URI DIVISIO

OF

FILED VS F

DOCUMENT

BY AFFIDAVIT OF

Registration Dlsfru:t No. ..

ALTH STANDARD CERTIFICATE OF DEATH

9 Ylo i s o 3.0 2o s 579

v —60-002038

STATE FILE NUMBER

1. PLACE OF DEATH

2. USUAL RESIDENCE (Where deceasad lived.

If institution: Residence before

. COUNTY . STAT b. COUNTY admissi
¢ Jackson > A1 ssouri Jackson mission}
b. CILY (If outside corporate limits, give TOWNSHIP only) Length of stay in 1b [ CC|)I!Y Inside Limits
owN Independence 12 years ToWN Independence Yu g Ne O
. LL‘IJL;.PI;\IAATE gF {1f NOT in hospital, give location} Inside Limits d. ASI.;IR)E!EETSS (If cutside, give location) Reside on Farm
INsTITUTIoN' Independence Sanit.& Hosp!Ys® NoD 1006 So. Leslie tes [ No (%
3. NAME OF DECEASED First Middle Last 4, DATE Month Day Yeaar
(Type or print) QF
Minnie Mayer DEATH  Jan. 24 1960
5. SEX 5, COLOR OR RACE 7. Married X Never Married [ Ig. DATE OF BIRTH | & AGE (fest birthday) |IF UNDER 1 YEAR | IF UNDER 24.HR
Female White Widowed O] Oivorced O | 7..26=1880 79 Months | Davs | Hours [ Min.

10a. USUAL OCCUPATION (Give kind of work done
:{garking life, even if retired)

ing most

ousgew

10b. KIND OF BUSINESS OR INDUSTRY

Domestic

BIRTHPLACE (City and state or countty}

Kirklin, Indiana

U.S5.4A.

12. CITIZEN OF WHAT COUNTRY

13a. FATHER'S NAME
Andrew Mc Intyre

13b, MOTHER'S MALIDEN NAME
Mary M. Unknown

14. NAME QF HUSBAND OR WIFE

Henry Meyer

15. WAS DECEASED EVER IN U.5. ARMED FORCES?
{Yes, no, ﬂ' unknown} l(lf yas, give war

i3

or dates of servica)

16. SOCHAL SECURITY NO.
None

17, INFORMANTY

Henry Myer,

Address

1006 So.Leslie, Indep., Mo.

ART 1.

18. CAUSE OF DEATH (Enter only one causs per line for (&), (b), and (c).
? DEATH WAS CAUSED BY

IMMEDIATE CAUSE (a)

INTERVAL BETWEEN

CSET AND DEATH

| Cmedres Gnndd

19. WAS AUTOPSY
PERFORMED?
YES ] NO[J

- ’
Conditions, if any, DUE TO (b} M"‘——h *
which gave rise to ?
above cause (8), .
stating the under- .
lying cause last. DUE TO (c)
PART )I. OTHER SIGNIFICANT CONDITlONS CONTRIBUTING TO DEATH byt not related to tha terminal PART ilIt. If deceased was fomale was

NT

23¢ condition given in PART |

SUICIDE  HOMICIDE
O O

20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of

there 8 pregnancy in last 90 days.

lDYe:I

O Ne

O Unknown

njury in PART | or PART I! of item 18.)

20c. TIME OF
INFURY

MEDICAL CERTIFICATION

Hour
am.
p.m.

Month, Day, Year

20d. 1NJURY QCCURRED
WHILE AT WORK [J
NOT WHILE AT WORK [J

20e.

PLACE OF INJURY (.0,

in or about home,
farm, factory, street, office bldg., etc.)

204, CITY, TOWN, OR LOCATION

COUNTY

STATE

F1R

| attended the deceased fro

19
1018 Fn

Death coccurred at.

[

to. l = 2-n!t&_o—and last saw Ealive on_&i-_co—

m on the date stated above, and to the best of my knowledge, from the causes stated.

22a. SIGN, (Degree Px litle} 22b. ADDRESS 22c, DATE SIGNED
[y
o_‘,_Q i, o.‘thM ma. . ,—2_.5‘..‘ ]
2%a. BURIAL, CREMATION, | 23b. DATE 23c. NAME OF CEMETERY YOR CREMATORY LCATION (City, town, or county) (State)
l!EMOVAI. Specify)
(Foect 1-26-60 Greenlawn Cemetery Ka ty, Mo. s
24 FUNERAI. DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG.

Geo.C.Carson & Sons, Independence, Mo.

/ -

~ L0

Acecewr

2?&?5 SIGNATURE

(Licensed Embalmer’s Statement on Reverse Side)
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STATEMENT BY LICENSED EMBALMER

| hereby certify that the bddy whose name is recorded on the reverse side of this certificate was embalmed by
- -
or by

‘.

Student Embal

er No.

working under my personal supervision

Student

Signature of Student Embalmer

- ., Licensed Embalmer No. s Q % =
R

St IO AAw)
Nofe:

The above MUST BE SIGNED BY THE LICENSED EMBALMER in hls OWN HANDWRITING (Failure to co
with the above constitutes: -grounds for revecation, ofﬁhcense)l g Y=l
if embalmed by a STUDENT, he alss shall sign in his OWN handwrmng
If thls body is not embaimed, fact should be so stated above.
ot .anrn’
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