1 DIVISION "OF HEALTH — STANDARD CERTIFICATE OF DEATH

FILED VS FEB 1 5 1368

DOCUMENT

BY AFFIDAVIT OF

Registration District No, .. _____

__g_z_____ﬁrimnry Registration District Nof__o._.g!g'::'_-_-aegi:rrar's No. E_______SSB

~60-001401

STATE FILE NUMBER

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before
a. COUNTY a. STATE b. COUNTY admission)
Jackson Mo. Jackson -
b. CITY (If outside corporate limits, give TOWNSHIP only} Length of stay In 1B c. %EY Ingice Limits
TOWN &+ Kansas City 15 yrs TOWN  Kansas City Yos O No O
c. FULL NAME OF (If NOT in hospital, give location} iniide Limis d. STREET {If cutside, give |ocation} Reside on Farm
INSTUTION, ' Yot G Ne O ADDRESS Yo O N
3736 Garfield . Qi 3736 Garfield =0 Mg
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Year
(Type or prini DS:‘IH
ANNA H, BOLAND Feb, 2 1960
5. SEX 4. COLOR OR RACE 7. Married {1 Never Marrisd [] |8 DATE OF BIRTH | - AGE {lest birthday) | IF UN;‘DER IDYEAR I:: UNDER 24| HR
. Widowed Di ed Months ays ours Min.
Female White towed voed O 3.26-1888

10a. USUAL GCCUPATION {Give kind of work done
during most of working life, even if retired)

Machine Operator

10b. KIND OF BUSINES%J INDUSTRY
3 5.
Midwest Envelope

11

BIRTHPLACE (City and state or country)

Favetteville,

12. CIMZEN OF WHAT COUNTRY

rk, U, S. A,

13a. FATHER'S NAME
Wm. Harris

13b. MOTHER'S MAIDEN NAME

Lioudora Webb

15. WAS DECEASED EVER IN U.S. ARMED FORCES?
[Yes, nﬁ_or unknown) | (If yes, give war or datas of service)
o ™|

14, SOCIAL SECURITY NO.

486-01-5177

17.

14. NAME OF HUSBAND OR WIFE

Wm. Joseph Boland

INFORMANT

Address

Mrs. Catherine Koch, 3736 Garfield

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

.

20e. PLACE OF INJURY {e.g., in or about homae,
farm, factory, sirest, office bldg., erc.)

20f. CITY, TOWN,

OR LOCATION COUNTY STATE

2}. | sttended the deceased from 2/26/52

o 2/2/60

10:40 A, M.

and last nw)’&.liw an Februa Iy 2 N 1960

Death occurred “A m on the date stated sbove, and to the best of my knowledge, from the cavies stated.
22s. 8 ” or li)i,).,,\' D 22b. ADDRESS 22c. DATE SIGNED
(4 ’ ’ - . - \
P RSY X 1 % VU O 1Y 11620 Nichols Pkwy., K. C., Mo. | 2/2/60
23a. BURIAL, CREMATION, | 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) {5t1ate)
REMOVAL (Specify) & .
Burial 2.4 be Mt, olivet Cemetery Ka
24. FUNERAL DIRECTOR - ADDRESS 25. DATE RECD. BY LOCAL REG.

Mellody-McGilley-Eylar Funeral Home

Y.

1 &aLsﬂ;%;._MQ._—_
26, REGISTRAR'S SIGNATURE .

s

Woodland-Linwood

(Licensed Embalmer’s Staterment on Reverse Side)

t

18. CAMSE OF DEATH (Enter onty one cause per line for {a), (b), and fe). INTERVAL BETWEEN
PART I, DEATH WAS CAUSED BY: ONSET AND DEATH
ImMeDIATE cause (o _Myocardial infarction 2 days
Conditions, if sny,1  DUETO(m Arteriosclerotic heart disease Years.
whith gave rize to
nboyo cause (2}, .
sating the under: | pueto o _Generalized arteriosclerosis Years.
Z PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to tha terminsl PART IIl. If decessed was female wu'f
'9_ disease condition given in PART | (a) P l f . b!"OS iS there 8 pregnancy In last 90 duys.f
% uinonary It ID Yes I Xl N- I (m} Unknownl
E 19, WAS AUTOPSY 20a. ACCIDENT  SUICIDE  HOMICIDE - 20b, DESCRIBE HOW INJURY QCCURRED. {Enter nature of injury in PART | or PART |1 of item 18.)
[+] PERFORMED? ) 0 a m]
v YESO NODO
5 20¢. TIME OF Houl Maonth, Day, Year 1
alr INJURY am.
g . pm.l



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.

working under my personal supervision.

Student Signed
Signature of Student Embalmer é

Licensed Embalmer No.

_' LT ’ P’O. Address _ Z CW

- ol o ‘

.+ Note: . The above MUST BE SIGNED BY THE' LICENSED EMBALMER m 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 handwrmng o

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

P + - . AN . . - -




