t. Health,
.+ & Welfare

5, Public

th Service

ondard nemenclature in item |8, No symptoms will be listed.

ly related.

All diseases in Part | must be causal

.30 o
. 1-57

U:Ll S E P 1 6 1?geglstro1lon Districs No

THE DIYISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH
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(Type or print)

Grace

A..

SToK ley

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, |f institution: Resédence IV
a. COUNTY a. STATE « b. COUNTY odmission
JacKsoar MissouR JreKso~
b. CJTY (If outside corporate limits, give TOWNSHIP only) Inside Limits <. CITY b Inside Wimiss
Toun As CiTy Yes X Nl ] 1Omn Ray Tow & 90 o Yes[X No[J
c. FUL}L-| NAMI(E)OF (It NOT in hospital, give location) | Length of stay in 1b d. STREET (If outside, glve location) Reside on Farm
HOSPITAL OR ADDRES:
INSTITUTIONST. Jos=fhs Hos?P- | /O Prys 59%.; ST Yes (] No[R
3. NAME OF DECEASED First Middle Last 4. DATE Month Doy Year

DEATH Ava, - 1958

i

5. SEX 1 4. COLOR OR RACE{ 7. MARRIED] INEVER MARRIED ] 8. DATE OF BIRTH 9, AIGE S_n':;,,; J;UT}?ER;:EAR I:nL::iDER 2;:%.
- a irthday onths a 13 .
Female [WHiTe wooweo® 2 owonceol )| Nove 7 = |87 8 | 1% l
10a. USUAL OCCUPATION (Give kind of work dona | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City and state or country) ‘ 12. CITIZEN OF WHAT CQUNTRY?
during mast of wnrl:ing life, even if retired) INDUSTRY
Wi ke T Home Quimney, I"LLiNois O.5.A.

$3a. FATHER'S NAME

(Yes, no, pr unknown)
No

aerRT

Lovise

136, MOTHER'S MAIDEN NAME

Uaenounew

14. NAME OF HUSBANDM

MilTou [ .STakley

15. WAS DECEASED EVER IN U. 5. ARMED FORCES?

(If yos, give war or dates of sarvice)

16. SOCIAL SECURITY NO.

Noas

17. INFORMANT

Address -RA YM”J mc;’

MRs.w.'B.'l?Aen»- 59 ggfﬂsgﬂs& s

18. CAUSE OF DEATH (Enter anly one cause per line for {a), (b}, und {c).}

INTERYAL BETWEEM

22b. ADDR N
Kawsa, Ol P

ED

it 4

22c. PATE st
> 37

24. FUNERAL DIRECTOR

Ssh DA‘TE

L up.238-/758

T & ul iy )

23e. NAME OF CEMETERY B'R‘ER'EM'*'FG'RY

M1 Horve Cemereny

23d. LOCATION {Ciay,

/7337 DR
Bros¥ "ErREeex Blvn
S | DwWNewomers Sows- Kans asCiTy, Mo.

25. DATE RECD. BY LOCAL REG.

o s

. {State)

L]
Wi, &r counly)

Laperensence NANSAS

2. REGISTRAR'S SIGNATURE
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w PART |. DEATH WAS CAUSED BY: ONSET D DEATH
e IMMEDIATE CAUSE () 7”WW A 5%0
= Y M‘M‘G’V&VD'W 2 W
E Conditions, if any, DUE TO (b}
> which gava rise 1o } V
Ll . above couse (o),
r4 tati he under-
glz Tying cevse lass. ) _DUE TO (¢) L{‘}-’J—\?
=N = PART 1. OTHER SIGNIFICANT CQNDIT RIBUTIN TO DEATH but got ralazed 10 urmmal dizease condition given i ARP 1 (a) 19, WAS AUTOPSY
® < a_ PERFORMED?
zpe Vet M Yes[J o (B
x 5 | 20a. ACCIDENT SUICIDE’ HOM!@E DESCRIBE Hﬂw INJURY OCCURREDU(EMer nature of injury in PART | or PAFQT 1] of item 18.) |
= w
% 4° " O 7P~ 4 e AP0
5 § 2c. TIME OF  Hour Monih, uy, eur 0
o a |NJURY a.m.
l=
% . 20d. INJURY OCCURRED ) We. PLACE OF INJURY (e.qg., inor chouthomes,| 20F. CITY, TOWN, OR LOCATION COUNTY TATE
e B WHILE ATD NOT WHILE [E farm, facjory, street, office bidg., etc.) .
“ WORK AT WORK A

— . 21. I attended the deceased from LLM " /yfb to 2‘/ mnd last saw h ullvu on M 2/ . /f'.( S

‘B’ /J?enrh occurred at 2 / 2 P m on the dhte sruled above; ond to the bast of my knowledge, fr[m the causes stated.
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(Licensed Embalmer's Stotemant on Reverse Side)




.
1

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 i et ettt s et et s ana e rr e r e aaana , Student Embalmer No. ..........covvveeens

working under my personal supervision.

Student .o e Signed % et gapens... Y. s
Signature of Student Embalmer

B 4
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,
If this body is not embalmed, fact should be so stated above,




