MISSOUR! DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

DEPARTMENT OF PUBLIC MEALTH AND wEL'gh 3 ? ? - ' STATE EILE NUMBER
DO NOT WRITE AMENDED Registration Districy No. _-__/. L Primary Registration District No.#.‘g. . _Registrar’s No. _é___ f_ )

ON THIS STUB EIILED-00T9 2 1a0- -
1. FLACESF oA ~ ® +J0J 2. USUAL RESIDENCE (Wherg des:gased lived. If inshitution: Residence befors
V5 300

a. COUNTY Jackson o. STATE Moo L COuNTY Jackson sdmitaion)
Rev. 4759

b. C(I):r (If outside corperate [imits, give TOWNSHIP only) Langth of stay in 1b c. QTY Inside Limit

OR
o Lee's Summit 18 Months TOWN Lee's Summit el w3
c. FULL NAME %F {If NOT in hospital, give locatien) [n}?} Limits d. STREEY (If cutside, give location) Reside on Farm

HOSPITAL © ADDRESS

INSTITUTION 505 Little Yes No [ 505 Little Yes (O N.—__E

3. MAME OF DECEASED First Middle 4. DAITE Month Day Yoar

{Type ar print} OF
Ethel May Taylor peat Oct, 17 1963
5. SEX 6. COLOR OR RACE 7. Married [ Never Married [} [8. DATE OF BIRTH 9. AGE (last birthday} | IF UNDER 1 YEAR IF UNDER 24 HRt
VJ Widowed [] Diverced (] 5/5/1890 75 Months D.yl—l Hours I Min,

10a. USUAL CCCUPATION {Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE [City end state or country) | 12, CITIZEN OF WHAT COUNTRY

during; gnost of worki jle, avan if retired)
HoUWsewit e Home Jackson Coynty Mol U S A
13a. FATHER'S NAME 13h. MOTHER'S MAIDEN NAME 14. RAME OF HUSBAND OR WIFE

William Arnold Malinda Roof George Taylor

15. WAS DECEASED EVER IN U.S. ARMED FORCES? 14, SOCIAL SECURITY NO. | 17. INFORMANT Address

{Yes, n]ﬂ,oor:nknown)l (lf-ye:-,:iv-c:: or dates of serv George Taﬂor Lee 1 g S t Mo.

18. CAUSE OF DEATH (Enter only one cause per lingvor o top ome s INTERVAL BETWEEN

PART 1. DEATH WAS CAUSED BY: . ONSET AND DEATH
IMMEDIATE CAUSE (a}
Condirions, if sny,]  DUE TO (b} ML@&U

which gave rive 1o
above cauie (8},
atating the under-
lying cause [ast. DUE TO {c)

PART 1I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH bui noi related to the terminal PART IIL If decessed was femals was
dizsase condition given in PART | (a) there a pregnancy in last 90 days.

- / Il:l Yes | O Neo I [J Unknown

19. WAS AUTOPSY | 20a. ACCIDENT SUICIDE  HOMICIDE 205, DESCRIBE HOW INJURY OCCURRED. (Enter naturg §F injury in PART | or PART Il of item 18.]
PERFORMED? O a 0
YES (0 NO g

20¢. TIME OF Houl Month, Doy, Year I
INJURY am.
p.m.

20d. INJURY QCCURRED %0e. PLACE OF INJURY {e.g., in or about hame, | 20f. C|TY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK [ . farm, factory, street, offica bidg., etc.)
NOT WHILE AT WORK [J

" her
21. 1 attended tha deceased frnm__i_mﬁ, m_LZM-.‘land last saw i alive on__&Q;Lm

DATE AMENDED

DOCUMENT

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

o3, m on the dale staled sbove, and 1a the best of my knowledge, from the csuses staled.

Deslh occurred ot

- SIGNATURE ‘_-' (Degres or title) 226, RESS LofS Ej, 3 !ﬂ STF. 22¢. DATE SIGNED
727 4 ~
’ . .
Z3a. BURIAL, CR 3b, BATE 23c. NAME OF CEMETERY OR CREMATDRY Ad. LOCATION [City, Town, or county) #iate)

*CREMAVON,
nmovmio«afﬂ 10/19/1963 Lea's Summit Cemetery L

ij FUNERAL_DIRECIOR. ADDRESS 25. DATE RECD. 8Y LOCAL REG.

angstor erﬁl $0 gumm‘!t Mo a-/3~b3

{Licensed Embalmer’s Statement on Reverse Side)

USE BLACK INK

TYPEWRITER RIBBON
SHOULD READ

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 embaimed by me,

or by Student Embalmer No.

working under my personal supervision,

Student

Signatute of Student Embalmer

Note:, The above MUST BE SIGNED BY THE LICENSED EMBALMER in hls OWN HANDWRITING. (Failure m
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 islnof embalmed, fact should be so stated above.
- ]




