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USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

HLED MAY 29

1358

Registration District No.

THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

. 58-018209 _

STATE FILE NUMBER

9
Iy’f Primary Re_qis!ruiinn Dislric? NO-...W,(,Q.QZ::____.,_“ Reg-ishur's No._&ﬁga_"_

V. PLACE OF DEATH

o COURTY 3o ekgam

2. USUAL RESIDENCE (Where deceased lived. If institution: Residance bef e
a. STATE w | b. COUNTY odmu--on)f'

b. chY (H outside corporate limits, give TOWNSHIP only)

Inside Limits

Inside Limits

. CITY
. Y N ,«{ DR Y N
| TowW ___ Kansas City os gl e Oy TOWN _Kanaag City o] Mol
c. FgLL NAME OF (If NOT in hospital, giva location} | Length of stey in 1b ’5 b4 STREE-_Z.S (if autside, give location) Reside oan Farm
HOSFPITAL OR ADDRE
INSTITUTION 35 yra ]| 3021 _E_8th St Yes (] Nolg
I 3. NAME OF DECEASED First Middle Lost 4. DATE Manth Day Yeor
{Type or print) OF
FRANCINE GRAHAM pEaTH  May 11 1958
5. SEX t | 6 COLOR OR RACE 7'MARRIED[___| NEVER MARRIED[ ] 8. DATE OF BIRTH 9. AGE (In ysars JFUNDER i YEAR] IF UNDER 24 HRS.
1 hday) [Months | D H Min.
Female White wiooweo[X > pwvorceo[])| Oetober 6 1903 u')‘zl" e ] A l "

10a. USUAL OCCUPATION (Give kind of work dune

10b. KIND OF BUSINESS OR

11. BIRTHPLACE (City and state or country)

12, CITIZEN OF WHAT COUNTRY?

uring mo st orking lite, sven if retired) INDUSTRY
Housewlfe Clinton Iowa ! UsA

13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 4. NAME OF H_UéBAND_ OR WIFE

No Record No Record Joe Graham (Dec)
15. WAS DECEASED EVER IN U. 5. ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. mrﬁm‘u Address n?
{Yer, fip, or unknqwn)| (If yes, give wor or dotes of service) " -

Jor oo ven e - None Mrs Harris 3021 St Kansas Ci

5 INTERVAL BETWEEN

PART L.

18. CAUSE OF DEATH (Enter only one causg
DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (a)

per line for (o), (yund (c}.)

L2 A LA

’

ONSET AND DEATH

ra

MEDICAL CERTIFICATION

Condltions, If eny, DBUE TO (b)
which gave rdse to ﬂ
obove cawse {a}, " W
wtating the under- L:‘!
lying cause last. DUE TO (<}
PART I, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but nct reloted to the terminal diseose condition given in PART I (a) 19. WAS AUTOPSY
PERFORMEQ? /
YES N
20a. ACCIDENT SUICIDE HQMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in PART | or PART Il of item 18.)
O O O
20c. TIME OF .Hour :Month, Day, Year
INJURY - a.m.
p.m.
204. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor chouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE 0 farm, fuctory, street, office bidg., etc.)
WORK AT WORK

21. | attended the deceased from
Death occurred ot

, 1o

and last saw ::; alive on

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

4 CREMATION,
REMOVAL (Specify)

23b. DATE

24. FUNERAL DIRECTOR

Sheil Funeral Home Kansas City Mo

{Dagree or titla)

ADDRESS

3

23c. NAME OF CEMETERY OR CR

| _Forest Hill Cemetery

25. DATE RECD. BY LOCAL REG.

S-13.58¢ “helvar

22b. ADDRESS

22¢. PATE $IGN
S
23d. LOCATION (City, rown, o

Kansas City Migssourd

26. REGISTRAR'S SIGNATURE

ATORY

{Licensed Embolmer’s Stotement on Revarse Side)
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STATEMENT BY LICENSED EMBALMER

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

DY M@, OF DY iiriirieiiieiierr i siairr s e me e s ss et rere e ar s s n s e s e , Student Embalmer No. ...................

working under my personal supervision.

T 15 =3 1| GO Signed ... f)

Signature of Student Embalmer 3 G ~
Licensed Embalmer No }\j

P. 0. Address../Jf...é......??.ﬂ..ﬁ.

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 handwriting. - BN ST .
If this body is not embalmed, fact should be so stated above. ..




