URI DIVISION' OF HEALTH — STANDARD CERTIFICATE OF DEATH

ElLE

D VS NOV

Regmranon Dismcf%o —

1959

59-036129

_/__'{,?___-_,.Primury Registration District No. __JfQQ.J!:-.-_gmimr's No, __--_-_50()9

STATE FILE NUMBER

ENDED
1. PLACE OF DEATH Ja0k o 2, UsSUAL RESIDENCE (Where decessed lived. If institution: Residence before
s. COUNTY son = STATE Missouri b county  Jackson admission)
b. CITY {If outside corpornte limils, give TOWNSHIP only) Length of stay in 1b c. CITY Inside Limits
Ok ﬂans.’:\s o1t OR 1 oekson .
TOWN 7 Bays TOW W >/ Yes R No [J
L% i‘Lg.éPll\!r:TEogF [} NO‘I’ in hospital, give locstien} Inside Limits d. .:I;%EEELS (If cutside, give locagon} Reside on Ferm
R
aTtion  ~eneral Hospital #1 Ynsxﬂ No O 3042 Grand Yes J Mo Qf
3. HAME OF DE)CEASED First Middie Last 4. DS;I'E Month Day Year
Ype of print +
Easther Awm s (fe) Cunic oea 10 19~-1959
5. SEX 6. COLOR OR RACE 7. Married [J  Never Marriedg 8 D IRTH | @ AGE (last birthday) | IF UNDER | YEAR [ IF UNDER 24 HR
temale Whlt e Widowed [J Divoreed ig'gié -b9 Months | Days Hours Min.
10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND QF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state or country) [ 12. CITIZEN OF WHAT COUNTRY
during mpat of working life, svan if ratired} S
Jcaxnsas C(WyNyo ws A
132, FATHER'S NAME v 13b. MOTHER'S MAIDEN NAME . T4, NAME OF HUSBAND OR WIFE
A — Easther Cunic
15. WAS DECEASED EVER IN U.5, ARMED FORCES? 16. SOCIAL SECURITY NO. 17. INFORMANT Address
{Yes, no, or unknown] | (If yes, give war or dates of service) f .1» E
ONE NVow 2 asthey gmc, 3o #Ha Grand
|y 18. CAUSE OFf DEATH (Enter only one cause per line for {a}, {b), and (c). INTERVAL BETWEEN
E PART I. DEATH WAS CAUSED BY: QONSET AND DEATH
z IMMEDIATE caust @ BPidermoidylosis  vullosa
L]
Q
=] Conditions, if any, DUE TO (b)
which gave rise to
above cause ([a),
stating the under.
lying cause lasi. DUE TO (<}
z PART 11, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal PART 1Il.  deceased was female was
.C__) disease condition given in PART [ (a) there a pregrnancy in lsst 90 days.
§ ] }DY« I O Ne I O Unknown
E 19. WAS AUTOPSY | 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injfury in PART | ar PART 1) of tem 18.)
& PERFORMED? =} (m} O
(% YESOO NODO
-
5| #cTIME OF  Hour  Month, Doy, Yeer
INJURY am.
:E p.m.
- 20d. INJURY OCCURRED 200. PLACE OF INJURY (e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
=] WHILE AT WORK [J farm, factary, strees, office bidg,, etc.)
5 NOT WRILE AT WORK ]
-] D T0=19—
| 9 21. | attended the o d from 10 12 59 10_10'_'19_'.'5.9—1114:! {ast saw :;é:t"“ on 7727
& Death occursed at. 12 302 A m on the date stated sbove, and to the best of my knowledge, from the causes stated,
-
(Uj < 2Za. s“;,r RE (Degres or title} 22b. ADDRESS 22¢. DATE SIGNED
rd
3 J y 2,00 Cherry= K,C Moo 10-19-59
< gn.. BURIALY CREMATIONTT-907 DATE' 23C NAME QF CEMETERY OR CREMA 23d, LOCATION (City, town, agetounty) {S1ate}
fa REMOVAL {Spefify) a. -f /?[ / _k /
s Brrta od 20 (997 res i Lavsas /¢ Mo
L8 i< UNERAL DIRECTOR ADDRESS 25. DAIE RECD. BY LOCAL 26, REGISTRAR'S SIGNATURE
>
> asSahT\‘r\\ rBroS ICCMO | jo-(Pr5P  —Dr2irx

{Licensed Embalmaer’s Statement on Revorse Side}




rar

STATEMENT BY LICENSED EMBALMER

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

or by - Student Embalmer No.
working under my personal supervision.

Student

Signature of Student Embalmer

. ) Licensed Embalmer No. CIL'—S-‘S S
P. O. Address KCW/C

. L3

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comp
with the above constitutes grounds for revocation of license).

If embalmed by a STUDENT, he also shall sign in his OWN handwriting.

if thissbody is not embalmed, fact should be so stated above.




