MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH 30

C ]
DEPARTMENT OF PUBLIC HEALTH AND WELFARE
] Ragist-ation District N Ml’ Registration District N /002— Regisrrar's N 58 STATE FILE NUMBER
DO NOT WIITE MENDED agnikahion 1stric L= — Timary egll ration 18trac 0. L e ﬂgll"ﬂ’ ] | = Ty ..~ il X

ON THIS STUB B o= NAUV DT T agng
1. PLACE OEbEATH' - ' = + 1JUJ 2. USUAL RESIDENCE (Where dacamed lived. ¥ institution: Residence before

a. COUNTY a. STATE b. COUNTY adminsl
Jackson Mo, Jackson lon)
b. C(I)L‘r (If outside corperate limirs, give TOWNSHIP only) Length of stay in ib c. Cl‘h’ Inside Limits

TOWN TOWN .
Eansas City 20 Yearn Kansng City Yerf No O
c. FULL NAME OF {If NOT in hospital, give location) Inside Limits d. STREET (H cufiide, give location] Reside on Farm
HOSPITAL OR ADDRESS

INSTHUTION 1 s kepide Hoaspital veig NeD 1811 East 36th St Yes O No [y

3. NAME OF DECEASED First Middle Last 4, DATE Month Day Year
(Type of prinn) OF

ORA B, MYERS DEAT™H  Qectober 28 1963

5. SEX 4. COLOR CR RACE 7. Married [] MNever Moarried [] |8. DATE OF BIRTH | #- AGE {last birthday) |IF UNDER )} YEAR | IF UNDER 24 MR
Months

Widowed E Divorced (J 6-22-188& 75 | Days Hourl—l 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
during most of working life, even |f retired)

Housewife st, Jo
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE

Elizabeth Jones | Almon L, Myers -

b o
15. WAS DECEASED EVER IN U.5. ARMED FORCES? 16. SOCIAL SECURITY NQ. | 17. INFORMANT Address
(Yes, ﬂ, or unknown) I {If yes, give war or dates of servi

. Vs300
. Rev. 4/59

.].

22 539
p-1

T DATE AMENDED

18. CAUSE OF DEA'IH {Enter only one cause per line SoryororomaEe INTERVAL BE
L. DEATH WAS CAUSED BY: ON

IMMEDIATE CAUSE {2)

Conditiony, if any, DUE TO (b} %ﬁw

which gave riwe teo

above caure {a), / Z / .
stating the under-
lying causa last. DUE TO {g) & ; tlte / M

PART 1), OTHER SIGNIFICANT CONDITIONS CONTR[BUTﬁG TO DEATH but not releted to the terminal = PART 1II. If decessed was female was
disease condition given in PART | {a} there a pregnancy in last 90 days.

IU Yes ' [ Ne l O Unknown

19. WAS AUTOPSY | Z0s. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HGW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.}
PERFORMED? a a u]
YES[] NOD

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

20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., in or about home, | 204, CiTY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK ] farm, factory, street, offica bidg., etc.)
NOT WHILE AT WORK [ P

DOCUMENT

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

23 - /’ r/l") W (
21. 1 sttended the deceaied fro = é - and 183t yawfi, alive on /?
Death occurred at on the data stated sbove, and to the bast of my knowledge, from the causes stated.

i A VD Y a2 5

23a, BURIAL, CREMATION, | 2Jb. DATE 23c. NAME OF CEMETERY QR CREMATORY 23d. LOCATION (City, town, of counly) {Srate)
& REMOVAL (Specify)
Lath

. i ro
Tﬁggz%}scton 10=31=63 ADDRESS Lﬂihtﬂp_fmco- BY LOCAL REG. |26, REG ﬂ%g?%}ﬂ'sﬁggrl N
Mnehlebach 6800 Troont /o -2 7'63 6&‘0—5 G g’hﬂ

{Licensed Embalmer’s Sratemant on Reverse Side)

Gehrke

USE BLACK INK

TYPEWRITER RIBBON

SHOULD READ

BY AFFIDAVIT OF

ITEM NO.




..
anit o« heone

MITATE LY HP A Qarnr

STATEMENT BY LICENSED EMBALMER

| hereby ceriify 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. Ww
Student Slgned

Signature of Student Embaimer
Licensed Embalmer No. -de
P. O. Address ‘7"/6/7./' %’

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). !

If embalmed by a STUDENT, he also shall sign in his OWN handwriting. .

“if this Hody is not embalmed fact shoild:be $o statedlabove. femilat]

£t

-

¢
LU LEC RS gY)




