THE DIVISION OF HEALTH OF MISSOURI

0 ’ VIED APR 161956 STANDARD CERTIFICATE OF DEATH s rie v JOIDY
PBIRTH KRO. REG. DIST. Nt').i s a PRIMARY REG. DISY. HO-‘S’__LM. Rcar's!rar': No l r
1. PLACE OF DEATH 2. USUAL RESIDENCE (Wbere deconsed lived. f Institution: residesce befors
\ a. COUNTY Platte 8. STATE Missouri = b. COUNTY Platte adinimlon},

b. CITY (1! outolde corpurate limits, write RURAL and xive ¢. LENGTH OF ¢ CITY 4. I Resldence within Imits of
STAY (in this place) a rily qhinwrpoummmnv

ToWN Northern Haigh:hs Lk 31 Yra 0% Northern Heights

d. FULL NAME OF (It not in hospital or inatitution, glre strect addrems or location) o STREET ¢If rural, give location) 3
HOSPITAL OR ADDRESS g po)
INSTITUTION —

3. gl-:‘?:héﬁs%‘:: a, (Firsty A b. (Middle) ¢, (Lash 4. DATE (Month)  (Dey) (Year)
{ Twpe o Print) Florence Jia Field DEATH  Appil 3 1946
5. SEX 6. COLOR OR RACE |- 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH 9. AGE (In years| If UNDER 3 YEAR | & unDER w1 mas,
} + WIDOWED, DIVORCED (Bpecity l,7t birthday) |Months , Days | Houm | Min.
Female White *_ Married De ,
10a. USUAL OCCUPATION {Giwe kindof work |- 10h. KIND OF ‘BUSINESS OR_IN- | 11. BIRTHPLACE 12, CITIZEN
e A CeeLPATION m...:“nu ::ﬂ;:a) ¢ ) ?9‘ DUSTRY {City and State or Forsign Caunny)/ COUNTRY?OFWHAT
Housewife s Brock, Nebrasks U. S, A,
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
John H, King Nancy E, Neildig Gaarge W, Field
15. WAS DECEASED EVERTIN U.S. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT'S SIGMATURE OR NAME ADDRESS
{Yes. o, or unknown} | (If yes, pive war or dates of service) NO.

No 487-10-2483 : 3 N he i M :
18. CAUSE OF DEATH ' MEDICAL CERTIFICATION ) INTERVAL BETWEEN
Enter only onecauseper | 1. DISEASE OR CONDITION ONSET AND DEATH

\ine for (), (by, and (¢) | PIRECTLY LEADING TO DEATH* ) Hypertensive Cardio Vasenlar Disassa

*This does not meen ANTECEDENT CAUSES

the mode of dying, such |  Mortid conditions, if eny, gising DUE TO (B}
a8 kears foilure, asthenda, | rite to the above cause (o) stating
de. It meana the dis- the underlying cause last.

ease, infury, or complica- DUE TO (¢)
tion which caused death, | 11. OTHER SIGNIFICANT CONDITIONS

Conditions contributing to the death but nof
related to the disease or condition causing dealh.

19a. DATE OF OPERA- | 196, MAJOR FINDINGS OF OPERATION ' ’ 20, AUTOPSY?
TiON 1_/ 4 3 X
X ves [] wo )
2ia. ACCIDENT (Bpecify) 21b. PLACE OF INJURY (e.8.. Inorabout | 2lc. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE homa, farm, factory, strest, office blds..et0.)
HOMICIDE
219. TIME (Moath} (Day) (Yes) (Houn | 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
WHILE AT HILE
INJURY =. | WoRK D}?wonx
"22. I hereby certify thal I aticnded the deceased f%ﬂ_ mi;'_{ lo%‘_"{::g Ig.iz thet T last saw the deceased
dfwww_iﬁ_, and (hat h occurred at ., from the eauses and on the date stated above,
- {Degrea or t ED Zib. ADDRBS ) . | 23c. DATE SIGNED
: 2 Claycomo, M : April A-96

1AL, CREMA- 2-413. DATE . Zk—ﬂmﬂf" CEMETERY OR CREMATORY 24d. LmATlON (City, lewn, orcoumy) {Etote)
J b5 East Slope Cemetery Platte County, Mo.

DATE REC'D BY LOCAL | REGISTRAR'S SIGNATURE 25. FUNERAL DIRECTOR' S SIGNATURE ADDRESS
G. .

w. Newcomeg'a Sons North Kansas Citv, Mo
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STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was eml

DY INE, OF DY o ittt i i st aae i ta st

working under my personal supervision..

SEUAEDE - cvvvnesensemmmeeemsaenesaesiezemeacnnasan slgned%ﬂ.y‘—wﬁ& _______________

Signature of Student Embalmer

P. O. Address....’!'.‘:. ...,('c‘d'

- Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (E
to comply with the above constitutes grounds for revocation of license). |
If embalmed by a STUDENT, he also shall sign in his OWN handwriting. ‘

T this-body-is not -embalmed, fact should be so stated above. . ‘ |

! . . Y




