MISSOURI DIVISION OF HEAlfH — STANDARD CERTIFICATE OF DEATH oL Y Lo 0
DO NOT W:I:;PARNENT °r PuEL':eq:!:;ol-n.r;l;ri‘::o.w_it:::'jz_ é__l’rlmarv Registration District No. 6 6‘2€kv__lieglsrrar s No. __$AS$ STATE FILE NUMBER

ON THiS 5TUBR AMENDED

1. PLACE OF DEATH S0 2. USUAL RESIDENCE [Where decested lived. If instifulion: Residsnce belore

a. COUNTY 8. STATE . . COUNTY
Jackson Missourf Jackson
b. Cé‘l"t\’ {If outside corporate limits, give TOWNSH(P only) Length of stay in b [ CIT‘l’ Inside Limirs

TOWN ndence Hpurs oy Independence Ye g Ne D

c. FULL NAME OF {lf NOT ln hospital, give location) Inside Limite d. STREET {If cutside, give location) Reside on Farm
HOSPITAL OR ADDRESS

INSTITUTION ¢ ) ! ) Sanit : Yea[1 NoJ 1527 ¥. Coll Ye: [0 Mo [
3. NAME OF OECEASED Firat Middle Low %, DATE Manth Doy — '
{Type or prin1) - OF
Kimberly Kay Norton DEATH December 14, IN63 /943
5. SEX &, COLOR OR RACE 7. Married []  Never MarrleBC [8. DATE OF BIRTH | 9- AGE (last birthday) | If UNDER 1 YEAR IFYUNDER 24 HR

e i i p Months Days Hours Min.
Female Wi te Widowed ] Divorced D | 12-14-1963  Hours 1'%
10a. USUAL OCCUPATION {Giva kind of work done | 10b. KIND OF BUSINESS OR INDUSIRY| 1}, BIRTHPLACE (City and state or country) | 12. CITIZEN OF WHAT COUNTRY

during moss of working life, even if retired)
Tnfant Independence, Mo,
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME Td. NAME OF HUSBAND OR WIFE

VS 300
Rev. 4/59

admiasion)

DATE AMENDED

Otha Max Norton Diapa Burns Infant
15. WAS DECEASED EVER IN U.S. ARMED FORCES? 16, SOCIAL SECURITY NO. | 17. INFORMANT Address
(Yes, no, or unknown)| [If , give war or dates of servi

T No |y e " None Max Norton 1527 W. College Ter Indep.

18. CAUSE OF DEATH [Enter only one cause per line er—or—~=ur INTERVAL BETWEEN
PART I. DEATH WAS CAUSED BY: ONSET AND DEATH

IMMEDIATE CAUSE {a) M ;-.M;& =

DOCUMENT

Conditions, if any, DUE TO (b) R Mﬂ‘a—% W“f
which gave riss to | ] Iy

above cause ([a),

stating 1he under- *
lying cause lasr. DUE TO {c)
PART 1. OTHER SIGNIFICANT CONDITIONS CONWRIBUTING TO DEATH but not relsted to the terminal PART Il1. If deceased was femata was

disease condition given in PART | {a} there a pregnanty in last 90 days.
I O Yes I O Ne [0 Unknown

19. WAS AUTOPSY | 20a. ACCIDENT  SUICIDE HOI\ECIDE 20b. DESCRIBE HOW INJURY OCCURRED. [Enter natura of injury in PART | or PART Il of item 18.)
a O

20c. 1IME GF Maomh, Doy, Yeor |
INJURY

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

-

20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., in ar about home, | 20f. CITY, TOWN, OR LOCATION STATE
WHILE AT WORK [J farm, faciory, street, aHice bidg., etc.)
NOT WHILE AT WORK O .

- _"L?r h ) _ . ] 2__:— ;
21, | anended the decessed fro A ’ , ru_Lg:_l_l”:.ﬁ_}_G_.F-ﬂ-md last saw po alive on l2—y o 1 [ ‘.3 -

MEDICAL CERTIFICATION

Death oceurred at m on the date stated abave, and 1o the best of my knowledge, from the causes stated.
22a. SIGN, ee or title) 22b. ADDRESS 22¢c. DATE SIGNED
1206 (Ateoensn R 1248~63

23a. BURIAL,"CRE 23b. DATE [4 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, 1own, or county) {S1ate)
REMOVAL (Specify) - - -

: 1963 Auggs_ma_m
Removal | Dec 15, Angr?zss Elmyood G 25. l;t.AeTE RECD. BY LOCAL REG. | 26. REGISTRAR'S SIGNATURE

24. FUNERAL DIRECTOR

Roland R, Speaks Independen M [2~79K 9

{Licensed Embalmer’s Statement on Raverse Side]

USE BLACK INK

SHOULD READ

TYPEWRITER RIBBON

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 Ma;:’"‘*‘-—- ‘L‘-ﬂ

Signatyre of Studant Embalmer

Licensed Embalmer No.__ S 0 &/

P. Q. Addreslgzi_éz rﬁ S”LB___.—

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.

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

PR, . R
v - ' . T [ K




