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Doctor, coroner, stc. must use only standard nomenclature in item [8. No symptoms will be listed.
USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

All diseases in Port | must be causally related.

P. L. Byers

STANDARD CERTIFICATE OF DEATH
PI.EU FE B 5 1gsaglstranon Distriet No. v ...l..,?(.j.\.._Primmy Registration Disfri:_f_N_o'-.__..../__Q.....Q,fzr—_-__ Regi:fmr's_ No.. .. 300_

THE DIVISION OF HEALTH OF MISSOUR!

59-—00138’7 v

. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: RBlldll’lCl ore
COUNTY . STATE . . b, COUNTY ° ""lll
i Jackson ‘ Missouri Jacks 7
b. ClOTRY {IF outside corporate limits, give TOWNSHIP only) Inside Limits qa CSTRY |ﬂs|dlL|m|l|
TOWN Kansas City veshgne[] || ;U vown Kanmas City YesJ No[]
¢ FULL NAME OF (I NOT in hospital, give location) | Length of stay in 1b [H ™ d. STREET {If outside, give lacation) Reside on Farm
HOSPITAL OR . ADDRESS .
insTITUTION St. Lukes Hospital 7 yrs 5831 Euclid Yer [ NeXJ
3. NAME OF DECEASED First Middle Last 4. DATE Month Doy Year
(Type or print) OF
ELLEN E. LACY DEATH  Jan 15 1959
5. SEX 6. COLOR OR RACE ?'MARRIEDEXNEVER marrizp[] 8. DATE OF BIRTH 9. AGE E".KJ:;; :j’,’,‘;’f“t‘;,‘j‘“ ':.‘.J,:‘,DER 2:‘:&5.
o3t brr "
Female | White mooweo[] + owvorceo[l|Oct, 2, 1876 ) [ |
10a. USUAL OCCUFPATION (Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE {City end state or country} 12. CITIZEN QF WHAT COUNTRY?
during most of working life, even if retired) INDUSTRY . .
ousewiie ome Sioux City, Iowa U, 5. A,
130, FATHER'S NAME 13b. MOTHER®S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
John McQuillan Unknown |Thomas F. Lacy
15, WAS DECEASED EVER IN U. 5. ARMED FORCES? 18, SOCIAL SECURITY NO.[ 17. INFORMANT Address
v . knawn)f {1{ yes, gi il { aervi . .
--,Noahlmenq n)I( yo», give war or dates of aervice) None Berna,rd J. Shea_, 583 l Euclld

PART |. DEAT

18. CAUSE OF DEATHAEv?Ieernlﬁso;'; EuYusa
AS CA :

IMMEDIATE CAUSE (o)

- ap——
Cenditions, if any, DUE TO (b)

@fer {a), (b}, and (c}.)

INTERVAL BETWEEN
OﬁE AND DEATH
)

46&1,!.

which gave rise to
obove couse {a), . !
stating the under- . |j
g lying cavss last. DUE TO (c) .
= PART Il. OTHER SIGNIF T CONDITIONS CONTRIBUTING TO DEMTH but not telared 10 the termingl diseass condltion given in PART | (o} 19. WAS AUTOPSY
b . & . a‘“ . PERFORMED?
£ 4 0 dias e d é . | yes® no[]
= | 20a. ACCIDENT SUICIDE HOMICIDE INJURY QCCURRED. (Enter nature of injury in PART [ or PART If of item 18.)
w
o 0 O O
81 20c. TIMEOF  Howr  Month, Day, Year
2 INJURY o.m.
E p.m.
20d. INJURY OCCURRED 206. PLACE OF INJURY (e.g., inor abouthomae,| 206. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE [:l farm, uctory, street, office bldg., etc.)
- -
21. | ottonded the decensed fom __ 7= 2 = 3 & to_ oSS and last saw I3 aliveon /= /5= 8 F

Death oceurred at - & M -] y, 2

m on the date nalcd obove; and to the best of my knowledge, from the cavses stated.

e 1D Vsl pudatt K 2l

230. BURIAL, CREMATION, ,235. DATE 23¢. NAME QF CEMETERY OR CREMATORY 23d. LOCATION (Ciry, tewn, or county) [4 ($|(.)
REMOVAL (Specify) . .
Burlai 1-17~1959 Mt, Olivet Cemetery Kansas City, Missouri
24. FUNERAL DIRECTOR ADDRESS

Mellody-McGilley- Eylar Funeral Hom

LH. DATE RECD. BY LOCAL REG. | 26. REGISTRAR'S SIGNATURE

Woodland-Linwood

{Licertsad Embalmer’s Statement on Revaras Side)

=t b-5)F —Préve Wi, Lol




Ao P Bper.

STATEMENT BY LICENSED EMBALMER

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

DY ME, OF DY ittt rrr i e st sttt et rre v n e n e e s en s st anarrnen s ., Student Embalmer No..........ccccveneee

working under my personal supervision.

Signature of Student Embalmer

Licensed Embalmer No...... % 5
P. O, Address....... %C%(I

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.




