00

WRITE PLAINLY—USING UNFADING BLACK INE—MAKE A PERMANENT RECORD

! a:ﬁ}h-ao‘.m______

THE DIVISION OF HEALTH Or MISSOURI
STANDARD CERTIFICATE OF DEATH

REG. DIST. NO. /ZZ PRIMARY REC. DIST. NO.Z QOO kue Registrar's No

1953

14375
2016

State File No...

1. PLACE OF REATH
8. COUNYY  Tackson

b, CITY (I outcida corpurata Umits, write RURAL and give c. LENGTH OF

Kansas Citv townshlp)

2 USUAL RESIDENCE (Whers d d lived. 11 institati id beto. e
a. SIATE  Mi ggouri b COUNTY Jackson""""“"’

¢, CITY (If ouwide corporsta limity, write RURAL and gtvs township} g

Kansas City - 2 50

Y (in this place)
TOWN i Rt s ||___Town
d. FULL NAME OF (If oot in bospital or instisution, give streot address or locaticn} d. ST REET i tion)
HOSPTAL OR24 75 (341 1ham Road gaooaiss '3418" T TYRER Road J
3. NAME OF o, (Firsy) b. (Middle) ¢. (Last) 4. DATE {Month)  (Day) y
DECEASED - DA L ay)  (Year)
(Typeor Pingy ANNIE . MOON DEATH & 14 53
5, SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED. "1 8. DATE OF BIRTH 5. AGE dn, n).'[. 3 oot | v |
. it ¢ vike) Da )
Fe Wh I dowed (Epucily) 2—26-1861 }3 ol ‘ e Hou.n, Min
10a. USUAL OCCUPATION (Gibve kindof mork | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE . -
ﬁ%ﬂurﬁmmtdnmﬂuulq;enﬂnul:l) DUSTRY L k t‘c“rﬁ“ _?2_-" or Foreign Cowmitry) Izcgll}r'#ﬁ%?F WHAT
Sie xx ockport, N.Y. U oA
13a. FATHER'S NAME 13b. MOTHER™S MAIDEN NAME 14. NAME OF HUSBANL OR WIFE
Joseph Day No Record John Moon
15, WAS DECEASED EVER IN U.S. ARMED FORCES? | 16, SOCIAL SECURITY | 17. INFORMANT' 5 SI1GNATURE OR NAME ADDRESS

(Yes. oknown) e . LV W ds of o)

o T e e None Mrs.RillaMcCormick,3415 Gillham Kd
18. CAUSE OF DEATH ICAL CERTIFICATION INTERVAL BETWEEN
| Enter only cpetauseper | |. DISEASE OR CONDITION ONSET AYD DEATH
line for (&), (b), ead (o) | OVFECTLY LEADING TO DEATH® (g M E—(ln,..,. , Chos

*Thir does ol meen ANTECEDENT CAUSES

A-J&\;\:cl

Morbid conditions, if any, gmng DUE TO (b)
rize fo the abope cause (a) dating
the underlping catcae last. ~

DUEtO—{a)

If. OTHER SIGNIFICANT CONDITIONS

Conditionr contributing {o the dealh but 20t
reloted 8o the disease or condition cousing death,

the mode of dying, such
ot heart follure, arthenia,
de. It means the dis-
ease, infury, or complica-
tion which caused death,

lLejbng:sgt_HEff;LjEﬂﬁrta_

192, DATE OF OP'FI%AIJ 19b. MAJOR FINDINGS OF OPERATION

W

20. AUTOPSY?

VUDNO

21ia. ACCIDENT (Bpecity) 21b. PLACE OF INJURY te.g.. tnorabout | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICID| bome. farm, tactory. strest, office bldg..ete.) .- .
HOMICIDE
21d. TIME tMeath) {(Day) (Year) (Heun 21e. INJURY OCCURRED | 2. HOW DID INJURY OCCUR?
' WHILE AT NOT WHILE
INJURY = | WORK AT WORK
2. I hereby certify that 1 atlended the deceased from i 19_55 thai 7 last saw the deceased
alive on - Mom he caus and on the dale stated above.
SIGNATUR‘E b, ADDFfES | 23c. DATE SIGNED
'h._ .,
jtZD&a;_Qr s SINELF
24a. BUR CREM, 24c. NAME OF 4. LOCATON (Clty, town, o} county) ~ (State)
i | 4-16-53 Rose Hill Gemeterv BrecKenridge, Mo.

DATERECDBYUDCAL
Y- (5~ S

25‘ FUNERAL DIRECTOR"S S1GMATURE

hﬂzt L1} W@




STATEMENT BY LICENSED EMBALMER

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

Student Embaimer Bo.
working under my personal supervision.

Student Embalmer

Licensed Embalmer No &/ 57

P. 0. Address - & o,
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply
the above constitutes grounds for revocation of license.)

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

R -'///




