Health,

witee FILED JUL 30 1958

Public
Service

All diswases in Part | must be causally reloted.

K. L.Kettanmnan

USE ONLY BLACK INK OR RIBBON TYPEWRITE {F POSSIBLE

Registration District No. L.

THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH
S, 4 ‘/? Primary Rnglsrruhon District No. ._../_a P B B chulmr 5 No. N,

28-025594

STATE FILE NU

3424

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence befofe

a COUNIY  Jackson o STATE 3 ssouri b. COUNTY  Jackstinyssoen)

. CITRY {If outside corporate limits, give TOWNSHIP only) inside Limits c. c(l)TRY r‘) 60 & Insida Limiis
Town  Kansas City YaX] N[ |4~  rown Hickman Mills Q Yosfig No[]

c. FULL NAME OF (If NOT in hospital, give location) | Length of stay in 1b d. STREET {If outside, give location) Reside on Form
HOSPITAL O ADDRESS v
insTiTuTIoNMenorah Medical Center ./wy ££4 11315 Norby Rd. Yes (1 No ]

3. NTAME OF DECEASED First Middla Last 4. DATE Maonth Day Yeor

{Type or print) = OF

Y Rosa Y7 Keating - 7 1, 1958
5. SEX 1| 6 COLOROR RACE| 7. MARRIEDDNE\:ER wARRIED ] 8. DATE OF BIRTH 9. AIGE ("".i;:;«; :‘u:ﬁeag::aa 1;::05»2 z;i:ns.
a 0
Female White wooweo[X ¥ pivorcen[) 9—28-1877 8o |
10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City and state or counsty) 4] 12. CITIZEN OF WHAT COUNTRY?
uring mest of working life, even if retired) INDUSTRY -

13a. FATHER'S NAME

i5. WAS DECEASED EVER IN U, 5, ARMED FORCES?
{Yas, 0o, wkmwn)l {If yas, give war or dates of service}
/)

Y E

e e

Wi NASOR l.oek.s' Oounerrie

T

U.3 A

{ s

13b. MOTHER'S MAIDEN NAME

vJTuiLra N *CaAne

14. HAME OF HUSBAND OR-WHRAE

Pargsciv T A rive

16.

)

Nowe

SOCIAL SECURITY NO.

17.

PART 1. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (a)

Conditions, if any, DUE TO (b}

18. CAUSE OF DEATH (Enter only one cause par line for (a), (b}, and {c}.}
.

which gave rlae 10
gbove causs {a),
stating the under-

}

INFORMANT

Address

fosnes T Mearve pldZain”S888 Mo

Ma&a RO

INTERVAL BETWEEN
ONSET AND DEATH

53°

MEDICAL CERTIFICATION

lying cause last. DUE TO (c)
PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TQ DEATH but not reloted to the tarminal disesss condition given in PART 1 {a) 19. WAS AUTOPSY
) PERFORMED?
YES
20. ACCIDENT SUICIDE HOMICIDE 204h. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART ) of item 18.)
O O O
20c. TIME OF Hour Month, Day, Yaar
INJURY a.m.
p.m.

20d. INJURY OCCURRED

20e. PLACE OF INJURY {e.g., inor cbout home,
farm, .ctory, strest, office bldg., etc.)

XH. CITY, TOWN, OR LOCATION

COUNTY

STATE

Deoth occurred at

WHILE ATD NOT WHILE 'm
AT WORK
21. | attended the d. d from !— 11— g - r to, 7"’ ‘/ - /F and last sow her tiveon -
him
- I

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

22a. SIGNATURE (Dagree or title) & % DDRE 22¢. DATE SIGNED
. .Wh_. M. D (ochman 2l i 7] 19/5F
230. BURIAL, CREMATION, | 236 DATE 23c. NAME OF CE“ETERY OR GREMIKTIORY 23d. LOCATION (City, town, or county) (5!:'-)
EMOV AL (Spoclfy) R - . .
BEMYAL” Jooy.r4/950. 57 Pareitns Comercav| FaicRivee Massacnoserrs
24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. 26. REGISTRAR'S SIGNATURE

EWw a

. 133/ »Geus}veﬁf

T-tY. 58

[L-:-m.d Embalmer’s Statamant on Reverss Side)

Prtvas Fneiahal]




STATEMENT BY LICENSED EMBALMER

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

by M, OF By i ey s ar e e ea st e e e , Student Embalmer No. ...................

working under my personal supervision.

L T (= 1 S Signed ........ ,// .......... At

Signature of Student Embalmer
itensed Embalmer No‘%‘f/{oa

P. O. Address

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failu
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.




