MISSOUR! DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH 0050864

DEPARTMENY OF PUBLIC HEALTH AND WELF ¢ —
° R mmh:-n District N - T}(f Pri Regiutration District N / &P O Demn - ?10 - — -STATE FILE NUMBER
DO NOT WRITE AMINDED lr ) strict No. - imary Registration District No. £_

ON THIS STUB
ﬁ_'-pm'ra;‘s'gjﬁi." 2. USUAL RESIDENCE [Whare decessed lived. |f institution: Residence before
2. COUNT?( Jac kﬂon a. STATEMj_ ssouri_ b. COUNTY Jackson admission)
b. Cg;f {If outside corporate limits, give TOWNSHIP only] Length af stay in 1b & CITY lﬁ Inside Limits
1wy Kansas City 50 yra TOWN ansas City Yes G No [
€. Fl“UoLgpr\I&MEoORF {If NOT in houpital, give location) Intide Limits d. SI;REEETSS (If cutside, give locatian) Retide on Farm
instiution General Hospital Ye) No[J ADOR 8100 Wornall Road Yes ] No O

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

VS5 300
Rev. 4/59

DATE AMENDED

Year

{Type or print}
Ethel Ao Pollock - DEATH Dec .
5. SEX 6. COLOR OR RACE 7. Morrisd [0 Never Married [J |8. DATE OF BIRTH 9. AGE [last birthday) | IF UNDER 1 YEZR IF ﬁNgéR 24 HR
Female m | White widowed [T oveed 0 | 551887 | 764 Months | Days l Hours | Min.

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

RS GWIPEe ey oven ¥ retired) At Home Andrew county, Mo. S_ UuoSed,
U

12a. FATHER'S NAME 13b. MOTHER’S MAIDEN NAME 14, NAME OF SBAND OR WIFE

James Q. Hughes Mary Jane Fisher Robert A. Pollock

15. WAS DECEASED EVER IN U.S. ARMED FORCES? 16" SOCIAL SECURITY NO. [ 17. INFORMANT Address

[Yes, nohobunknown) {If yes, E!lq war or dates of sarvi Leonard Eklof 7921 kl‘l {"

18. CAUSE OF DEATH (Enter only one cause per lina Yor (8], (0], &na (). INTERVAL BETWEEN
PAR

T I. DEATH WAS CAUSED BY Cond’estlve hedrt fallur'ﬂ ONSET AND DEATH
IMMEDIATE CAUSE (a) :

e

DOCUMENT

Conditiom, if any, DUE TO (b)
which gave rise to
above cavie (a),
stating the under-
lying cause last. DUE TO ()

PART 1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related jo the rerminsl PART 1L 1§ doceased war  female  was
disease condition given in PART | (a) there a pregnancy in last 90 days

[DYQI I [0 Ne I [ Unknown

19. WAS AUTOPSY | 20a. ACCIDENT  SUICIDE HOM[I]CIDE 20b. DESCRIBE HOW INJURT OCCURRED. {Enter nature of injury in PART | or PART 11 of item 18.)
a 0O

PERFORMED?
YES} NOIX

20c. TIME OF Hou Month, Day, Year I

INJURY a.m.
p-m.

20d. INJURY QCCURRED 20e. PLACE OF INJURY {e.g,, in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY
WHILE AT WORK [ farm, factory, straet, office bldg., efc.)
NOT WHILE AT WORK []

~ her . 12-2 -6
2L|v. | attended the decessed from_._,_lkl.9=63——. rn._,_lz—zzz—ég—and last saw ;i alive on 7 3
11205 A _m on the date stated sbove, and to tha best of my knowledge, from the causes stated.
-
{
22a. SIGNATURE —_ (Ragree or 22b. ADDRESS 22Zc. DATE SIGNED

e CU e | 2400 Gherry 12.3063

3a. BURIAL, CREMATION, | 23b. DAIE Tic. WHME OF CEMENERY OR CREMATORY 23d. LOCATION (City, tawn, or county) (State)

"Birial 12=30-63 Green Lawn Cemetery K i

24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. 26. REGISTRAR" GNATURE -
Wornall funeral Yome Inc. K.C. Mo. lx-30-63 dé.l.—a—a___e' A - 4

{Licensed Embalmer’s 5tatement on Reverw Side)

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

Death eccurr

USE BLACK INK

TYPEWRITER RIBBON
Frank BLiilS yopcar CeRTIFICATION

SHOULD READ

BY AFFIDAVIT OF
b

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

Signature of Student Embalmer

Licensed Embalmer No. 2 z 72
P. O. Address Zj LY V7 caterinn

S
\.

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply
with the above constitutes grounds for revacation of Iu:ense) . .

If embalmed by a STUDENT, he also shall sign in‘his OWNLhandwrmng '

!f this body is not embaimed, fact should be so stated above.

.~




