Health,

THE DIVISION OF HEALTH OF MISSDURI

58029383 ___

L Welfare SIANDARD (E I"(AT! OF DEATH STATE FILE NUMBER
Publi
S:n:;:- LEU S E P 4 lgsagi:lru!ioq District No. Primary Regirslrurion District No.._b:g..;:é:Z!i_'_.__ ch!ismn's No-.__é:_é____-”
1. PLACE OF DEATH 2. USUAL EMCE_ (Whers deceased lived. If institution: Resid bofors
a0 ’ e Ty J'a ckson u STAMS So{lrr . e CBTJNTY institution: Resi ?::i.cn. ore
=57 b. C:‘,)TRY (If outside corporate limits, give TOWNSHIP only) Inside Limits €. CBTRY f) po-c Inside imits
rom  Washington Township [Y=[lrNQ@ tomi  EKansas City o | YesOO Nofg
c. FULL NAME OF {if NOT in I\ospm: give location) | Langth of stay in 1b d. STREET ( side, give lecation) Reside on Form
HOSPITAL OR ADDRE
INSTITUTIDN th Tel‘r mos 5569 05 E égth err Yes [ ] No%
3. NTAME OF DECEASED First Middle Last 4, DS;E Month Day Your
(Type orprint] Ethyl Harvey Pritchard oA 8 28 58
, 5. SEX 6. COLOR OR RACE| 7. . 8. DATE OF BIRTH 9. AGE {In years \F UNDER 1 YEAR| IF UNDER 24 HRS.
MARRIED NEYER MARR|EDD ¥ 5 - P Hours -
S Female , White WIDOWED. A oivorees[J Nov 30 1885 fast ) [Months | Dox | "
=2 10a. USUAL DCCUPATION {Giva kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE {City and state or country} 12. CITIZEN OF WHAT COUNTRY?
= durlng st of warking life, aven if retired) INDUSTRY
: #inter Newspaper Genterville, Indiana /| USA

¥3a. FATHER § NAME

John C, Harvey

13b. MOTHER*S MAIDEN NAME

Lydia Hoover

14. NAME OF HUSBAND OR WIFE

o symptoms wi

15. WAS DECEASED EVER IN L. 5. ARMED FORCES?
{Yes ﬁ.dr unlv.nqum)l(l[ yas, give war or dates of service)
- - e

03

16. SOCIAL SECURITY NO.

05 8943

17. INFORMANT

John F.Pritchard,6905 E.96th Terr,

Address

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE
MEDICAL CERTIFICATION

<ior, coroner, afc. must vse anly standord nomenclaiure 1n 1fem

All diseases in Part | must be cousally related.

DEATH WAS CAUSED BY:
IMMEDIATE CAUSE (o)

PART L.

18. CAUSE OF DEATH (Enter only ons cause per line for {a), (b, and {<).}

Hypostatic Pneumonia

INTERVAL BETWEEN
ONSET AND DEATH

Cerebral Hemorrhage

Condltions, if any, DUE TO (by
which gave rise to
above cause (a), }
it h hdar-
Iying "covss last. | DUE TO () Bypertension 33/ X
PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related ro the terminel diseasa conditlon given in PART | (o) 19. gégpggﬂgsv
YES[] NO
0. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in PART ) or PART Il of item 18.)
| ) O
Ne. TIME OF .Hour Momh, Day, Year
INJURY  a.m.
p.m.
20d. INJURY DCCURRED 200. PLACE OF INJURY (e.g., inor abouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE O farm, factory, street, office bldg., etc.)
WORK AT WORK

21. | attended the doceased from \o/ 1t / é l .

S . A m on the dote stated cbove; ond to the best of my knowledge, from the couses stated.

Death occurred ot

1o i

to

and last sow ber five on

-t

ATUR mwee or title} 22b. ADDRESS 2%¢. PATE SIGNED
ﬁw)h o} 10911 71 Bway,Hickman Mil 8-28-58
23o. BURIAL, CREMATION, | 235 DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) NIO) o  (State)

O-‘Q

E.K.George & Sons Incﬁrandview

KoRovEI"” | 8-29-58 Centerville Cemetery |[Cen
24. FUNERAL DIRECTOR ADDRESS Y LOCAL REG. i

Zg DATE RECD

{Licenssd Exhelmer's Statement on Reverss Side)




‘STATEMENT BY. LICENSED EMBALMER

I hereby certify that the body whose name is ‘recorded on the reverse side of this certificate was embalmed
by me, or by

working under my personal supervision.

Student

Signature of Student Embalmer

“Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his.
to comply with the above constitutes grounds for revocation of license).
‘If embajmed by a STUDENT, he dlso shall sign in his OWN handwriting. = -
" If this body is not embalmed, fact should be so stated above.

-




