MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

DEPARTMENT OF PUBLIC HEALTH AND WELFARE

STATE FILE NUMBER
Registration District No. _ - ——_Primary Ragistration District No. (..a._ij_'_____lngillrur'l No.

DO NOT WRITE
ON THIS STUB AMENDED

). "PLACE OF DEATH 7. USUAL RESIDENCE (Whora decaossd lived. I institution; Rexidence befora

a. COUNTY Jackson o STATE Kopgag o COUNTY MSG#U admls

b. Ccl)'ll’z\’ (If outside corporate Iimib, give TOWNSHIP only) Length of stay in 1b c. CII.:Y Insida Limits
TOWN Kansas ity 5 days own  Kansas City Yes C1 NoX§

¢, FULL NAME OF {If NOT in hospital, give iecation) Inside Limits d. STREET (If cutslde, give location) Reside on Farm
HOSPITAL OR

nstrution . St. Marys Hospital Yeu) N[ APDRES 11521 Gibbs Hoad Yee 0 NoXI

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

(Typa or print) oF
e Walter T. Halcomb oeam December 12, 1963
5. SEX 6. COLOR OR RACE 7. Married ] Never Married [] (8. DATE OF BIRTH | ¥ AGE {last birthday} {1F UNDER t YEAR | IF UNDER 24 HR

Male White Widowed [ Divorced 0 |12211-1900 63 Months I Days | 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

CTASPLEEEY St E "Port of Entry Kansas City, Kansag U.S.A,

13a. FATHER'S NAME 13b. MOTHER’S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE

Joel T. Halecomb _Sarah W, Wildman N die K alcomb

15. WAS DECEASED EVER IN U.S. ARMED FORCES? - 17. INFORMANT [, 5 L1 S A Ay

{Yes, noYr unknown) (lf lealdr oltﬂum of Mrs . GOldie K . Halcomb (l‘;rlf‘e )

18. CAUSE OF DEATH (Ent | line_for (a), (b), and [c). INTERVAL BETWEEN
PART I, DEATH WAS CAUSED BY: nﬁcoéla:t: noma of gall bladder with extensive onser anp peatn

mmeniate cause 3 _regional metastasis
Carcinomatosis of liyer by direct
Conditions, if unv,] ..DUE TO {b) ex ten ] iOI‘l

shove “cavre (o) le duct £
T B o ORISR O T PATY BlAGdEE

1tating the. under-
lying causa’. last

PART 11. OTHER SIGNIFICANT CONDITIONS CONIRIBUTING 1O DEATH but not relsied 10 the terminal -PART 1\, If decessed was femasle was
diseass condition given in PART I (s} there a pregnancy in last 90 daye.

JEY:! ’ O No I O Unknown

19. WAS AUTOPSY | 20a, ACCIDENT  SUICIDE  HOMICIDE 205 DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
PERFE&AED? [m] ]
YES NO O

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

20d. INJURY OCCURRED 20e. PLACE OF INJURY {e.g., in or about heme, | 20f. CiTY, TOWN, OR LOCATION COUNTY
WHILE AT WORK [J tarm, factary, streer, office bldg., e1c.} .
NOT WHILE AT WORK O

- her veon 12=12-63
21. 1 arnended the deceased from_&Z'_'lB;Sz—_. m~_12112__6.3_md last saw h::, alive o =
-
.

Death occurred at. 3 P L M L] m on the date stated above, and to the best of my knowledge, from the causen stated.

Sy Fad) South 42nd Street | [F oo

Kansas City 6, Kansas
23a. BURIAL, C| ] 23b. DATE ’ / . NAMPE OF CEMETERY OR CREMATORY 23d. TOCATION {City, 'own or county)

& Hémo Dec,16, 196 Maple Hi1l1 Cemetery Kansas Citv, Kansas
24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. 26. REG)BTRAR'S SIGNATURE
Simmons Funeral Home X.C.Kans 12/ 3 @,_4,__4

s St on Reverse Side]
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Rev. 4/59
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MEDICAL CERTIFICATION

USE BLACK INK

TYPEWRITER RIBBEON

SHOULD READ
. Neightor

BY AFFIDAVIT OF

ITEM NO.




STATEMENT BY LICENSED EMBALMER

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

or by _ - N - : . ' Student Embalmer No._____

working under.my persor"lal supervision. ’ ’ Mg%—
Student ' - _ | Slgned

Signature of Student Embalmer

Llcensed Embalmer No.

/
P. O. Address é ! Z é g

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 also shall sign in his OWN handwriting,
o - I this body is not embqlme_q..fac_l should be so stated abqye. .




