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b, ATE OF DEA
b, FLED FEB 18 1957 STANDARD CERTIFICATE OF DEATH s
_ o 478Ny /o0 AL 4%
|l'¢ Registration District No. oo D4 Primary Registration District No, ... 5 % . S Regiswarts No, ... 2. &
(adill
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before
. admission)
' a. COUNTY JaCkSOI'I a. STATE Mlssouri h. COUNTY Jackson
00 b. CITY (If outside corporate limits, give TOWNSHIP only)} Inside Limits c. CITY 3 } inside Limits
56 S K City Yoo X Noc OR  Kansas Cit v
Town HAansas Y o2 o fl'-‘ Town HaNSa Y o YeEK WoD
€. ESIEIL_I‘?AA[{A(EJSF {1f NOT inhospital, givelecation}]Length of stey in 1b 4 STREET {FF outside, give location) Reside on Form
4 insTITUTION 5105 Hyandotte 51 Yrs, aooress 5105 Wyandotte YesO NoO
" T
;3 3, NAME oOF Firat Middle Loyt 4, DATEL Month Day Year
0 DECEASED 13
5 (Type or print) Ethel Marie Gayton DEATH Jan 24 1957
3 5, SEX \ | 6. COLOR OR RACE |7 mannizrhULANEVER MARRIED L] B PATE OF BIRTH 3. AGE (in years | I¥ UNDER | YEAR ¥ UNDER 74 FRS,
3 ) test birthdet) [Months | Daw | Houre | Min.
° Female White wipowep [J oivoreeo [ Sept. 22 1884 72
: [ 10a. USUAL OCCUPATION (Gire kind of work done | 105. KIND OF BUSINESS OR INDUSTRY (11, BIRTHPLACE (City and mtate or coumiry) 12, CITIZEN OF WHAT COUNTRY?
‘? w during most of working life, even if retired} . )
- = Housewife Domestic Washingbon, lowa U, S,
t o 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME
c v
-]
. & Robert B, Mitchell Mary Bishop
6 W 15. WAS DECEASED EVER IN U. S. ARMED FORCES? 16, SOCIAL SECURITY NO.|I7. INFORMANT Address
L= - (Yes, no. or unknown) | (IS ped. give war or dates of scrvice)
= R No_ X X X X NONE Mr, T, Marshall Gayton 5105 Wyandotte
E x 18. CAUSE OF DEATH [Enler only one cause pgrine for (a), (). and (¢}.) f‘ I ) TYFERVAL BETWEEN
u E‘ PART I. DEATH WAS CAUSED BY: SET AND DEATH
% a IMMEDIATE CAUSE (a} —|
g >
g [ od
N Conditions, ifany, | pue To (8} / O Vevsre
s © which gare risg to ¥ 4
§ 2 atboqe cawse ;,,. ‘/ .
s 2 stating the under. .
S = z lying cquse last, DUE TO (¢) L}; '},O'
o = PART It OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT XOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(n) 19. WAS AUTOPSY
vg O = PERFORMED?
s $& x ] ves ) no
Es — "i_' 20a. ACCIDENT SUICIDE HOMICIDE | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nafure of injury in Part I or Part 1 of iem 18.) ==
- x o
Et—3E ¢ w ~
€S & 2 [ Time oF  Hour  Month, Day, Year
e b INFURY o m. .
wo >_|' o E - pom. -
. 3 g ':3 X | 20d. INJURY OCCURRED 20e. PLACE OF INJURY (. g., in or abow! home, | 20/, CITY, TOWMN, OR LOCATION COUNTY STATE
2 o E WHILE AT NOT WHILE 0 farm, factory, street, affice bidg., ete.)
A WORK AT WORK 0 ral
- 3 + t
FE mj 21. I attended the deceased from ﬁa’_li‘?m nd last saw ’:’:_; alive on
| 'i‘ ';' - Death occurred at y _m or thé dite stated above; -rﬂ-} to the best of my knowledg m the causes stated.
£ A a. B R (feoric o iz} O 1225 ADDRESS 2Zc. GQATE SIGNRD
- =1 -
e . 409 E My 1
3' H 2 URIAL. CREMATION. | 23b. DATE 23c. NAME OF CEMET R CREMATORY 234, LOCATION (Clty, loton, or cotinty) {Stat
R ] REMOVAL (Speecify) .
p-- Burial Jan 26 1957 Florsl Hills Kansas City Missouri
24. FUNERAL DIRECTOR ADDRESS 2%, DATE RECD, BY LOCAL REG. | 26. REGISTRAR'S SIGNATURE
FLORAL HILLS MEM. CHAPEL INC K.C.MO J - 2§ 5P P “Pricenatle 2f

{Licensed Embalmer's Statement on Reverse Side)



STATEMENT BY LICENSED EMBALMEIR

I hereby certify that the body whose name is recorded on the reverse side of this certificate was e
DYy mMe, OF BY cuvvimeieeiiiiiiiiaiienaeeneaaaenn. veenaaan DU T S ] e

working under my personal supervision.. : .

-l-.__._.
Student ....oioiiis e eaaaes Signed " (QLALALEZ. ...

Signature of Student Embalmer .
Licensed Embalmer Z7£ c?

P. O. Address/ F—-A—.ﬂ—«-nv.d

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in hlS OWN HANDWRITING - (E
to comply with the above constitutes grounds for. revocation of license). . . .
If embaimed by a STUDENT, he also shall sxgn in his OWN handwntmg.
If this body is not embalmed, fact should be so stated above. .



