pt. Health,
s & Welfore
5. Public
lth Service

.5.30 &

v, 1=57

Deoctor, coroner, efc. must use only standard nomencloture in item 18. No symptoms will be listed.

All diseases in Part | must be causally related.””

Vincent T. Will

WRITE IF POSSIBLE

v

l%bNLY BLACK iNK OR RIBBON TYPE

.

FILED NOV 20 1957

Registration District No.

THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

1 %7

40

' STATE FILE Numgi,_?.}
Primary Ragistration D Dus?rlt‘.t No. __/__?_Q_.":_-u _______ Registrar's No._

PLACE OF DEATH 2. USUAL RESIDENCE (Whero deceased lived. If institution: Resldunco befére
. COUNTY . STATE b. COUNTY, admissio
@ J ackson ° Oklahoma D15 v
b. ch (M outside corporate limits, give TOWNSHIP only)} Inside Limits c. CIOTRY Inside Limits
R
TOWN Kensas City Yes (B No [] - ol . TOWN Miami L, raYesD No (x]
c. FgLL NAM% OF (If NOT in hospital, give location) | Length of stay in Ib d. STI[?)%EEES (I oursida, give locathon) = | ¥ Reside on Farm
HOSPITAL OR AD
nsTITuTion _St. Joseph Hospit 1 day ; RR #2 Yes (] No[]
NAME OF DECEASED First Middle Last 4. DATE Month Day Y aar
(Type or print) OF
STELLA AGNES LA FALIER DEATH  Nov. U4, 1957
5. SEX j | 6 COLORORRACE] 7., coiengnever marmieo[]| 8 DATE OF BIRTH 9. AGE (n yoars :l:::ﬂen;:im LF UNDER 24 HRS.
Female White wioowep[] | oivorcen[ ]|  Qet. 2B, 1888 Eé l I

10a. USUAL QCCUPATION {Give kind of work done

10b. " KIND OF BUSINESS OR

11. BIRTHPLACE [City and state or country)

12. CITIZEN QF WHAT COUNTRY?

during most of werking life, aven if retired) INDUSTRY
Garment Worker Mo. Garment Co. Ottawa Co., Okia. U.S.A,
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Joseph Skye Lucy Wadaworth Clarénce
15. WAS DECEASED EVER IN U, 5. ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT Address Kansas Cj_t,y Mo,

‘Y.I,mof unkmwn]l(ll yas, give wor or & dates of service)

795 -0 93717

Robert J. Satterfield - 6200 E. ESth St.

18. CAUSE OF DEATH (Enter only one cause per
PART |. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (a)}

|jrrey for (a), 4b), and {c).)

Canditions, if.eny,
which gove rise to
above covse (a),
stating the wnder-

}

/- 4
DUE TO (b) L

.

INTERVAL BETWEEN

ONSETQD DEATH

yx4

*

z_;&aﬂ:

i 0¥

Deoth oc:urred of

é Iying cawvss last. DUE TO {c)
= PART 1l OTHER SIGMTYC CONDGITIONS CONTRIBUTING TO DEATH but net related 1o m. terminal dl wase condition given jn PART 1 {a) 9. \gegpgggPSY[
-l h
£ . ,aZu#Na.«r; , Wu-,/ YESE] N
| 20a. ACCIDENT SUICIOE HOMICIDE | 20b. PESCRIBE HOW INJURY OZFURRED. (Enter nature of injury in PART | or PAWI of item 18.)
w
8 o o O -
S| 20c. TIMEOF Hour Month, Day, Year
‘81 7 INJURY o,
E pm.

20d INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor abourhome,| 20f. CITY, TOWN, OR LOCATION COUNTY v, . STATE

CWHILE AT NOT WHILE farm, factory, street, office bldg., etc.) N .

WORK 0 AT WORK L]

21. | attended the decoased from .Zlg ,;-_s‘ 2 , to J - ",, .f?mdhﬂ:aw:mnlwem 1/ - Y . J“7

m on the dun stated ubove, and to the best of my knnwiedge, from the causes stu!ed

220. SIGVE Mngtcc or title)

[

fellitinen sl |.

DATE SIGNED

§—

22b ADDRESS ’ : %7

13a. BURIAL, gEMATION 23b. DATE ~23c. NAME OF CEMETERY OR CREMATORY 23d. l._OCATIDN {Ciry, unm, or county) (State)
REMOVY AL (Speciiy)

Remova "1 11-5-K7 G.A.R. Cemetery Miami, Okla,

24. FUNERAL DIRECTOR ADDRESS ‘ -t 25. DATE RECD. BY LOCAL REG. | 25. REGISTRAR'S SIGNATURE .

Mellody-McGilley-Eylar “ansas city, Mc j/ 87 TPrlemr W

od Embalmer’

{Li

on Revarss Side)




STATEMENT BY LICENSED EMBALMER

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

by me, or by

working under-my personal supervision.

Student
Signature of Student Embalmer

* Licensed Embaimer No

P. O. Address

. 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 handwriting77-< - ¢

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

LI ! - [ o
LT L odal . R e B




