THE DIVISION OF HEALTH OF MISSOURI

S8-025825

. Health,
8 Welfor STANDARD CERTIFICATE OF DEATH o S
. Public o a
. Service I,LtD AUG 1 5 19-59,,;,,,‘,,;‘,“_ Diswict No. / Vf Primory Registration DiswictNo. /. @ 0 K. Registrar's No.,hﬁéﬁgg.“
| |
1. PLACE OF DEATH ) 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before
. M . COUNITY . STATE b. COUNTY
]3°° ! ° Jackson ° Msgour] Jacks
=57 b. C|TY {If ourside corporate limits, give TOWNSHIP only) Inside Limits 5'6 CITY Inside Limits
o Yes G w0 | 5D 0% Yoslod Mo [J
N Kangsas City w¥ NTOWN Ranans Gity
c. FULL NAME OF (M NOT in hospital, give location) [ Langth of stay in lb 7 d” STREEY (I oulude, give location) Reside on Farm
HOSPITAL OR [l ADDRESS ¥ .
INSTITUTION 12 _vyrs " 1 Yes { ] No
3. NAME OF DECEASED First Middle Lost 4. DATE Manth Day Yeoor
{Type or print} OF
DCROTHY TIMBERLAKE DEATH July 30 1958
5. SEX ! 6. COLOR OR RACE| 7. MAnmeoiﬁ NEVER MARRIED[ ] 8. DATE OF BIRTH 9. AGE (In yeors FUNDER | YEAR| IF UNDER 24 HRS.
{ last birthday) | Menths | Days Hours J Min,
Female White WIDOWED[ | orvorced[ ]| Dacambar 28 1924 33
100. USUAL DCCUPATION (Giva kind of work dona | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City and stats or country) 12. CITIZEN OF WHAT COUNTRY?
during most of warking life, even il retired) INDUSTRY
(<] Carralltonm onrd SA
13a. FATHER*S NAME 13b. MOTHER'S MAIDEN NAME t4- NAME OF HUSBAND OR WIFE
Lol ' | Thomas H Timberlske
15. WAS DECEASED EVER IN U. $. ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANY Address

All diseases in Port | must be cavsally related.

(Yos, fip, or unknqwn)f (3f yes, give war or dares of setvice}
ffo |491-22-0183 |

o for (n), {

18. CAUSE OF DEATH (Enter only one couse per |j
PART I. DEATH WaS CAUSED BY:

IMMEDIATE CAUSE (o}

INTERVAL BETWEEN
ONSET AND DEATH

C:nd’i‘!ions, If gny, DUE TO (b)
| i
ik omt s e
stating the under- 4q
g Iying couse lost. DUE TO (c) -
=t PART 1l, OTHER SIGRIFICANT CONDITHINS CONTRIBUTING TO DEATH but not ralated to the terminal dissass condition given in PART I [} 19. WAS AUTOPSY
x PERFORMED? l
E Yes [ No ()
& ] 200. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Entegpioture of injury in PART | or PART |l of irem 18.) v
w -~
v O ] O é Ll -
é 20c. THAE OF Hour Month, Day, Year ([
a INJURY  a.m. 7]
=z p.m. 7—3 D ’\51
20d. INJURY OCCURRED Ne. ?LACE OF INJURY {e.q., inb:;:’ubourhc;rnn, 208, CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILEE. army, fctory, street, office bldg., atc. ‘2/ —

2‘|. | attended the deceased from ! P L

and last m”’- ollvog

Deoth accurred at

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

> SIGHATU {Degres or title)
2 bt v

> 2 Ca T S oear

22c. DATE SIGNEQ_

DU~ £

23a. BURIAL, CREMATION,

Bur{af ~""

rd
. DATE

August 1 1958.

. NAME OF CEMETERY OR CREMATORY

Mt Washington Cemetery

23, LOCATION [Ciry, town, or county)

{S1ote)

sag City Miszourd

24. FUNERAL DIRECTOR

ADDRESS

25. DATE RECD. BY LOCAL REG.

26. REGISTRAR'S SIGNATURE

Sheil Funeral Home Kansas City Mo

773"'\_5? -~

Kealhof er
Geo, C. alhofe USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

{Licansed Embalmer’s Statement an Reverse Sids)




STATEMENT BY LICENSED EMBALMER

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

BY M@, OF DY ooiiiiiiieiiii et oe et it e et e e e e e seee s enesen e na e ee s e annnnnaaeaats , Student Embalmer No. .......ccovuvenrens

working under my personal supervision.

Student ..o s
- Signature of Student Embalmer

Licensed Embalmer,No,;
Lo . P. O. Address(}'../.:... e et T

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

,-Prrr-, .

[V e~ . e




