RI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH
B

DOCUMENT

BY AFFIDAVIT OF

Z60-001829

STATE FILE NUMBER

EBNS o125 1900 £ SL pima st s (202 st OG-

du%m vﬁﬁ I:a, even if retired)

LAKE CITY, MISSOURI

U.s.A.

1. PLACE OF DEATH 2, USUAL RESIDENCE (Whera deceasad lived. If institution: Residence befors
& COUNTY a. STATE COUNTY asdmisslon)
JACKSON MISSOURY JACKSON
b. CILY (If outside corporate limits, give TOWNSHIP only} Length of stay in 1b [N COITY Inside Limits
R
TOWN KANSAS CITY 5 Months rown GAIN VALLEY YO Ne &
c. FULL NAME OF (If NOT in hospital, give location) Inside Limits d. STREET {If cutside, glve location) Reside on Farm
(e g ren | pe g
VA Hospital, K.C,., Mo, e No ] Yo 0 No
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Year
(Type or print) QF
ALBERT LEE RACE DEATH JANUARY 5, 1960
5. SEX 4. COLOR OR RACE 7. MarriedX] Never Morried (] [8. DATE OF BIRTH | 9 AGE (last birthday) JIF UNDER 1 YEAR | IF UNDER 24 HR
Widowed Divorced Months | Days Hours Min.
MALE WHITE . O ] 12-29-94 | 65
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 COLNTRY

13a. FATHER'S NAME

BERT L

15. WAS DECEASED EVER IN U.S. ARMED FORCES?

{Yes, no, or unknawn) I(If yes, give war or dates of sarvice)

13b. MOTHER'S MAIDEN NAME

TH T

14. NAME OF

0SSERIT

HUSBAND OR WIFE

M_ARVF{L

16, SOCIAL SECURITY NO. |[17. INFORMANT

PART ). DEATH WAS CAUSED

IMMEDIATE CAUSE (n)

Conditions, if any, DUE TO (b)
which gave rise 1o
al cause . {a);
stating the under-
lying caves last. DUE TO (<)

—_— YES W I _ Wue;_
18. CAUSE OF DEATH {Enter anly one cauie pet line for {a}), and (c)

Metastatic carcinoma of tongue

ddress

Marvel B, Race KRR 1 Garin Valley, Mo,
-Oilf—iei&l—-Beeefds—VA—He-spa:taar,—

L EN
ONSET AND DEATH

PART Il. OTHER SIGNIFICANT CO

disease condition given in

NDITIONS CONTRIBUTING TCO DEATH but not related to the terminal
PART | (s)

PART

H. H

deceased was

femsle was

there a pregnancy in last 90 days.

lDchI DNo]

0 Unknown

19. WAS AUTOPSY

z

]

g

i

= 20a. ACCIDENT  SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART 1) of item 18.)
o PERFORMED?. (] 0
5] YES £] NOPY

-

X | 20c.TIME OF  Hour  Month, Day, Year

a INJURY &, .

g p.m.

#0d. INJURY OCCURRED
WHILE AT WORK (]
NOT WHILE AT WORK (3
o

20e, PLACE OF INJURY (e.g., in or about home,
farm, factory, street, office bldg., etc.)

204, CITY, TOWN, OR LOCATION

COUNTY

STATE

VA
2. /anandad the deceazed fro

cedan 551960 A/ LS MAEL L

Death occurred st

m on the date stated sbove, and to the best of my knowledge, from the cavses steted.

RA

ewcomers Sons 1331 Bruah Creok Blvd,.

/-T lo

w
. {Dew Y 4 775. ADDRESS Zic. DATE SIGNED
" Hosp Kb, M 1560
JLCKENS D. VA Hospital, K.”., Mo, -
2. 0ATE o . OF CEMETERY DR CREMATORY Z3d. LOCATION (City, fawn, or county) (Srare)
/7/ and Cemstery Grain Valley Migsouri
ERAL DIRECTOR 25. DATE RECD, BY LOCAL REG, | 26. REGISTRAR'S SIGNATURE

F————E&ms—ei't'y—ﬂtn'Buun

d Emhal

(Li ‘s 51 on Reverse Side)

/}WW




e SO0 L. .

STATEMENT BY LICENSED EMBALMER

| hereby certify that the bedy 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

Signature of Student Embalmer

. . . — * - ) ‘
v . Q . 3 Ll;qnsed Embalmer No.ﬂé

P.O. Addre?&w
- - . 13 “ c - he - : M

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in- hls OWN HANDWRITING. g;a:lure to ctg
u. i with the above constifulés grounds for revocation-of license). - . " I I T

If embalmed by a STUDENT, he also shall sign in his OWN handwrmng £ e e
_ M this body is not embalmed, fact should be sb stated above. - -7 e

e ey - . PR S




