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* USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

FILED SEP 24 1957

THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

STATE FILE NUM

Registration District No. /'y,f Primary Registration D District No. ._.._éﬂﬂqx—-f_.m._..... Registrar's No. Tt fetl .
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. |f insﬁrurion:-Ru‘;dqnc_./Fe,“re
. COUNTY . STATE . P b. COUNT admissio
° Jackson ° Hrgsonci GentRy
b. CITY (lf outside corporate limits, give TOWNSHIFP enly} Inside Limits c. CITY / Inside Limits
OR
. Y N
TOWN __ Kapsas City s I ML) i TOW"DSE an
c. FULL NAME OF | -&,wo'c,lﬁu.umg:h of stgy in b d. STREET Reside on Farm
HOSPITAL OR 1 ADDRESS
INSTITUTIONAZ 2 3 fJDE? Ave. ¥ Le . : | Yes [ Ne[]
3. NAME OF DECEASED First Middle Last 4. DATE Month Doy Year
{Type or print) OF
Anna Miller DEATH 9-2 57
5. SEX ' 6. COLOR OR RACE T'MARRIEDD NEVER MARRIED[ ] 8. DATE OF BIRTH 9. AGE {in ,::;; ::::.ER ;::AR l:x:osa J:MTS.
@ White wioowed}(d  Lovorceo[]]  QOet, 15, 1871 |

10s. USUAL OCCUPATION (Give kind of work dons

ring moat of wrking lifs, sven if catired}

m:fp

10b. KIND OF BUSINESS OR
INDUSTRY
h——ﬂ'—"’

11. BIRTHPLACE (City ond stote ar country)

ﬂd?‘oan/ f '

12. CITIZEN OF WHAT COUNTRY?

e SA.

13a. FATHER'S NAME

d ok w .w;’Joa}

13b. MOTHER'S MAIDEN NAME

sV /ErT A4

Fang

E OF HUSBAND OR WIFE

15. WAS DECEASED EVER IN U. 5. ARMED FORCES?
{Yes, no, o unkmwn)l(l! yas, give war aor dotes of service)
Aa

IB.AS?IAL SECURITY NO,
oA &

17. INFORMANT

abovs

PART L

Conditions, if any,
which gave riss 1o

couse {a},
stoting the wnder-
lying couse lost.

IMMEDIATE CAUSE (a)

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

DUE TO (b)c %/V\A’ak C/&M/ycd__/
DUE TO (c@M W

/"..—.‘J-_y/od_,

PART I, 'OTHER SIGNIFICANT CDNDRONTR]BUTING TO DEATH but K related !nqiu terminal dissase condition given in PART | {a}

e

19. WAS AUTOPSY
PERFORMED?

™ yes] no S

241

?LACCIDENT SUICIDE  HOMICIDE®

‘?{DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in PART 1 or PART II of item 18.}

MEDICAL CERTIFICATION

o O O . .
TIME OF Hour Month, Day, Year \
" INJURY o.m. Y
p.m. N
INJURY OCCURRED | PLACE OF INJURY (e.g., inor cbout home, ﬂ.’CFT.Y, TOWN, OR LOCATION COUNTY STATE
HILE ATD NOT WHILE ] farm, factory, street, office bldg., etc.)
AT WORK N .
21. 1 attendsd the deceased from " to and last 3aw 12" glive on N / F0 / =y 7
Death occurred ot m ofi the daié stated dbove; ond 1o the best of my knowl.dga,lom the cG{nes s'a!ed
Degree or %y& o [ % aop W . M ( 9 22c. DATE SIGNED
s, . 23c. NAME OF CEME OR CREHATORY 23d LOCATION (C/ Iu'n, or county) » tare)
S | 2/ / - Lanb W,
27 p(q e - ankerey o,

24. FUNBRAL DIRECTOR

ADDRESS

. | 5. oaTE RECD. BY LOCAL RES.

2. REGlsmAR'sﬁcNATURE

?«J, Sz T

on Reverse Side)




STATEMENT BY LICENSED EMBALMER

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

by me, or by ..o srreenesierrent b erenanse frireeerrrerseseenreerenesnseyy Student Embalmer No...... e

working under-my personal supervision.

Student .eoceveneeneenennn ettt Signed ,Z L({ Mj C-() /

Signature of Studeiit Embaliner

Licensed Embalmer No. f?f ...........
P, 0. Address.. AR .

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRIT[NG (Faxlure
to compiy with the above constitutes grounds for revocation of hcense)

If embalmed by a STUDENT, he also shall sign,in his OWN handwriting,. E ., ST

If this body is not embalmed, fact should be so stated above.

* . . - - .
R . ] . -



