aith, THE DIVISION OF HEALTH OF MISSOURI 59__008452

w|:|l-h" STAN DARD CERTIFICAT! 0’ DEATH STATE FILE NUMBER
ublic
ervics I’“_ED MAR 3 0 1@gi;rmrioq District No, ___04_:2 ~-Primary Ragistration District No.. 1000 e Rngisfrnr’S_&.,._.._....g;l_'_:i..-...."h
| | :
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence pafore
300 o. COUNIY Byehanan o STATEgnans b COUNTYUyandocﬁn{; }
=57 b, CIOTRY {If sutside corporate limits, give TOWNSHIP only) Inside Limits c. CBTY Xy Inside Limits
R
3 TomSt ., Joseph Yes g No romKansas City F | vl No[]
- ¢. FULL NAME OF {If NOT in hospital, give location) | Length of stay in 1b d. STREET (If outside, give location) Reside on Farm
henoriod0A Mo Meth,Hosp, lday ADDRESS 3050 N,33rd Rd Yes O N (X
3. NTAME OF DE?EASED Firss Middle Last 4. DATE Maonth Day Year
(Type or print OF
ELTERY ATLFRED CASTOR peatH Mareh 10,1959
5. SEX 6. COLOR OR RACE| 7. 8. DATE OF BIRTH 9. AGE (In yeors $F UNDER | YEAR| IF UNDER 24 HRS.
MARRIED EVER MARRIED[ ] . (In y -
male ¢ | white WIDOWEDI%F oivorcen[ ] Dec,26 ’ 1309 4 Qlost birthdoy} { Months I Doya | Hours l Min.
10a. USUAL OCCUPATION {Give kind of work dons | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City and state ar country) 12. CITIZEN OF WHAT COUNTRY?

t%r{igcnﬁl u{(.ff.k{-y_igfun if ratired) P iNDUSTRY Vieki , Okla.homa ! U . S .A. .

135, FATHER'S NAME 13b. MOTHER"S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Unknown Unknowmn Loraine Castor
[17)
3 — B 15. WAS DECEASED EVER IN U, 5. ARMED FORCES? 18, SOCIAL SECURITY NO.| 17. INFORMANT acmagas Cit Kan
o ]
- ﬁ (Yuﬁobor unkngwr)] {|{ yus, give war or dotes of service) 509 07 304 qrg Iloraine CaStOI' 3050 szrd R d.
[ - [ 2
o
a 18. CAUSE OF DEATH {Enter only one cause per line for {a), {(b), and (¢).} INTERVAL BETWEEN
w PART 1. DEATH WAS CAUSED BY: (ZgSET AND DEATH
w IMMEDIATE CAUSE (o} Coronary Occlusion min
[
x
o Conditions, if any, DUE TO (b
- which gave rise fo
bl above cavse {a), }
= stating tha under-
g g lying couse last. DUE TOQ (c)
= oy PART I, QTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal diseass condition given in PART | (a) 1. WAS AUTOPSY
LA b PERFORMED?
<440 fT 420/ ves[] NOR 2
o | % £l 200. ACCIDENT SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in PART 1 or PART Il of item 18.}
Py = W
EaM b o d O
S Y03 20c. TIMEGF Hour Month, Doy, Year
gard i INJURY  aum.
Il m.
k " q)_l P
3 Eo é 20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor abouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
b = Hw WHILE ATD NOT WHILE O farm, foctory, street, office bldg., etc.)
s 0S| | WORK AT WORK
3 E;_E‘ 21. | attended the deceased Frlmatt ena.ed , 1o and last saw ﬁ::' alive on
] Death eccurred ot 8 M m on the date stated cbove; and to the best of my knowledge, from the causes stoted.
; A (Dgrac gt 1fe) Z2b. ADDRESS 22c. DATE SIGNED
i . q 1302 Faraon,St.Joseph,lo |3/12/59
£4 O 4]
£ J23o BURIAL, CREMATION,| 23b. DATE 23c. Name OF dEMETERY OR CREMATORY 23d. LOCATION (Clty, fown, or county) {State)
REMOVAL {Specify)
emovea. 3/10/1959 Kensas City Xangas
, 24. FMNERAL DIRECTOR ADDRESS 25 DATE RECD. BY LOCAL REG. 26. REGISTRAR'S SIGNATURE
I.er 'M-/ St.JOSGPh,HO %‘2 /?_f? @WW
fLi d Embolmer’'s 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, OF BY .eiieiereiiieereeeiei i sinrs i rar e e e s e st s r e .» Student Embalmer No. ........cooivnanas

working under my personal supervision.

e C. ,
StUAENE  cevreriiiitiii i rea et s ara e Signed ,..;ol 200 e erarevans T O ORR PR
Signature of Student Embalmer -
Licensed Embalmer No‘/// .........
P. O. Address........... Fripernerennnnnnns eaeer

-~

. t - -
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,




