e

b Heolh, THE DIVISION OF HEALTH OF MISSOURI S 58_.029115

§ Ei,w;ll-fure STANDARD cERTIFICATE OF D!ATH T S:TATE FILE NUMBi ------ '
. ublic
th Service HLED S EP 5 ]9%'“"’"”‘ District NO. et /” Primary Regislrailon Dlsfrlt' No. /0 d J""' S Regisirar's No.. 009 ______
. PLACE OF DEATH 2. USUAL RESIDENCE {Where deceased lived. If inspijution: Re j;i.'enca bafore, .
5. 300 . COUNTY Jackson o STATEM i g souri b. coum%ﬂé ission) Vi
157 b. C:JTRY (If ousside corporate limits, give TOWNSHIP anly) Inside Limits c. CBTY l P = Inside Lj its
R K / .
TowN Kansas City Yeeid %O ||~ ToWNHarris ¢ | veld
r ¢. FULL NAME OF (If NOT in hespital, give location) | Length of stay in 1b d. STREET {If outside, give location) R:?ye on Farm
HOSPITAL OR A ADDRESS Lmer WOR ¥
INSTITUTION Dixon Hotel .2l ., e . a3t es [ No (]
i i S ;
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Y ear
{Type or print) OF
ANDERSON WQOD HARRIS DEATH Aug, 19, 1958
5. SEX 0 6. COLOR DR RACE| 7. MARRIEDENEVER MARRIED[] 8. DATE OF BIRTH 9. AGE (In yaars IF UNDER | YEAR] IF UNDER 24 HRS.
R [} dau birthday} [ Months | Doys Hours Mir.
- Male White wIDowED [ ] piverceo[ Ji Nov, 1, 1887 7
-'-‘: 10a. USUAL OCCUPATION (Give kind of work dere | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE {City and stote or country} 12. CITIZEN OF WHAT COUNTRY?
= during most of working life, gven if ratired} USIRY . . .
. Farmer tockman Seﬂn-gmploved Harrig, Missouri U.S. A,
% 13a. FATHER"S NAME 13b. MOTHER'S MAIDEN NAME 14- NAME OF HvIJéBAND OR WIFE
¢ | Overton Harris Mary Susan Jones Abbie Spencer Harris
‘és‘ o | 15 WAS DECEASED EVER IN U, 5, ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT Address
= Yes, noc, k nawn F yes, giv d § amrvi .
f g (Yes, o, or un mw\j}l Yodo wive war or dates of aervice) ﬂ oON a Mrs, Amber McCullough, Harrls, Mo,
=z o 18. CAUSE OF DEATH (Enter only one couse per line for (n) (b), and (c). ) INTERYAL BETWEEN
& w PART . DEATH WAS CAUSED BY "'/ ONSET AND DEATH
E ,'-_l_-' IMMEDIATE CAUSE (a)
g [
= [+4
o o Canditions, if any, DUE TO (b)
5 - which gave rise to
= |'z' above c:use {al, F
tari 1 dar-
: 2], o3 e i ) BUE TO (o) Y
Es ZHE PART . OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal diseoss condition given in PART I (a) 19. WAS AUTOPSY
c3d & 5 - PERFORMED?
12 Gf: vEs[] ~no[]
5 - % 21 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCR!BE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
= =¢84
M 1 O a O
5% <N5[ 20c TIMEOF Hour Month, Day, Year
s 5 DES INJURY  am.
‘..3'. : "X p.m.
E . % [ "20d. INJURY. OCCURRED 20e. PLACE OF INJURY (e.g., inor about home,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
s :_ wuy WHILE ATD NOT WH]LE'D farm, factory, street, office bidg., etc.)
& g | woRK AT WORK
E 21. 1 gtiended the deceosed from Lt and last saw 2;:1 alive on
E g Death occurred at m on the date stated above; und te rha best of my knowledge, from the causes stated.
2 Degree pr tit 22b. ADDRESS / 22c. DATE SIGNED
-]
= % 24 07 Yy |5 205
@ ¥z BuriaL, cremaTion, | 23, n% 23e. NAME o(ceuersn‘r OR CREMATORY 23d. LOCATION {City, town, of county) {Stare)
bt REMOVAL (Specify) — : : 3
a 8-19-58 . Harrig Missouri
C_; 24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. 26. REGISTRAR'S SIGNATURE
.« [Mellody-McGilley~Eylar Funeral Hom#¢ /—- 20 -58F L2l MM
8 Woodland- Linwood {Licensed Embalmer’s $1ctement on Reverse Side} ;
s}




I3 :‘L.‘ t
SEP 4 .
. \
. < |
.. STATEMENT BY LICENSED EMBALMER
I hereby certify that the body whose name is recorded on the reverse side of this certificate wasfgembalmed
DY ME, OB oo e b e ra et a e an e , Student Embalmer No. ...................

working under my personal supervision.

Student oo e e
Signature of Student Embalmer

Licensed Embalmer Noff./ .......

P. 0. Address.... frnCed P20 s....

Note: The above MUST BE SIGNED BYTHE 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. .~ . -
If this body is not embalmed, fact should be so stated above.




