MISSOUR! DIVISION OF HEALTH — STANDARD~CERTFICATE OF DEATH

ODEPARTYMENT OF PUBLIC HEALTH AND WELFAR

Registration District No.
DO NOT WRITE MENDED o
ON THIS 5TUB A —H_ D hEe3
1. PLACE OF DEATH TWUJ 2. USUAL RESIDENCE {Where deceased lived. If institution: Residence before

8. COUNTY JACKSON a. STATEMTSSOURL b COUNTY T ARAYETTE admission)
b, CITY {If outside corporate limits, give TOWNSHIP only) Length of stay in 1b c. CITY Inside Limits
OR

Q
oMM KANSAS CLTY 10 days TOWN  MAYVIEW YesR N O

<. FULL NAME OF (Lf NOT in hospital, give location) Insidle Limits o, STREET {If cutside, give location) Reside on Farm
HOSPITAL OR ADDRESS

INSTITUTION VA HOSPITAL Yes & Ne [ BOX;_ 1 12 Yes [] No @\4
3. NAME OF PECEASED First Middle Last 4, DS;I'E Mcenth Cay Year
{Type or print RYLAND T MILLER oean  DECEMBER  1h4, 1965

5. SEX 6, COLOR QR RACE 7. Married [] Never Married [] [8. DATE OF BIRTH | ¥ AGE (last birthday) { IF UNDER 1 YEAR 1F UNDER 24 HR

MALE WHITE Widowed fg Diverced (1 | 2q7-Q1 74 Months | 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

ferired tastdatan” Public Se ’-\gd (s {Higginsville, Missourd: U.S.A,

13a. FATHER'S NAME F3b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE

Thomas Mijler Cassanora Slusher ' Frances Miller/Indep, Mo.
[lYS;s W:'So?EuCnEl:’zE“lfJn)E\n;IEfyl:'ng.iS‘; AR:AE; Z(::CSE:;.?uWiCE, 14, SOCIAL SECURITY NO. 17. INFORMANEdward Mlller (psesng.)hBBA S Osagé_/_
Yes WL 492--18~9869  |VA HOSPITAL OFFICAL RECORDS, K. C. MO.

18. CAUSE OF DEATH (Enter only one cause per line for {a), {b}, and (c]. INTERVAL BETWEEN
PART |. DEATH WAS CAUSED OMNSET AND DEATH

IMMEDIATE CAUSE {a) Multiple myeloma

STATE FILE NUMBER

VS 300
Rev. 4/59

DATE AMENDED

—
z
[17]
=
S
v
Q
a

Conditions, if any, DUE TO (b)
which gave rise to -
above cause (a),
stating the under-
fying cause last. DUE TO (c)

PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related 1o the terminal PART Ifl. 1f deceased was female was’
disease condition given in PART | (a) there a pregnancy in last 90 days.

I O Yes | O Ne rD Unknown

19, WAS AUTOPSY | 20a. ACCIDENT  SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY GCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
PERFQRMED? (] [m] u}
YES 8

20c. TINE OF  Houf  Month, Day, Year |
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 O farm, factory, street, office bldg., ete.)
NOT WHILE AT WCRK [J

ZIVAanended 1r'7:ieceused from, / -l"—és Io_izﬂgiéLan/Aqué}h?iAm!Jq//

Death ocgifrfed at. m on the date stated above, and to the best of my knowledge, from the causes stated.

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

USE BLACK INK

772 SIGNA i 22b. ADDRESS - 22c. DATE SIGNED
.

VA HOSDital, K. CD‘MO. 12"15"'65

332, BURIAL, © 10N, gb.'DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. [OCATION (City, fown, or county) (Stafe)

cify} = 4
Rfﬁfﬁhl" ec . /Y- 1945 ity Cematiny feociws ville [
. £4.~ FUNERAL DIRECTOR #"’éDaR;ﬁJ y"//e- M'. 25. DATE'RECD. BY LOCAL REG. TRAR SLSIGNATU -
Wicosrs Funeant - thormes / 1A 485 (o § %M

(Litensed Embaimer's Staternent on Reverse Side)

TYPEWRITER RIBBON

SHOULD READ

BY- AFFIDAVIT OF

TTEM 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_MM%@

Signature of Student Embalmer
- Ce - - Licensed Embalmer No. ;‘ 7Y
Comg b=t om0 7

s WYL o address. K € “haos

DR YR N o el Lc.-. P SR I &
, Note:. The abgve 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.

:P




