MISSOURI DIVISION OF HEALTH - STANDARD CERTIFICATE OF DEATH 005087

DEPARATMENT OF PUBLIC HEALTH AND WELFARE
o ala STATE FILE NUMBER

DO NOT WRITE AMENDED Registration Dllrricano -_____._:\_;_‘Zf.z._.frlmarv Registration District No. / e Regiatrar’s Ne, _____o
ON THIS 5TUB l ibEB AW Y {17309
). PLACE OF DEATH 2. USUAL RESIDENCE (Where decessed lived. |f institution; Residence before

a. COUNTY JACKSON a. STATE MISSO[RI b. COUNTY JACKmN’ admission})

b. CITY (If outside corporate limifs, give TOWNSHIP only] Langth of atay in 1b . CITY Inside Limins

10w KANSAS CITY, MISSOURI |42 years | ™OWwN  KANSAS CITY, MO. Yo Mo

€. FULL NAME OF {If NOT in hospital, give location) Insida Limity d. STREET {If cutride, giva location} Reside on Farm
HOSPT ADDRESS

WS TUION. VA HOSPITAL KC, MO YesY] No [ 5139 Progpect, Kc, Mn Ya O No B}

3, (I;IAME OF DE)CEA!ED First Middls Last 4. DAIE Month Day Year
ype or print OF
BERNARD I. RINARD DEATH Dacember 29’ 1963
5. SEX 6. COLOR OR RACE 7. Married4y] Never Married (] [8. DATE OF BIRTH | 9- AGE (last birthday) | IF UNDER 1 YEAR [F UNDER 24 HR

WH 1 re Widowed [1 Divorced [J 1/29/98 65 Momhal Days J Hours | Min.

10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY BIRTHPLACE (Ciry and stats or country) | 12, CITIZEN OF WHAT COUNTRY

orking life, even If retired}
HEPIRED ot or Carrier  RETIRED PARKER®VILLE, KANSAS U,S.A,
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF OR WIFE

OS5CAR RINARD FLORENCE B LILIJIE RINARD
5. WAS DECEASED EVER IN US, ARMED FORCES? | 16. SOCIAL SECURITY NO. [ 17. INFORRANGD o™ T T17 TR RINﬁffﬁ“(HIFE)

(Ymor unknown} [ {If yes, give war or dates of sarvice)
—_ Iglf ?Ziuﬂ 52 l29219 1 ECORDS
18. CAUSE OF DEATH {Enter only one cauvsa per line for ( .. . .. .. INTERVAL BETWEEN
PART . DEATH WAS CAUSED BY: ONSET AND DEATH
mmeDIATE cause (7 Paralytic Ileus

Conditions, if any,)  OUETO () __Massive CGastiodntestional hemorrhage

which gave risa to
sbove cause {a),
stating the under-

lying “cause lest.]  DUETO (o) _Maganterie thromhosis

PART . OTHER SIGNIFICANT COND”IOINS COMNIRIBUTING TO DPEATH but not related re the verminal PART Il I:‘ deceased wa '{arru;ao d\va'
"\ by . in PART . there a pregnan in Fast ays.
diteass condition givan in ® Cerebral atherosclerosis £ i

, - X Y N Unk
advance th cystic encephalomalcia [ [ O Ne | O unknown
19. WAS AUTOPSY 20a. ALCIDENT  SUICIDE ~ HOMDICIDE 20b. DESCRIBE HOW INJURY OCCURRED. {Enter noture of injury in PART ) or PART |l of item 18.)
PERFORMED? ] ]
YES [0 NO[3

20c.TIME OF _ Houl  Month, Day, Year |
INJURY am.
P.Mm.

20d. INJURY OCCURRED 20e. PLACE OF INJURY [e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY
WHILE AT WORK [ {arm, factory, street, office bldg., etc.)
NOT WHILE AT WORK [

21V Asttended the deceased fro 12 16 6 —MQM—HM last saw hlm alive on _12/29/ 63

Vs 300
Rev. 4/59

DATE AMENDED

DOCUMENT
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MEDICAL CERTIFICATION

Death occurred at. on tha date stated above, and to the best of my knowledge, from the cavses stated.

22b, ADDRESS 22c. DATE SIGNED

W Ganaag. Oty  Pno . XAT

27e. MAME OF CEMETERY QEGREBRAILRY 23d. 1O 1|oy1ciry‘ town, ar :nunry) {State)

USE BLACK INK

TYPEWRITER RIBBON
SHOULD READ

Tephen rarks

BY AFFIDAVIT OF

ITEM NO.

[Licansed Embalmar’s Statement on Reverse Side)




copfdrze 0 Dol 2 olSTATEMENT BY L LICENSED EMBALMER
| hereby certify that the body" whose";{ame is recorded"gn the reverse side of this certificate was embalmed by me,

Frondavere g O
or by : : . Student Embalmer No.
S - - B > s o LI RS e =

working under my personal supervision.

Student

Signature of Student Embalmer

PO Licensed Embalmer No%_?g’i
Tovwina ‘ N 2ohs Aag ; _
R . )

AN C

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in hls OWN HANDWRITING. (Failure to comply
with the above constitutes grounds for revacation of license).
L If embalmed by a STUDENT, he also shall sign in his OWN handwrmng
RSN N if this bady.is-aot, ernbalmed -fact- should ‘be 'so_stated above‘ -
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