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THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH
/49

B

58039878

STATE FILE

NUMBER

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Res:i!de_ncg befole
a. COUNTY Jackson a. STATE Mo. b. COUNTY Jacksoﬂ mission
b. C:JTRY {If curside corporate limits, give TOWNSHIP only) Inside Limits c. CITY Inside Limits
OR s
TO¥N_ Kansas City Yes L3 No [] (qromKansas City (ewesl) Yos B No (3
c. Ejgls-;-l'PA{:"(E)SF {If NOT in hospital, give location) | Length of stay in 1b S0y GTREET (¥f outside, give location) Reside ¢n Farm
A . ADDRESS
INsTiTUTION General Hospital 38 years 750% ¥, 87th St. Yes [] No [%
3. NAME OF DECEASED First Middle Lost 4. DATE Month Day Year
(Type or print) oF
Robert Hayag Connell DEATH 1] 12 58
5. SEX ¢| 6 COLORORRACE[ 7. MARRIED[ ] NEVER MARmsnﬁ 8. DATE OF BIRTH 9. AIGE LI-" z:,,,; I;uur;l'IIDEREI;YEAR IEOUNDER 2:1'HRS.
" 1.birm oy nths ays urs m.
Mele White wioowen[]  oivorceo[ ]| 7=16-1884 4 -t = -|- -
10a. USUAL OCCUPATION {Give kind of work dene | 10b. KIND GF BUSINESS OR 11. BIRTHPLACE (City and state or country} 2 12. CITIZEN OF WHAT COUNTRY?
during_mos} of working life, avan if retired) INQUSTRY . .
Tabor per Box Bates County, Missouri .5.4.

13a. FATHER"S NAME

dJagk P. Connell

13b. MOTHER'S MAIDEN NAME

Imma L. Norman

14. NAME OF H_UéBAND UR WIFE

15. WAS DECEASED EVER IN U, 5, ARMED FORCES?
(Yes, noNB.mknnwn]’ (If yes, give war or datax of service)

17. INFORMANT
Norman H.

16, SOCIAL SECURITY NO.

510-05-9622

ddress
Connell 860¢ E%?t 99th St,

Ky

DEATH WAS CAUSED BY:
IMMEDIATE CAUSE (a)

PART I

18. CAUSE OF DEATH (Enter only one cause per |ine for (a), (b), and (¢}
Arteriosclerotic-cardio vascular

TERVAL BETWEEN |

ONSET AND DEATH |

Conditiens, if any, DUE TO (b}
which gave rise 1o }
above causs (a),
stating the vnder.
% lying couse last. DUE TO (<)
™ PART Il. OTHER SIGNEFICANT CONDITIONS CONTRIBUTING TO DEATH but not raloted to the terminal diseasa condition given in PART | {a) 19. WAS AUTOPSY
) , \ PERFORMED?
z Hec N\ [ 7 ves§ NOC]
21 20a. ACCIDENT SUICIDE “HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART 1 or PART H of item 18.)
w
o E] [ O
3 20c. TIMEOF Hour Month, Day, Year
-0 INJURY a.m,
k3 p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor about home,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT[:] NOT WHILE O farm, factory, street, office bldg., etc.) .
WORK AT WORK
11—12 "58 and last saw ma“vn on 11—12 —58

m on the date stated above; and 1o the best of my knowledge, from the causes stated.

21. ! ottended the deceuseg from ! 0= l 5—58 1o
030
Death occurred at - olie

22b. ADDRESS

22a. SIGNA E {Degree or title) b)) 22c. DATE SIGNED
% O et K.C. General Hospital 11-12-58
23a. BURIA[,éREMATION, 23b. DiTE / 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) {State)
REMOVYAL {Spacily) . . R .
Remaoval {1}1-15-1958 Centerview, Cametery Centerview, Missouri

24. gﬁ,& D CTOR
* []

ADDRE
I&\ e

o]

25. DATE RECD. BY LOCAL REG.

mtf o A ST AP i

26. REGISTRAR'S SIGNATURE

nsed Embolmer’s Statament on Reverse Side)




STATEMENT BY LICENSED EMBALMER

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

DY ME, OF DY ittt ettt ee et e et retnn et rn e saaan e tararaeneatarein ., Student Embalmer No. ........ceuvveen.n

working under my personal supervision.

Student .ot Signed .............d8 .8 . vt
Signature of Student Embalmer

- ‘ Llcensed Embaimer No. %Xff
P 0. Address /f/p%

................................

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,




