I DIVISION “OF HEALTH — STANDARD CERTIFICATE OF DEATH -

ED

o

HLEKQH::-.:;J &nNtncer§ 1?_9_?__.[ Y f —_Primary Registration District No. _-_[__.Q__Q_F_-_ﬂuqlsmr s No ____-_-___-_.!35

=60-001759

STATE FILE NUMBER

1. PLACE OF DEATH

2. USUAL RESIDENCE (W’here deceased lived.

] im‘;i:urion: Residence before

Mo
15. WAS DECEASED EVER IN U.S. ARMED-FORCES?
(Yes, no, or unknnwn)l {If yos, @ /e war or dalu

’7+n6

/r.e}

Elizabeth Downs

a. COUNTY Jackson 8. STATE Mis SOBICQUNTY JacksOn admission)
b. C";( (If ouiside corporate limils, give TOWNSHIF anly) Length of stay in 1b c. CO";!Y Inside Limita
TOWN Kansas City 15 yrs TowN Kangas City Yes 0 Noe O
¢. FULL NAME OF [If NOT in Nospital, give iocation) Inside Limits d. STREET {if cutside, give location) Reside on Farm
HOSPITAL OR ADDRESS
INSTITUTION V. A. Hospltal Y @i No O 31}13 E. 6th, Yes O No O
3. (P:AME OF DE)CEASED Firs? Middle Last 4. Dé\gE Month Day Year
ype of print ,
Ashby Welaspm Monger DEATH 1st 1st 1960
5. SEX &, COLOR OR RACE 7. Married X ,Never Married [] 8. DATE OF BIRTH | 9. AGE (last birthday} | IAFAoUNhDER IDYEAR IHFUNDER i;HR
. Widowed O Divorced [ nths ays ours tn,
Male White 10-3-~89 70 yrs —_ T~ =~ o
10a. USUAL OCCUPATION (Give kind of wark done | 10b. KIND OF BUSINESS OR INDUSTRY|~1}. BIRTHPLACE (City and state or country) [ 12, CITIZEN OF WHAT COUNTRY
during mnn.of working life, even if retired) . "
i on Rity,Va .
13a, FATHER'S NAME - 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE

Ollie Monger

16. SOCIAL SECURITY NO.
L9218182]

17. INFORMANT 21,13 E. 6th, Kdfeas City,Mo

18. cm.lse OF nnﬂl [Emer only one cause per "line fora}, (b}, ard {d).

Ollie Monger,Wife

INTERVAL BETWEEN

{Licensed Embalmer’s Statement on Reverse Side)

—
E PART |I. DEATH WAS CAUSED BY: ONSET AND DEATH
Z wwepiaTe cause () _Probable Cerebral Thrombosis
o - -
O '
o Conditions, if any, puE 10 (b _Cerehral arterimsaclernsis
which gave rise to
above cause (a),
stating the under-
lying cause last. DUE TO (c)
z FART 1). OTHER SIGNIFICANT CONDITIONS CONTR!BUTING TO DEATH but nat related to the terminal PART 1. If decessed was fomale was
g disease conditibn given i PARY | (a) thare a pragnancy in last 90 days.
<
g Tuberculosis of the dersal spine [Oves | 0o | D vaknown
= 19. WAS AUTOPSY 20s. ACCIDENT  SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. {(Enter nature of injury in PART | or PART Il of item 18.)
& PERFORMED? O g a -
Q YES O NO 34
- "
&1 20c.TIME OF  How!  Month, Day, Year
.2 INJURY Bs ",
* - g Yo p.m. * '~.‘\. N
20d. INJURY OCCURRED 2e. PLACE OF INJURY (e.g., in or about home, | 204, CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK [ farm, factory, street, office bidg., ﬂ: ]
. o NVXH‘"LE AT WORK [
attended the deceased from!hﬂ-Lﬁ.’lQE_Q——— M W
’ \‘ Damh oteurred at 5 05 D_m on the date stated sbove, and to the best of my knowledge, from the couses stated.
5 22a. SIGNATURE n or mlu] 22b. ADDRESS i 2%2c. DATE SIGNED
w
S A V.A. Hospital,Kansas City,Mo 1=1-60
-4 50233. BURIAL, CREMATION, | 23b, DATE 23c. NAME OF CEME‘ERY OR_CREMATORY 23d. LOCATION (City, town, or county) (S1a1e)
[a) VAL {Specify)
fr = / ‘/-—- { ?E 0 /@. @. ﬁ [z BT O T
< 24, FUNERAL DIRECTO ADDRESS 25. DATE RECD BY LOCAL REG. 24. REGISTRAR’S SIGNATURE
-~ .
] 3 Wd-Sw?mlc,c_m /- % Go 2l net Preriallalf




-- - ST e v

- " 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 ; ~ ~ T o~ Student Embalmer No.

working under my personal supervision. :

Student Signed 2 &i i E ' ot 2 i_m.:u.&

Signature of Student Embalmer
Licensed Embalmer No. 2 Z 2 E
.. .. ¢ . , \
\ : p. 0. Address___ P (% XM s

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to ¢
with* the above constitttes grounds fdr révocation of license).

If embalmed by a, STUDENT, he also shall sign in his QWN handwrmng
R ~Jf this Body dsnot’ embalmed, fact should be so-stated-above. %.Q R I Lk

-, - - s .
Y . -~ an LI RN e e - e -, - . .

. . -




