THE DIYISION OF HEALTH OF MISS50URI

58-01'7944

Health, .
¥l STANDARD CERTIFICATE OF DEATH DL O
wblic
» Service D MAY 2 6 19582eglnmﬂon Dumcr Na. _.........,,.[...5_.. Z.. ..... Primary Reglsrru!mn Dls"lcf Ne. _5“_.9_&3__" Regl:tmr s No _________________ g _____
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. |f institution: Residance hlfgre
5. 300 a. COUNTY a. STATE b. COUNTY admissi
3 Henry Mo,
1.57 & b. CgY (If outside corporate limits, give TOWNSHIP only) Instde Limits . CIOTY 2 Inside Limits
. R R
v TOWN Clinton Yos i to[] TOWN Clinton YV e | yelg 0
J c. Eglshl!’_F?Alhf%OF (If NOT in hospital, give location) | Length of stay in 1b d. STREE';S S {If outside, ;ﬁre location) Reside on Form
Al ADDRE
0 InsTirution Jetzel Hospitel 5Days 113 So. . Yes [] te[X
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Yeor
. {Type or print) . OF
f Frma Kathryn King DEATH May 19, 1958
I 5. SEX [ 6. COLOR OR RACE} 7. MARRIED[ ] NEVER MARRIED] ] 8. DATE OF BIRTH G, A:SE' tin ,;,;; :uunaea;ve.\n l:xN-DER z:‘:r(s.
L} L) r .
Female ! | White wooweo[X  Dmvorceol]| May 11, 1870 1 B S |
100. USUAL OCCUPATION {Give kind of work done ] 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City and state or country) 12, CITIZEN OF WHAT COUNTRY?
INDUSTRY

eeper

durln 3t of working life, even if retired)
ondek

Ohie /

USA

13a. FATHER'S NAME

John R. Yoder -

13b. MOTHER'S MAIDEN NAME

Fannie Kauffman

14. NAME OF HUSBAND OR WIFE

Lﬂu L.aAjg

Canditiens, if any,

15. WAS DECEASED EVER IN U, 5, ARMED FORCES? 14. SOCIAL SECURITY KD.| 17. INFORMANT ddre
(YQNW, or unkmwﬂ)l(ll yau, give wor or dates of service) 113 Sau OI‘GhaI‘d St.
None M1
18. CAUSE OF DEATH (Enter only one cause pgr line for (a), (b), and (c).} INTERVAL BETWEEN
PART I. DEATH WAS CAUSED BY: ‘ d ei ONSET AND QEATH
IMMEDIATE CAUSE (a) YiMonavy w1 a 7o=12 Rwvs.

e o Cevebre Vascular #em.rrhage

S5 daz«s

etc. must use only stondard nomenclature in item 18. Mo symptoms will be listed.

Death occurred at

#)3;_)‘_.__2(

m on the dme stoted above; and to the best of my knowledge, from fhc cavses siated.

ctor, coronar,

2%0. SIGNAEIJRE

Degrep or title)

-

22b. ADDRE

7/7

el b

22¢. DATE SIGNED

=/9-78

L

)

@

3

(o]

o

w

Lt

=

o

=

w

x which gave rise fo

L above couse {a},

= ati h o

=] B Iying caves lost. } DUE TO {c) 331X
o @ = PART [l. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related 15 the terminagl disease conditien given in PART I (a) 19, WAS AUTOPSY
s g PERFORMED?
T S YES[] NO K]
- X =1 200. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART il of item 18.)
= ZBu -
3 =Y 1 0 0
] ¥ -
v T EY| 2c¢. TIMEOF Hour Month, Day, Yeor
3 o o INJURY  am.
‘;‘ 5 X p.m.
E g 20d. INJURY OCCURRED 200. PLACE OF INJURY {e.g., inor cbovthome,|{ 20f. CITY, TOWN, OR LOCATION COUNTY STATE
T w WHILE AT— NOT WHILE form, factory, streat, office bldg., etc.)
5 w ] T WORK O
o 2 A Rl A' Ayﬂ ™

-

E 21. | ottended the d.cms.d’ frg, ' l°1 ' g 1 A/d last sow h— clive on ’ ! a1 ’a’ J (’
<
:
]
<

L . LOCATION (Cly, town, or county)

{5ta1a) |

230. BURIAL, CREMATION, 23c. NAME OF CEMETERY OR CREMATORY
PR g REMOY AL (Specify)
(o Burial May 21, 1958 | Clearfork Cemetery Garden City, Mo.
" 24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. 76. REGISTRAR'S SIGNATURE »
L9 -
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a.-‘-J

R - &

Embalmer’s 5

on Reverse Side)

(Lt



L TN

LN

»

<

STATEMENT BY LICENSED-EMBALMER T .

1 hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed_"

DY B, OF DY ittt ce st vareen e re e a e e s snereta e aa b r st s aan ., Student Embalmer No. .............c.....

working under my personal supervision. .Y

Signature of Student Embalmer #OE2 ’
Licensed Embalm Noé???‘
P. O, Address. m )410
_ Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING (Fallure
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.
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