ILED VS SEP 2 8 1959

IDED

/50

Registration District No

S

Rl DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

Primary Registration District No !ﬁz-_---_kwmrnr s NocZZ’_o__Q_______

59-032731

STATE FILE NUMBER

1. PLACE OF DEATH
a. COUNTY

Jackson

2. USUAL RESIDENCE (Where decessed lived.

o STATE M1 g sourii®" Jackson

If institution: Residence before
admission}

b. CCI)TRY {If outside corporate limits, give TOWNSHIP only) Length of stay in Tb <, COILY Inside Limits
! owv Rural Prairie 18 days owy Tndependence YasX] No O
| €. FULL NAME OF {If NOT in haospital, give location} tnside Limits d. STREET (1f eutside, give location) Reside on Farm
HOSPITAL OR ADDRESS
nstution Jagkeon County HOSBDe (Yl nNelx 2123 Norwood Yes O No[X
a. (r{_mme OF DECEASED First Middle Lost 4. DATE Manth Day Year
ype or print) OF
Gecarge Lyle veAH September 21 1959
5. SEX 6. COLOR OR RACE 7. Married (] Mever Married [J [8. DATE OF BIRTH [ 9. AGE (last birthday} | IF UNDER | YEAR IF UNDER 24 HR
mele white | wiéweg  owedO 10/17/1886 72 [Ferm] our [He] Mm
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
IRETIREY "CAFY SR Kentucky U.S.4A.
T30, FATHER'S NAME 13b. MOTHER'S MAIDEN NAME T4. NAME OF HUSBAND OR WIFE
W. D. Lyle Nannie Shimfessel Mgud Lyle de
15. WAS DECEASED EVER IN U.5. ARMED FORCES? 16, SOCIAL SECURITY NO. | 17. INFORMANT Address
{Yes, no, or unknown}| (If yes, give or dates of service)
l o 499-07-7123 Mrs. St

DOCUMENT

BY AFFIDAVIT OF

18. CAUSE OF DEATH (Enter only one csusa per line
PART 1. DEATH WAS CAUSED BY:

TMMEDIATE CAUSE (a)

r a), {blgand (c).

r

HlL ﬁL BETWEEN

ONSET AND DEATH

2P
2 9@444—«-'«\

Conditions, if any, DUE 7O (b}
which gava rise to

abaove couse {a),

stating the under-

lying causa lash DUE TO {c) ¥

z PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but nmot relsted to the terminal PART NI I deceased was female was
g disease condition given in PART | (a) there a pregnancy in last 90 days.
3 [O Yes I O Mo I O Unknown
= | <o was AUTOPSY | 20s. ACCIDENT  SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)

I PERFORMED? | . O [m]

v} YES NO

C [} O ‘

& | 720 TIME OF  Hou Meonth, Day, Year

o INJURY a.m.

w p.m.

H

20d. INJURY QCCURRED
WHILE AT WORK [
MOT WHILE AT WORK O

20e. PLACE OF INJURY (e.g., in or asbout home,
tarm, factory, street, office bidg., etc.}

201, CITY, TOWN, OR L

QCATION COUNTY STATE

=359

9'-81- 59 and last saw :f;‘ alive on 9-21-59

21, | attended the deceased from. 4. w to.
Death occurred at 7 hd b m on the date sisted above, and to the best 3f my knowledge, from the causes stated.
!
{Degree of gtitle) 22b. JADDRESS (’ 7 NED
# 4
.
* " l
23b. qlz 23c, NAME OF CEMETERY OR CREMATORY =T 23d. LOCATION (City? town, or county) (swﬁ)'/
Sept 23,1959 Grain Valley Grain Valley, lo
24. FUNERAL DIRECTOR ADDRESS 25. DA

OTT & MITCHELL INDEP,MO.

SIS |

L4
{Litensed Embalmer’s Statement on Reverse Side}




Foe W v - 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 Signed
Signature of Student Embalmer

Licensed Embalmer No.

. ‘ . P. O. Address

i

Note: '[he above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to co
withi*the abgve®constitutes:grbunds for Tevocahon of license).. cw b

If embalmed by a STUDENT, he also shall sign in his OQWN handwrmng B

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




