. Np.300
. 10.48

THE DIVISION OF HEALTH OF MISSOUR!
STANDARD CERTIFICATE OF DEATH

, Jn.. 9”
REG. DIST. NoO. PRIMARY REG. DIST. NO. em.llmr.lNa................,._..._,............

FILED AUG 1 - 1957

State File No

dons during moet of working lte, sven if ratired)

t1. BIRTHPLACE

' BIRTH NO.
1. PLACE OF DEATH : 2. USUAL RESIDEMNCE (Wbhers decosssd lved. If institution: resklencs before
a. COUNTY a. STATE - b, COUNTY adibgion).
Jackson Mo Jackson
b. CITY (1 outalde corpurate Umit, write RURAL snd give ¢. LENGTH OF c. CITY d 1s within Umits of
OR STA OR 2 a own’
Tomn  Kansas City “™° VSE’E'Q‘“' 10w Blue Springs . S e K
d. FULL NAME OF (If not in boapital or 1 ion, glve strect sddress o I o+ STREET (12 rural, give location) opj/
HOSPITAL OR ! ADDRESS '
0 RSN St Marys Hospital X 715 EBast Main 7 o
3DNEACNE|ES%E a. (First) b. (Middle) ¢ (Last) 4, DATE (M@th) (Dey) (Yean)
{ Type or Print) CJLARFNCF W MyReS DEATH J'L'IJ_Y 10 1957
8, SEX o 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH 9. AGE (In years| IF UNDER | YEAR | I UNDER 1 HR3,
1 Wh WIDOWED, DIVORCED (8pecify) last birthday} Monthl Days-| Hours | Min.
Male . ) Dec 29 1889 67 - |
10a. USUAL OCCUPATION (Giwekindof work | 10b. KIND OF BUSIN D?lngl{‘Y‘

{City and State or Forsign Country) 12 CHIZE@_{OFWHAT

1. DISEASE OR CONDITION

e only onocousapet | 'DIRECTLY LEADING TO DEATH® gy

line for (s}, (b), and (c)
*This does not mean ANTECEDENT CAUSES
ihe mode of dying, such
a# heart failure, asthenia,
etc. It means the dis-

case, injury, or complica- DUE TO (c)

Morbid conditions, if any, gising DUE TO (D)
rite to the abote cause () stoting
the underlying cauae last. ) .

_ Elevator Bperstor Riss & Co | "Blude Springs Mo ° -
13a. FATHER S NAME 13b. MOTHER"S MAIDEN NAME 14. NAME OF HUSBAND' OR WIFE
James Myres Orah. Shrout | Hazel - n_&g‘es-
I5. WAS DECEASED EVER IN U.S5. ARMED FORCES? 16. SOCIAL SECURITY | 17. INFORMANT 5 SIGNATURE OR NAME ADDRESS
(Yom:no-oruakooma) | il es. elra was opfygen o servion) ’492-18-—3763. Don Myres Blue Springs
18, CAUSE OF. DEATH MEDICAL CERTIFICATION INTERVAL BETWEEN
! ) . ONSET AND DEATH

2

[1. OTHER SIGRIFICANT CONDITIONS

Conditions condritnding to the death but ot
related to the diyease or condition causing death.

tion which caused death.

oo

13a. DATE OF OP'FE)‘I“J- 19h. MAJOR FINDINGS OF OPERATION 20, AUTOPSY? J_.\
YES D KO F_’l
21a. ACCIDENT (Bpacity} 21b. PLACEOF INJURY (og.,Inorabout | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
- SUICIDE homs, farm, factory, street, offies bldg., o0}
HOMICIDE s :
21d. TIME (Month) (Duy) {Year) {(Hour) Zle, INJURY OCCURRED | 211. HOW DID INJLURY QCCUR?
WHILE AT NOT WHILE
INJURY : =. | “work AT WORK

. ‘alive on -

22, | hereby certify that I attended the deceased from G =3 10.3g% , lo _ZiQ 1857, ithat I last gaw the deceased
1942, and that death occurred at __3_F£, ., from the causes and on the dale stated above.

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

title)
(Dregree or o

o

23b. ADD

TIOH REMOVAL (Bpedtr) J‘IJJ. 5 7

24c. NAME OF CEMETERY OR CREMATORY

- Blue Springs

Za. SIGHATURE Mers31) R Pay
t;; ;! ic&m\- I 24b. DATE ./

DATE REC'D 8Y LOCAL | REGISTRAR'S SIGNATURE

25. FUNERAL DIRECTOR'S SIGNATURE - ADDRESS

7y - 57

Webb Funeral Homé Blue Springs Me

{Licensed Embalnver's Ststernent on Reverse Side)

RAQG et




\ ) " STATEMENT BY LICENSED EMBALMER
- . .

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

DY M@, OF DY -t ittt iiiatiaaaceisetsasrsssnnnsasaasasasarranantosssasnasns beeenaan , Student Embalmer No...-..--.....

working under my personal supervision..

Student .....ccoeeieericmiiii it isaa e
Signature of Student Embalmer

] Note The above MUST BE SIGNED BY THE LICENSED EMBALMERm hns OWN HANDWRITING (Fa:
to comply with the above constitutes grounds for revocation of license). . . -

If embalmed by a STUDENT, he also shall sign in his OWN handwr:tmg.

77 this body is not embalmed, iact should be s0 stated above.



