iRI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH
HLgeDgis!s§onADli{t§c1 Nos.-l.g.s_g _:1___---_.Primary Registration District NJ_KQQ:___qunirnr'l Ne. __m ________

59-024081

STATE FILE NUMBER

DOCUMENT

BY AFFIDAVIT OF

10s. USUAL OCCUPATION (Give kind of work done
during gnost of worki life, even if retired)
omémake ¥

10b. KIND OF BUSINESS OR INDUSTRY| 11.

BIRTHPLACE {City and state or country)

Bates Co Mo,

12. CITIZEN OF WHAT COUNTRY

UsA

DED ;’
). PLACE OF DEATH 2. USUAL RESIDENCE (Where decessed lived. If institution: Resighnce before
a. COUNTY Bates o STATE o a CK8omCouNTY admission)
b. C(l)TRY {If cutside corporate limits, give TOWNSHIP only) Length of stay in 1b [X COII!Y Inside Limits
TOWN Butler 2 hrel, TOWN Kansas City Yesgl No O
. ﬂ.g.L N»}TEO(EF { OT in hospital, give location) Inside Limits d. AS;;%EEES {If cutside, give location) Reside on Farm
éw«;&mw ¥Qmorial Hospltel Yes (X No O 3037 Pgseo Yes O No &
; 3. OTIAME OF DECEASED First Middle Last 4. DéAF‘l'E Mopth Year
r pr
(Type or print) ARLE].\E m DARR DEATH 7/16/59
f 5. sex 5. COLOR OR RACE | 7. Morrie@) Never Married [] |B. DATE OF GIRTH | 9 AGE (last birthday) | TF UNDER 1 YEAR _IF UNDER 74 HR
i fema 19 White Widowed [] Divorced [ 4/3 191[ 0 19 Months | Days Hours Min.
|

12a. FATHER'S NAME

13b. MOTHER'S MAIDEN NAME

14. NAME OF HUSBAND OR WIFE

Willlam Swarmes Beulah Carter Floyd Darr
15. WAS DECEASED EVER IN U.5. ARMED FORCES? 16, SOCIAL SECURITY NO. 17. INFORMANT Address
(Yes, no, or unknown) | (I yes, give war or dates of service) Floyd Da F
| rr oster Mo,
T Ea R A EAlit o o 0 e — T e
IMMEDIATE CAUSE (o) Acute rensl felliure ﬂ hrs.,
Conditions, if any, DUE TO (b) aver-whe lmlng 8 trep hd 1nf €c tion 3 day B
which gave rize 10
aboye cavse (a}, le d_
pating e e ] ouetow Strep. infection of throst. 8y s,
PART (1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TC DEATH but not related to the terminal PART {II, If decoaled was female was

disease condition given in PART | {a)

there & pregnancy in last %0 days.
rﬂ Yes ] 1 Neo [ 0O Unknown

MEDICAL CERTIFICATION

19. WAS AUTOPSY 20a. ACCIDENT  SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART i of item 18.)
PERFORMED? ] (m] O
YES[O NOK
20¢. TIME OF Hou Month, Day, Year
INJURY a.m,
P

20d. INJURY OCCURRED
WHILE AT WORK []
NOT WHILE AT WORK O

20e. PLACE OF INJURY {e.g., in or aboyt home,
farm, factory, street, office bldg., erc,)

20f. CITY, TOWN, OR LOCATION

COUNTY STATE

21. | attended the decessed from

—July I6th'59

3
Death occurred at L]

uly 16th, 1959 . July 16th'53

-
s ] 8 [ 30 PMn an the date stated abeve, and to the best »f my knowledge, from the causes stated.

TR

nd last saw :f,:‘ alive o

o " {Degree or tirle}
.

22s. SIGNATURE

et e

277 D

22b. ADDRESS

Butler Missouri

22c. DATE SIGNED

7-20-5

oZ_od).

23a, BURIAL, CREMATION, [ 23b. DATE 7

“ L] "l
23c. NAME OF CEMETERY OR CREMATORY

PapinsvilleEemetery

23d. CATION (City, town, or county)

ates Co Mo,

{State} ¥

Burial™ | 7/19/59
ADDRESS

*culver Underwood Butler Mo,

7

25. DATE RECD. BY LOCAL REG.

u-/y ,20~/7J‘7

e
{Licensed Embalmer’s Statement on Reverse Side)

s P

71 7




"‘n\;‘v. s

- STATEMENT - BY LICENSED EMBALMER

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

or by , Student Embalmer No.

working under my personal supervision.
/

Signature of Student Embalmer

Licensed Embalmer No. E éé_-z

[ - -7 L]
- ) ‘e _P.O. Addressw
- Aab- o

v oa
v

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in’his OWN HANDWRITING. ({Failure to cor
with the above constitutes grounds for revocation of license).
If embaimed by a STUDENT, he also shall sign in his OWN handwrmng
: If this bedy is not embalmed, fact should be so stated above.




