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THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

-
..Primary Regnstruhon Dls!nct Né é 7-?.- Raglstrar s Mo, 72 é.

S59-001662

STATE FILE NUMBER

_1._PLACE OF DEXTH

2. USUAL RESIDERCE (Where deceosad lived.

If institution: Residence bejsle

a. COUNTY a. STATE b. COUNTY ission
Jackson Mo, Jacksdir
b. CIOTY {If cutside corporate limits, give TOWNSHIP only) Inside Limits c. C‘I:;I'Y p s g Inside Limiss
R .. R g
TOWN Praieie Twp. Yes [ Mo fg) TOWN Kansas City - ¢ Yeslg NoLJ
c. FULL NAME OF (If NOT in hespital, give location) | Length of stay in 1b d. STREET {If outside, ;ivc location} Reside on Farm
HOSPITAL lfI ADDRESS . Yes [ N
insTiTuTionJackson Co. Hospital 6 yrs. 3917 Windsor es[] No[
3. NAME OF DECEASED First Middie Last 4. DATE Month Day Year
{Type or print) OF
Vera - Lindsay DEATH Jan. 26, 1959
5. SEX 6. COLOR OR RACE| 7. MARRIED[JNEVER MARRIED@ )8, DATE OF BIRTH 9. AGE Ei,.'z;,,. ;:,I.TlﬂER ;:;EAR l:otlJ”NlDER Z;iﬁRs.
Female | White wooweo[ ] ovorceo{]| May 1, 1888 TOVYrSL |
10a. USUAL OCCUPATICN (Giva kind of work dons | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City and state or country) 12, CITIZEN OF WHAT COUNTRY?
during most of king life, aven if ratired) INDUSTRY .
ler Y.'M. €, A, Officel Clyde Kansas / U:S. A,

130. FATHER'S NAME

William Lindsay

13b. MOTHER"S MAIDEN NAME

Elizabet

Hair

4. NAME OF HUSBAND OR WIFE

15. WAS DECEASED EVER IN U, 5. ARMED FORCES?
(Yas, S uninqumjl {If yas, give wer or dates of service)

§§. SOCEAL SECURITY NO.

17.

INFORMANT

Address

Robert Hair Likerty Mo.

18. CAUSE OF DEATH (Enter ¢nly one cqd
PART |. DEATH WAS CAUSED Bfr:

IMMEDIATE CAUSE (o}

i

Canditions, if any,
which gave rise to
chove cause (a,
stating the under-

DUE TO (b)

913-28-4916

INTERVAL BETWEEN
DEATH

% Iylng couse last, DUE TO (c)_
= PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal disease condltion glven in PART | (o} 19. WAS AUTOPSY
b PERFORMED?
2 o 260 YES[] NO
%= | 20a. ACCIDENT SUICIDE HQMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART [l of item 18.)
w
; O o d
D] 2c. TIMEOF Hour Month, Day, Yeor
Q INJURY a.m.
B p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY {s.g., inorabouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT 0 NOT WHILE 0 farm, factory, street, office bidg., etc.)
WORK AT WORK
21. | artended dm:nulod from f /'f . 1o . and fast Sow :::1 alive on .‘J ’J ’
Deuth © on the date stat ve; and to the bast of my kno ge, from the causes stated.

Q{

il

{Degrea crm t ’ .
‘a

2. DATE SIGNED

l-.

230 BUBHAL, CREMATION,
REMOYAL (Specify}

035. DATE‘ \

23c. NAME OF CEMETERY OR CR

EMXTORY

23d. LOCATION (Cizy, rofn, ar county)

{Stare)

{Liconssd Embalmar’s Statement on Raverss 5lde)

Burial 1/29/59 Forest Hijll Kansasg City Mo,
24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. | 26. REGHTRAR: URE
Stine & McClure K. C. Mo. /= AT-S
S o S

1L7-5¢

_



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 ciitiiaiciiirienrtoe et ittii e caa e s s et et s s s rrsanand st sn e , Student Embalmer No. ...................

working under my personal supervision.

AT =] 1 | ST PO OO PPUPPIPPP Signed %‘QM .........................

Signature of Student Embalmer
Licensed Embalmer NoM 1T

P. 0. AddresdXaanamrr. &Ry

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,




