Health,
. Welfare
Public

THE DIVISION OF HEALTH OF MISSOURI

- STANDARD CERTIFICATE OF DEATH - STATE FILE NUM
Service _[ !.-.'.-.iJ J UN 9 1ngagistruﬁ°H District Noo /.. _g?z_-__Primely Registration Dill:ich_‘t'-._..AQmQ_Q__....__ Rggi;grm'ﬂﬁgss

99-01'7941

v

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived. If institution. Residenc Fafore
300 © a. COUNTY Jacksen a. STATmSSOUI‘i b. COUNTYJackS.n" isglon)
1-57 b. CgRY (If outside corporate limits, give TOWNSHIP only) | Inside Limits . CETY Inside Limits
R
TOWN Ve Yes DNl |1, 4% vown Kansas City Yes[ ] No[]
c. FgL}‘;] NAM%OF {If NOT in-hospifnl, give location) | Length of stay in 1b {] ~ Y4 STREET {If outside, give lacation) Roside on Farm
HOSPITAL OR ADDRESS
nsTiTuTion _Gen,, Hespital 45 YRS. 1640 Washingten You [ Ne ]
3. :ITAHE OF DE)CEASED First Middle Lost 4. DATE Month Day Yeor
ype ot print . OF
Claudie Sheckey DEATH O 18 59

5. SEX ] 4. COLOR OR RACE| 7. MA“IEDDNEVER MARRIED 8. DATE OF BIRTH 9. AGE (In yeors BF UNDER | YEAR| IF UNDER 24 HRS.
h in.
Female | White oontol - ioneeo)| FEB+ 16, 1890 | ' G i oo Foer |
100, USUAL GCCUPATION {Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City and stets of country) | 12, CITIZEN OF WHAT COUNTRY?
during mo41 of working life, aven if retired) INDUSTRY ]
HOUSEWIFE TUSCALOOSA ALAR. UsSA

130. FATHER'S NAME

UNKNOWN WEBB

13b. MOTHER'S MAIDEN NAME

AXELI A HALL

14. NAME OF HUSBAND OR WIFE

THOMAS SHOCREY

15. WAS DECEASED EVER IN U, §, ARMED FORCES?
{Yes, no, or unknqws 6' yus, give wor or dates of satvice}

16. SOCIAL SECURITY NO.[ 17.

INFORMANT
495 01 2051 4 ROY NOONER 14 18 SHAWNEE LFAVENWORTH KA.

Addrass

TETITY T TTEETEITETUTET S TV OITENT TS TW I FTIPTUTIRS Wi v v ed.

All diseases in Part | must be causally related.
MEDICAL CERTIFICATION

a{ﬂ.YQtACK INK OR RIBBON TYPEWRITE IF POSSIBLE

’
r

23a. BURIAL, CREMATION,

DEATH WAS CAUSED BY:
IMMEDIATE CAUSE (a)

PART |,

18. CAUSE OF DEATH (Enter only one cause per line for {a}, {b), and {c).)
ntestinal obstruction secondary to possible
intestinal carcinoma

ON

INTERYAL BETWEEN

ISET AND DEATH

Conditiony, if any, DUE TO (b)
which gave rise 1o
obove cavae (a),
stating the wnder- }
lying cavss last DUE TO ()
PART It. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but net related 1o the terminal diseoss condition given in PART | () 19. WAS AUTOPSY 2
5 3? PERFORME
- Mﬂﬂmd_dﬂ:acdxatmn_mﬂ_mm&:im / yes(] nokX v
200. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
O O 4
2c. TIME OF Hour Month, Day, Year
INJURY  a.m.
p.m.
20d. INJURY OCCURRED 2e. PLACE OF INJURY (e.g., inor cbouthomae,| 204, CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE 0 farm, .ctory, street, office bidg., etc.)
WORK AT WORK
21. 1 atended the decoased from _9—=18=59 10 5=18«59 and last savpf® ative o _5=18=59
Death occurred at _2L5_0_LM e m on the date stated above; and 1o the best of my knowledge, from the causes stated.

(D_e_gun or title)

22b. ADDRESS
General Hespital

¥2c. DATE SIGNED

S/s8

23b.

MAY 20 1959

?J_Eﬁ?[v‘ai(&ui!,)

23e. NAME OF CEMETERY OR CREMATORY

FOREST HILL CEM.

23d. LEOCATION {City, town, or county)

KANSAS CITY, MO.

{State)

ww ADDRESS
!
W/ «

e
Dy © -

25. DATE RECD. BY LOCAL REG.

KWV Py R ) 274 %4

25. REGISTRAR® SIGNATUR‘E

Abraham Gelperin Use

[Licansed Embolmec’s Statement an Revetss 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, 0FbY L s e ,‘ Student Embalmer No. ...........ccvveee

Signature of Student Embalmer

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Fai
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.




