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" FILED APR 22 1958

THE DIVISION OF HEALTH OF MISSOURI|

STANDARD CERTIFICATE OF DEATH

_.58-014777

STATE FILE NUMBER

Registration District No. 1 6 "_F Primary Registration District No. 3 [/ g ot Regihr&'a No.._é_J _____________
1. PLACE OF DEATH 2. USI.IAL RESIDENCE (Where dececied lived. [f institution: Rnslden:e be!om
. COU STAT b. UNTY issl0
o CouNTY Johnson ¥issouri « JohnSont SAZ
b. CgRY (If outside corporate limits, give TOWNSHIP only) Inside Limits <. CgrRY Inside Limits 0
1ow  Warrensburg Yes fd Mo [ rom_Warrensburg Yesr] e
zgké'-l'?‘\l’:‘%lglz I&Eéin gﬁlf‘:ls ai-ﬁloculion) Length of stay in 1b d. i':’)%%EEES {If outside, give location} Reside on Farm
A o
INSTITUTION m g Mos 501 N.Maguire Yes [J No[J]
3 (NTAME OF DE)CEASED First Middle Lost 4, DATE Month Day Yeor
ype or print OF .
Thomas Edward Kelly peati April 18-1958

5. SEX

0

6. COLOR OR RACE} 7.

MARRIED[ ] NEVER MarRtED[ ]

8. DATE OF BIRTH

9. AGE (in yuars

FUNDER 1 YEAR]

IF_ UNDER 24 HRS.

. - 1 irthday) [ Month Da; Houwr Min,
Male White wiooweo[X ' oworcen[J| April 16 1873 85 i . l " ' I
10e. USUAL OCCUPATION (Give kind of work dona | 10b. KIND OF BUSINESS OR 11- BIRTHPLACE (City ond stote or country) 0 12. CITIZEN OF WHAT COUNTRY?
during o st of working life, aven if retired) INDUSTRY . . . A
Hoisting Engineer Cosl Mine Boonville Missonri .S . A

13a. FATHER'S NAME

Michel Kelly

13b. MOTHER*S MAIDEN NAME

Margaret Smith

14. NAME OF HUSBAND OR WIFE

Myrtle Kelly

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

F_—

{Yas, no, or mkmvm)l {If yas, give wor or dotes af servics)

16, SOCIAL SECURITY NO.| 17. INFORMANT

£95-3L-7886

Address

Mrs,Margaret Daughertv,Wa

rrensbure M

INTERVAL BETWEEN
(}NSET AND DEATH

334 X

M—iﬁ

%dnhn glven in PART | (o}
.

19, WAS Agrops
PERFORMED?
vES[] NO @

ACCIDENT SUICIDE HOMICIDE *
O 8

20a.
|

20b. DESCRIBE HOW INJURY OCEURRED: (Enter nature of injury in PART { or PART Il of item 18.)

Dc. Month, Day, Year

DICAL CERTIFICATION

TIME OF  Hour
INJURY

a.m.
p.m.

El

M

204. INJURY OCCURRED -
NOT WHILE

WHILE ATD s
AT

WORK )

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

20e. PLACE OF INJUR‘I’ {e.g., inor about home,
* farm, factory, street, office bidg., etc.)

/

20f. CITY, TOWN, OR LOCATION

COUNTY

STATE

Death occurred ot

21. | attended the deceased from ‘%: Vi 2 .s 2 , to

1:50 P .M,

- -

and lost sow lh!i.m alive on

& ~fl- s~

m on the date stated above; and to the best of my knowledge, from the couses stoted.

18. CAUSE OF DEATH (Enter only one cause per ling for (a), (b}, ond {c).}
ART I. DEATH WAS CAUSED BY
IMMEDIATE CAUSE (a)
Canditiens, if any, DUE TO (b) . -
which gave riss to
above cause (a), }
stating the wunders
lying cause last. DUE TO (<)
. . PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not relat
Choconie Uhom
23a. BURlAL CREHA"ON
EMOVAL {Specily}
uria
24. FUNERAL DIRECTOR

Sweeney Phillips Warrensburg Mol

19185 9

" (Degrae o7 title) 0 22b. ADDRESS 22c. PATE SIGNED
[ %—Q, @&W/ i.D. Warrensburg lissouri
I3b. PATE 23c. NAME OF CEMETERY OR CREMATORY 234, LOCATION (Ciry, town, or county) (State}
fe L~19-58 Sunset Hill Warrensburg Missouri
' / ADDRESS 25. DATE RECD. BY LOCAL REG. | 28. REGISTRAR'S SIGNATURE

A snrades Gundeh furted,

(1 @ t;-
i
{Licensad Embaimar's Slatement on'Revecyn Side)

P o



. STATEMENT BY LICENSED EMBALMER

”

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

by me, or by

e e AL

working under my personal supervision.

Student

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

Signature of Student Embalmer

Note: The above MUST BE SIGNED BY T NSED 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.



