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THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

29-013685

STATE FILE NUMBER

/-5: ................... Primary Regulrullon Dls!nc! No T{Zk_,._ Regutm: 3 No/,é """"""""" .

1. PLACE OF DEATH 2. USUAL RESIDENCE (Whare dececsed lived. !f institution: R
a. COUNTY o a. STATE . t b. COUNTY
b. C:DTRY If ousside corporote limits, give TOWNSHIP only} Inside Limirs . CIOTRY I? Y S i
TOWN -y Yes L1 No it tom  Independence 1 Y nX)
c. zggél;h\h\%g!: (If NOT in hospital, give lpcation} | Length gf stay in 1b d. STREET (" num e, give lpcation R..ig‘. an Farm
AL ADDRESS
INSTITUTIO { 27 Mn. 7042 EKN O
3. :lTAME OF DE';:EASED First v Middle Last 4. DATE Month Day
ype or print . $ é QF
Alice Grgee ecpeQ | o 5 I Jf
5 SEX 6. COl:OR tiR RACE T'MARRIEDNEVER magriED[] 8. DATE OF BIRTH 9. AGE u,.':;:;; ::r:’?‘en;;fan I::::DER z:ﬂ:'ns.
Female |Whide |1 woek oo @ - /3 =575 | &5 | l
t0a. USUAL OCCUPATION (Give kind of work dene | 10b. KIND OF BUSINESS OR I(- BlRT‘HPLACE {City and stale or country) 12, CITIZEN OF WHAT COUNTRY?
during most of working life, even if retired) INDUSTRY .
e Home Boonville ASSQ_:_;L;' US4
13a. FATHER'S NAME 135, MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
L 004 Unknown Tom D. Decker
15. WAS DECEASED EVER IN Ui 5. ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT Addross
Yus, no, or ve w i
({Yes, no, o unlnmvm)l(lf "N:‘i). o or dates of mervice) Nono VeI’non D . I'&c Cann Indnpendenc - Mo .
18. CAUSE OF DEATH {Enter oanly one causgffe . INTERVAL BETWEEN
PART |. DEATH WAS CAUSED BY /) ONSET AND DEATH
IMMEDIATE CAUSE (o) =
L7 -
Conditigns, if any, DUE TO (b j - QWQ
which gave rlae to }
obove causs (a},
atating the under.
% lylng couse laxt. DUE TO (c)
= PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not reloted to the terminal dissase eenditien given In PART | {a) 19. WAS AUTOPSY
h PERFORMED?,
T M G-o0-O YES[] NO
2| 200. ACCIDENT SUICIDE HOMICIDE 20b, DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of itam 18.)
w
o a [ &
S 20c. TIMEOF How Month, Day, Yeor
2 INJURY a.m.
X p.m.
20d. INJURY OCCURRED | 20e. PLACE OF INJURY (e.g.. inorabout home,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE 0 ferm, uctory, strest, office bldg,, etc.)
WORK AT WORK ’
21. 1 attend o deceﬂledrfrom "‘ 1o - 2— - and last saw L':' alive on S5-2-5 f
ety rred at 5 m on the dufeAluI-d abovs; and to the beat of my knowledge, from the causes stated.
0. §|G u (Degree or_tit ADD SIGNED
Yo ’ﬂ/
230, BURIAL, CREMATION, | 23b. DATY 23¢. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, tewn, or county) {Stata)
RE i
“Borrdl | 5/5/1959 Mt, Mora Cem, St Joseph Mo.

4, FUNERT DIRE&TDFumeral H ADDRESS

Lee g Summit Mo,

25. 1:7&781 LOCAL REG.
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STATEMENT BY LICENSED EMBALMER

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

Student Embalmer No. .....ovvveeeeenn.

by M, OF BY i e e s s e '

working under my personal supervision.

to comply w:th the above constituies 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.




