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DEPARTMENT C ¥ MISSQURI] STATE BOARD OF HEALTH
“WArmEe I STANDARD CERTIFICATE OF DEATH suwruen
Hegistration District No.m..z_ﬁ..L Primary Registration District Nu...__._.___éﬂ_gz- Registrar's No 180‘?

1. PLACE OF DEATH: 2. USUAL RESIDENCE OF DECEASED: P
(a} County. Jackaon A N {
@) City or town_.._Kansas City Mo (a) State_ HILSS0UT'L ®) c.myla,g_lgg.gn.,,m.g"{“m
(It cutside city or town limits, weits “IIUTRAL" snd name of township) T
(¢} Name of hospital or institution: (&) City or town Kansas Cit N Mo T
Willows Hospital-2929 Main St /) (i outetds <ivy o vawn Tomits, weive "RUBALS
{If not in bospital or imstitution, writo streat number or location) .
(@) Length of stay: In hospital or institution 9 NI"8 (@ Street No..2229 Main' St _
(Specify whether {1t rural, give location)
Inthis community..._. 2 hra ——
years, months or days) {e} If foreign born, howlonginU. 8. A2 270 years.

8. (a) PRINT MEDICAL CERTIFICATION
FULL NAME__..Kay Quean

20. DATE OF DEATH: MontaM8Y .ﬁﬂg,?mgy éth
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< 3. (&) If vet 8. (¢) Social Securit
. veteran, . o
E bab (e) bcl h ecurity year 1942 hour !?, dete M.
) name war. a9 No.. 080e Moy 6
5 - - 21. I hereby certify that I attended the d d from Yy
] 2' / 5. Color or 6. (a) §\ingla. widowed, married, 1042 o Moy 6 1942 ;
Y 4 sex. fomalaf rmce. White . él'ivurced....mb.?:.bﬂ ....... that Tlast sa@ BT ativeorn. MAE 6 : 142
. E 6. () Name of husband or wife..." - . 8. (¢) Age of hushand or wife if || 8nd that desth occurred on the date and hou.r.!tated above, Duration
5 ’ alive._ ™™ _____years|| Immediate cause of dn_haih prematur it ¥
. 7. Birth date of d a Moy 6 1942 twins 65 mo gestation
I~ (Month) {Day) {Yeaz) .
) 8. AGE: Years Months | Days If tess thai-ope daf 1L || Due to.. UNKNOWN 6‘”
L Z J ¥
2 oz |
) N . ' e to
: % 9.'Birthplace_:._...2g§£_§§vs City e @m.;:&m.m&'#
] 3 {City, town, or county) {State or forelzn country)
' Oth ditt
= 10. Gzual ocoupstion nous (Inctads pregnancy withis 5 manibs of desth)
:IJ 11. Industry or busiess none PHYSICIAN
] . P Mafor findings: . _—
E H {12- Name Umom L 81& "‘?“"'“ﬁ""' - = Underline
= -
4 2 \18. Birthplace Un k"..O(_Wn /. : ; whieh denin
Ci N B ¢
328 | 8 (0 saen e MAFIS" GO TS | otemon Sheeidts
- . . :
B § { 16. Birthplace P°‘;§§f‘}°°,‘_{f£hm;,, ;7 g},l:' of - / 5~ || 22. 1 death was due to external causes, il in the following:
E 16. (a) Informant’s own signature (a) Aecident, suicide, or homicide (specify)
B ) Address DG 2F Gt (b) Date of occurrence.
v
17. (&) — }iu.r-ial (b) Date thenuzﬁxﬁﬁﬁ&&& () Where did injury occur? (City or town) {Conuty) (Eﬁ-u)
(Burlal, cremation, or removal) (Month) (Day) (Year) || (&) Did injury oceur in or about home, on farm, in industrial place, in public place?

(¢} Place: burial or cromation..... SL.EON  Lawn
18. {a) Signature of funeral director.

® Addrm;_.LB_Q_o_Lin

’}%C;‘ et 1|28, Slamature /A M. D. oroth®T),
19. (a) M:l'éﬁ.?_,f ® . e,
1 registrar, {Registrar's signature) o h -

(Specify typs of place)
v (€) Means of Injury.......7.}

- [l —

‘While at work?.

N. B.—Every item of information should be carefully supplied. AGE should be stated EXACTLY. PHYSICIANS should state
CAUSE OF DEATH in plain terms, so that it may be properly classified. Exact statement of OCCUPATION is very important,

SFVIVIFOELTR
Rev. 5-17-89
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(Date received Date !!zuet,f.:;.é_. A -

Y {Licensed Embalmer’s Statement on Reverse Side

-




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate mbaimed by me, or by

g , Registered Apprentice No

working under my personal Sppervision.
B - o -_—
: _— _ Signed.. éxlé—d l'{./ ./er/ad
Licensed Embalmer No z / Qﬂ ¢
P. 0. Address /.,’4 4.2.4

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 this bedy is not embalmed, above space should be left blank.
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