THE DIVISION OF HEALTH OF MISSOURI

Health, (IS ¥ SN O N S AU 4 G o W S—
e cf STANDARD CERTIFICATE OF DEATH N NUﬂBE§ -
pwic | FILED JUN 3 19 )  aecionaion et N ggg ,
Service fefay 7b -5N Rggnumnan Districs Mo. £-=7 Primary Reglslra'llcn__l.)lsm?t LA . & SR _ Rng_ls!rur_s No.._ A __;___
B - i
1. PLACE OF DEATH ¢ 2. USUAL RESIDENCE (Where deceased lived. If institution: Rns‘;danca bf[ s
admiss
. 300 a. COUNTY ) Jackson a. STATE Missouri b. COUNTY Jackson ssion
“57 b. CITY .(If cutside corparate limits, give TOWNSHIP only) Inside Limits c. CIC;rRY ( Inside Limits
R ;
TOWN Independence Yes [ No (] tTowd Independence A p| YelreOd
c. FULL MAME OF (M NOT in hespital, give location) | Length of stay in 1b d. i'll'JREE'gs (If outside, give iocation) Reside on Faerm
HO DRE
HOSPITALSR 2310 Scott Ave. 2 mo.21 da : 2310 Scott Ave. Yes [] No[]]
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Year
{Type or print) OF
SHERIE ANN FORD DEATH May 22, 1957
5. SEX / 6. COLOR OR RACE 7'MARR|EDD NEVER mnn@oEA 8. DATE OF BIRTH 9. AGE (In :.e.; i;uu:engvem |: UNDER Z;HRS.
| birthda i o our in.
Female White wIDOWED ] pivorcen[_} Mar. 1,1957 ont e R 1 9T *
10a. USUAL OCCUPATION {Give kind of wark dane | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City and state or country) 12. CITIZEN OF WHAT COUNTRY?
o f working life, sven il retired INDUSTRY
Tafant rreh Infant Kansas City, Missouri USA.

13a. FATHER'S NAME

Robt,

L.

Ford

13k, MOTHER'S MAIDEN NAME

Elizabeth M,

Ruffin

14. MAME OF HUSBAND OR WIFE

None

15. WAS DECEASED EVER IN U. $. ARMED FORCES?

(Yﬂ.onu, or unkrlo-m)‘(l! you, ﬁvbﬁ.éur dotes of service)

16. SQCIAL SECURITY NO.

none

17. INFORMANT

Address

lature in item 18. No symptoms will be lis d.

DEATH WAS CAUSED BY:
IMMEDIATE CAUSE (o)

18. CAgSER_?Fl DEATH (Enter only one cause per line for {a), (b}, and {c).}
Al .

Robt., L., Ford,2310 Scott Ave
(e

Tnde.p7_un_'
INTERYAL BETWEEN

ONSET AND DEATH

@W«

Conditions, if any, DUE TO (b) -
which gove ¢lse 1o
above cauvse (o}, }
i} stating the under.
" 5 g lying cowss last. DUE TO ()
-E- =4 PART ll, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not relsted to the terming! disease condition given in PART | {a) 19. WAS AUTOPSY
h q / PERFORMED?
& : . ‘~/ X YES?] NO[C]
: 2| 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. {Enter notura of injury in PART | er PART |l of item 18.)
w
; 8 g O O
5[ 20c. TIME OF .Howr Month, Day, Year
2 INJURY  a.m.
E p.m.

WHILE AT
‘WORK O

USE ORLY BLACK INX OR RIBBON TYPEWRITE IF POSSIBLE

20d. INJURY OCCURRED
NOT WHILE
AT WORK

0

20e. PLACE OF INJURY (e.g., in or about home,
farm, factery, street, office bldg., etc.)

20f. CITY, TOWN, OR LOCATION

COUNTY STATE

2.

| attended the deceased from
Death occurred at

L R

8:40 A,

and last :awﬂ
m on the date stated above; ond 1o the best of my knowledge, from the couses stated.

alive on

Doctor, coroner, etc. must use only standard na

All diseoses in Part | must be causally relcted.

g. SIGNATU:

23a. BURIAL, CREMATION,

2b. ADDRESS

Lo> >

3

/M/r/\//%

22 DATE SIGNED

o~ 2 ¢=3"y

: NAAE OF CEMETERY OR CREMATORY

codle

., -

o b

. LOCATION {Clry, town, or county)

enden

(Sta1e}

25. DATE RECD. BY L OCAL REG.

=I5

TRAR"S SIGNAT

{Licensed Embalmer's Statement on Reverss Sidej 7




L56) 87 Avi

LY

STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed
.+ Student Embalmer No.-................0..

...........................................................................................
1

? by me, or by

working under -my personal supervision.

........................................................

Student _ .
Signature of Student Embaliner

Licensed Embalm
P. 0. pddrese ¥SE

......................

RITING. (Failure

’ Note: The above MUST BE SIGNED BY. THE LICENSED EMBALMER in: his OWN HAN

o= .
to comply with the above constitutes grounds for revocation of lxcense)
If embalmed by a STUDENT, he also shall sign in his OWN handwntmg
If this body is not embalmed, fact should be so stated above, .

-~

y -
-




