i DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH 59-028223
FILED VS AUG 24 1859,

STATE FILE NUMBER
- Registration District No. ____ 2 =7 . Primary Registration District No. __J:OO_Q___-_RGGiSN'CI‘S No. -8.5.7.-_------__

F)

1. PLACE OF DEATH 2. USUAL RESIDENCE (Wh;ro deceased lived. If institution: Residenca before
o, COUNTY Buchanazl a STATEMissou_-rib. COUNTY Buchanan ﬁninlun)

b. CITY (If outside carporste timits, give TOWNSHIP only) Length of stay in Ib c. CITY “Inside Limits

o St ,Joseph 1ifetime oW S+, Joseph Yag) Mo O

c. FULL NAME OF {If NOT in hospital, give location} tnside Limits d. STREET {lf cutside, give location) Reside on Farm
HOSPITAL OR ADORESS

wsiiuTioN Mo, Meth, Hospital  [vemtn 715 E, Hyde Park |0 M

3. NAME OF DECEASED First Middle Last 4. DATE Month Day Year

{Type or print) OF
ADA BELLE DITTEMORE pea - August 77,1959
5. SEX 6. COLOR OR RACE 7. Married [] Never Married [J |8, DATE OF BIRTH | 9 AGE (last birthday) | IF UNhDER 1 YEAR IF UNDER 24 HR
¥ $ : 5 Months 2] Hours Min,
Fem&le Vhite Widawedyf] Divorced [J Fe‘b ’5 ’1884 5 n ays " T in
102. USUAL OCCUPATION (Give kind of work dona | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state or country) | 12. CITIZEN OF WHAT COUNTRY

Hdoul{igsngslﬁfotkmg life, even if retired) At home Buchanan comty ,MO .| U . S .A .

134, FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF RUSBAND OR WIFE

James Sampson Naency Jane Hiclkman (Tod)H.H,Dittemore

15. WAS DECEASED EVER IN U.5. ARMED FORCES? 6. SOCIAL SECURITY NQ. | 17, INFORMANT Address

firy o o orknowm| ¢ ven oy e of i 1498245113 | Mrs ,Florris DeVorss--St,Joseph,Mo,

18. CAUSE OF DEATH (Enter only one cause pe;- line for {a}, (b}, and (c). INTERVAL BETWEEN
PART |. DEATH WAS CAUSED @ ONSET AND DEATH

IMMEDIATE CAUSE fa) Metagtatic Carceinoma 6 mon

DOCUMENT

Primary undertermined

which gave rise 1o
above cause (a),
stating the under-

Conditions, if any,} DUE TO (b)

lying cause Jast. DUE TO (c)

PART (1, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH bui nor related 1o the terminal PART MI ¥ decoased was female was
disease condition given in PART { (a) there a pregnancy in lait 90 days.

l 0 Yes IE No I {J Unknown

19. WAS AUTOPSY 20a. ACCIDENT  SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART i) of item 1B.)
PERFORMED? ) [m] |w]
YES O N%:I
20c. TIME OF  Houl  Menth, Day, Year |
INJURY a.m.

¥'20d. INJURY QCCURRED 20ea, PLACE OF INJURY (e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK J farm, factory, sireet, office bidg., etc.)
b NOT WHILE AT WORK [J

21. | attended the deceased fram 1953 AUZ LT 413D and test sew heriveonAl2g 77,1959 000

Death occurred at 6 :4‘0 P - m on the date stated above, and to the best of my knowledge, from the causes stated.

NAI’URE {Degree ,or title} 22b, ADDRESS 22c. DATE SIGNED
(n_ &6 wi- D - 902 Edmond St.Joseph,lMo |8-8-59

LW Ide M@lcm CERTIFICATION

Z3a. BORIAL, CREMATION 73b. DATE N Z3c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, fown, or county) _ (State)

Lot 0 5559 Memorial Park Cemetery St.Joseph Missouri

. ADDRESS 25, DATE RECD. BY LOCAL REG. 26. REGISTRAR'S SIGNATURE
M.Josepﬁ Mo, gf—q /fffff 22

{Licenyed Embalmer’s Stategm on Reveue Slde)

BY AFFIDAVIT OF




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.

Student,
Signature of Student Embalmer
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITINE. (Failure to co
with the above constitutes grounds for revocation of license). ) N
: |f embalmed by a STUDENT, he also shall sign in his OWN handwriting. o

If this body is not embalmed, fact should be so stated above.

.




