! DIVISION OF H

Fﬂ.

BY AFFIDAVIT OF

DOCUMENT

TH — STANDARD CERTIFICATE OF DEATH

59-029314

ED EI:"?:EnPDmr% l! ____-___]::4_._9. _____ ==L rimary Registration District No. --____}99_2__11391:"“ ’s NO. ccmamae. ? .9..3._8____- STATE FILE NUMBER
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decessed lived. If institution: Rcai befet.
s COUNTY  Jaclcson . o. STATEM] ssourd b county Saline ;"“"“'“’
b. Cé? (If outside corporate limits, give TOWNSHIP only} Length of stay in 1b c. CO’I!Y Inside Limits
1owN  Kamsas City 1l wk. TOWN Sweet Springs Y 1 No O
€. ;%gpﬁwEogF (if NOT in hespital, give location) Inside Limits d. ASE}EEQEEISS {If ou.islde, give location) Reside on Farm
INSTIUTION g, . T ke's Hospital Yes [ No [ 337 W. Main Yes O NoOJ
3. (?:::EO’O:’:‘E)CEASED First Middle Last 4, DOA;I'E Month Day Yoar
Etta L. Shull| oeam Angust 13, 1959
5. SEX 6. COLOR OR RACE 7. Married [ Never Married [J [8. DATE OF BIRTH | 9 AGE (last birthday) | IF UNDER 1 YEAR | IF UNDER 24 HR
female white Widowed G Divorced J 9_8_1886 7e Months | Days Hours I Min,
10a. USUAL OCCUPATION {Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE {City and state or country) | 12. CITIZEN OF WHAT COUNTRY
durlrﬁ most of weor nq life, avan if retired) Ozark, Mo, U . s .
13s. FATHER'S NAME 13b. MOTHER’S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Robert Smith Martha Gonce Jacob F, Smll
15. WAS DECEASED EVER IN U.5. ARMED FORCES? 16, SOCIAL SECURITY NO. 17. INFORMANT Addrass
{Yes, no, orﬂﬂmown) l (1f yes, give war or dates of service} none MI‘EI . L. Lockney SwGet Spr ings R Mo. ]

18. CAUSE OF DEATH (Enter only one cause pBer line for {a}, {b), and (c).

INTERVAL BETWEEN

PART I. DEATH WAS CAUSED BY: ONSET AND DEATH
IMMEDIATE cause ( CONgestive heart failure 3 aays
Conditios, if any,] DUETO @) _Arteriosclerotic cardio vascular disease
which gave rise to
B B :
-
fvg.ngng cwo"u |.:,_ DUE TO () genﬁralized at.heros clerosis
3 PART . OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but nof related to fhe farminal PART 11}, I decassed was femals was -
= disease condition given in PART ) (a) there a pregnsncy in last 90 days.
S gastroenterostomy for obstructing duodenal ulcer [Ove] ON I ) Unknown
£ | 719, WAS AUTOPSY | 20s. ACCIDENT _ SWICIDE  HONUCIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enfer natura of injury in PART | or PART 1) of item 18]
[ PERFORMED? o m] 0
v] YESQ NO[O)
&1 0. TIME OF  Hour  Month, Day, Year
b= INJURY a.m,
g p-m.

20d. INJURY OCCURRED
WHILE AT WORK []
‘NOT WHILE AT WORK (]

2Ce. PLACE OF INJURY (e.g., in or about homae,
farm, factory, street, office bidg., stc.)

20f, CITY, TOWN, OR LOCATION

COUNTY

STATE

21, | attanded the decsased from A!lgmt 1! 1959

. death

hy "
and last saw hicr:l alive on.

Desth occurred ot

Alg. IR, 1959

m on the date stated above, and to the best of my knowledge, from the causes stated.

22a. SIGNATURE

23b. DATE

8-15-59

'21.’”'15'5“ ﬂai"fcer  Sweet SpppfEY

L

c H%l Cam,

Sedalia, Mo.

22h. ADDRESS 22¢. DATE SIGNED
+ T 4635 Wyandotte S5 50
23cT NAME OF CEMETERY OR CREMATORY 23d. LOCATION {City, town, or county) {S1ate) '

A

'fiaL.bﬂsesco BY LOCAL REG.

£-(3-5F

25. REGISIRAR'S SIGNATURE

e’

Fotancblf

A Embal

‘s Stat

L

1 on Reverse Side)

- -




STATEMENT BY LICENSED EMBALMER

| hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed b
—_—

or by . . Student Embalmer No.____

Gl )

Licensed Embalmer No. jf¢ ¢

P. O. Addreywﬁw

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to ¢
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 |s not embalmed ~fact should be so stated-above.

working under my personal supervision.

Student,

Signature of Student Embalmer



