEASED First Middle 4. DATE Month Day Year

{Type or print) OF
JANIE cC. MORHART - oeati October 7, 1963
5. SEX 4. COLOR OR RACE 7. Married X7 Mever Married [] [8. DATE OF BIRTH | 9. AGE (last birthday) | IF UNDER | YEAR IF UNDER 24 HR

female Whi te Widowed [J Divarced [J 12/6/188 73 Manths Days I Hours Min.

10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY]| 11, BIRTHPLACE (City and state or country) | 12, CITIZEN OF WHAT COUNTRY

duting ﬂosﬂgvgm Eleeaven If retired) own hOH]E Magnolia , I owa u. 5 . A .

13a. FATHERS NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSDAND OR WIFE

Danlel A, Stewart Mathilda Morrow Walter W. Morhart

15. WAS DECEASED EVER IN U.5. ARMED FORCE! 16. SOCIAL SECURITY NO. | 17. INFORMANT Address
{Ye3, na, ar unknown}f {If yes, giva war or dates o

HeT T e Walter UL_MoLh.ar_t_,_Eold.en.,_Mo.._ __
18. CAUSE OF DEATH (Enter only one cavle per o Tor (ay (07, onw o7 INTERVAL BETWEEN

PART ). DEATH WAS CAUSED BY: T’p Mj r ONSET AND DEATH
IMMEDIATE CAUSE (o) (‘iﬁh_ A-n_Q/LM\ A o < '6/ y: 2]

Conditions, if any, DUE TO (b}
which gave rise 10
above cayse (a),
stating the under-
lying cavse last. DUE 1O ()

DO NOT WRITE
ON THIS STUB AMENDED

VS 300
Rev. 4/59

admission)

DATE AMENDED

DOCUMENT

PART 1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but nor related to the rerminal PART [1). M decessed was  females was

diseate condition givan in PART | (a) - . there & pregnancy in lasr 90 days.
/féZF/L/ @1 [O Yes [ 0 No LD Unknown

1o WAS AUTOPST | 20s. ACCIDENT  SUICIDE  HOMICIDE 70b, DESCRIBE HGW INJURY OCCURRED. (Enfer nature of injury in PART | or PART-II of item 14.)
PERFORMED? a a a v
YEs [J NOoOJ

20c. TIME OF Hou Manth, Day, Year
INJURY a.m,
p.m.
20d. INJURY QCCURRED 20e. PLACE OF INJURY (e.g., in or sbout home, | 20f. CITY, TOWN, OR LOCATION
WHILE AT WORK [J farm, fectory, sireet, office bidg,, 21c.}
NOT WHILE AT WORK [J

271. i attended the deceased frorn_A_u.g_u.s.t—l,-l%g— -O-C-t-O-h-eLé——é-Bﬂd last saw Banahve on (et oher 6 1 OF\L

. ?0 _m on the dale stated abova, and 1o the best of my knowledge, from the cewses stated.

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

Death occurred st

22a. SIGMATURE rde af title) 226, ADURESS . /SIGNED
Rl purtipnn MR rtles SN0

T3a. BURIAL, CREMATION, [ Eob. DATE 23c. NAME OF CEMETERY OR CREMATORY “¥9d. LOCATION (City, town, or county) mlr)
EMOVAL {Specify)

uria 0/11/1963 Mt Calvary Cemetery Holden. Fissourd.

24, FUNERAL DIRECTOR ADDRE 25, DATE RECD, BY LOCAL REG. ?6 R TRAR'S SIGNATURE -
Canaday & Ropp, Holden.Mo. [0-[f1-&3 %—4@4‘&%

{Litansed Embalmer's Siatement on Reverss Sidal

USE BLACK INK
OR
TYPEWRITER RIBBON

SHOULD READ
Y nawlins

hell

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 . Signed

Signature of Student Embalmer

Licensed Embalmer No.___ﬁ_m

RPN R Y <} Ad‘ﬁressw

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 alse shall sign in his OWN handwriting.

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

L A T R e B I R




