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etc. must use onky stondard nomencloture in item 18. No symptoms will be listed.

Port | must be causally related.
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FLED MAY 23 1957 STANDARD GERTIFICATE OF DEATH e T
I Registration District Na, Q Primary Registru_l_?gp Disiric-r No-gﬂd.i_é. _____ Regu:mr 3 No. No.. z &:N_L
K
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence befére
o COUNTY Jackson o STATE Migsouri b COUNTY  Jacks®fi**<
l b. CITY (If cutside corporate limits, give TOWNSHIP only) Inside Limits c. CITY {r’ Inside Limits
Tom  Independence Yos K] Mo [] O  Independence 700 vel3 w0
c. FgLL NAME OF (lf NOT in hospital, give location} | Length of stay in 1b d. STRIlE?EEES {1f outside, give |oc:nion) Reside on Farm
HOSPI
o tndep. Sanit . &Hosp. | 35 yrs. ADD 119 E. Pacific Yes (] No[%
3. NTAME OF DECEASED First Middle Last 4. DATE Month Day Yeor
int
(Type or prini) ESTELLE MC LAIN LIVESAY pearn May 14, 1957
5. SEX / 6. COLOR OR RACE 7 unm 'EDENEVER warriEn(] 8. DATE OF BIRTH 9. AGE‘ (bli,,1:;:,; ::T,E:ER;:EAR |::::DER z;:ns.
Female White wioowep[] pivorceo[]| AU 19,1895 [ S ’ '
10a. USUAL OCCUPATION {Give kind of work dons | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (Ciry and state or counsry) C‘ 12. CITIZEN OF WHAT COUNTRY?
durin, t of working life, even if reticed; INQUSAT
Housewife = ) Selt-Employed Aullville, Missouri UsA
13a. FATHER'S NAME 13b. MOTHER'S MAIDER NAME 14. NAME QF H_UQBAND OR' WIFE
Warren B. Mclain Nellie Perdue Robert P. Livesay

15. WAS DECEASED EVER IN U. 5, ARMED FORCES?

(Yes, no, or unkngwn)] (If yes, give wor or dotes of servics)
no

no

16. SOCIAL SECURITY NO.

17. INFORMANT

e

Address
Robert Ljvesay, 119 E, Pacific, Indep.,Mo.

PART I.

Conditions, if eny,
which gove riss to
above couse (o),

18. CAUSE OF DEATH {Enter only one cause per lina for (a), (b), and {c}.)
DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (a)

UMMWM,;&,W

INTERVAL BETWEEN
$NSET AND DEATH

DUE 70O (b} @

W

/r’#’moé-,?:f'r:‘)

" Death occurred ot

m on (ha date stated nbove, and 1o the best of my knowledge, irom the causes stated.

ST o Oa Do st o -
z lying coves lasr. ?  DUE TO {c) Teece licr /LS
= PART H, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TQ DEATH but not reloted to the terminal disease condition givan in'PART | (a) ? 19. WAS AUTOPSY
x 2 PERFORMED? ¢
g /72X YES[] NO[]
& 200. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
u
o O W] g
8| 2c. TIMEOF Hour Month, Doy, Year
a INJURY o.m.
k3 p.m.
20d. INJURY OCCURRED 20¢. PLACE OF INJURY (e.g., inor abouthome,| 20¢. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE D farem, factory, street, office bldg., etc.)
WORK AT WORK
“21. ¥ aMended the decaased fiomW AN 10 Phaiar (L AT ) endlast sow B aliveon Dwtey /44 ~ [ F4"F

220, SIGNATURE/) } 5 (Deguc or mla)

22b. 4ADDRESS

o

ey

22¢. DATE SIGNED

STr 75>

23a. BURIAL, CREMATION, | 236 DATE 23c. NAME OF CEMETERY OR CREMATORY V 234. LOCATION (City, town, or county) ¢ (Srae} /
BipYaf ™ | May 16,1957 Woodlawn, Cemetery ! Independence, Misgouri

24. FUNERAL‘DIRECTOR
George C. Carson, Independence, Mo.

ADDRESS

25. DATE RECD. BY LOCAL REG.

= /&= S7

7. REGIsTRAR'S SW‘ 7
&!Zx@f AL

(Licenzed Embalmer’s Statemant on Reverse Sids) I

N

— 7




LS6) 22 YW

STATEMENT BY LICENSED EMBALMER

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

«» Student Embalmet-No. ........c.cvvenne

[ A 1 T= T+ Y P ST

working under my personal supetvision.

Student v e e s
Signature of Student Embalmer

- P. O. Address ot O

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 embalmed by a STUDENT, he also shall sign in his OWN handwriting. ‘- ’
If this body is not embalmed, fact should be so stated above.

B I -

A,




