! DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH
ElLED ¥S limfﬁnYDgﬂ%l l!usg.q.-____z_z /. _Primary Registration District No. __ --Q-.‘!..&.—_aegmm 3 No’ _----ms

=60-019545

STATE FILE NUMBER

DOCUMENT

BY AFFIDAVIT OF

_%_LJLQLL__QA.:M_.M' e Denten
15 DECEASED EVER IN U.5 ED FORCES? 146. SOCIAL SECURITY NO. 17. INFORMANT

{Yes, no, nknown)] {If yes, glve» or dates nf service)

P\

None

chrr

pED
1. PLACE OF DEATH 2. Usuai RES!DENCE (Where decensed lived. It instisution: Residence before
& COUNTY a. STATE . b. COUNTY admission)
Jackson Missouri Jackson
b. COII;I {If cunside corporate timits, givea TOWNSHIP only) Length of stay in 1b c: CCI,TRY Inside Limits
TOWN TOWN - Y N
Kondas City =R N0
<. FULL NAME OF {If NOT in hospital, give ocation) d. STREET (IF cutside, give location) Reside on Farm
HOSPITAL OR . ADDRESS
INSTITUTION Menorah Medical Center | 235 E. 32nd Terr Yer O Mo
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Yaur
(Type or print} OF
. DEATH
Lina Negle Ma¥ !| l gé_()
5. SEX 6, COLOR OR RACE 7. Married []  Never Married [J B?ﬁ."or 8IRTH | 9- AGE (last birthday) UNhDER 1 YEAR _IF UNCER 24 HR
Widowed (3¢ Diverced O Months | Days | Hours [ Min.
Female | White Mov 9 1980 29
10a. USUAL QCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state or country} | 12. CITIZEN OF WHAT COUNTRY
during most, of working life, even_if retired) A
QUSEII Heme Mescphis , Jexrn Vs.#
13a. FATHER'S NAME 136, MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE

18. CAUSE OF DEATH (Enter only ons cnuu pet lineAor
PART |. DEATH WAS CAUSED BY;

IMMEDIATE CAUSE {a)

2), (b), and (<)f
>

LMrs DowaIJ landu.?
74

Nes ey (Dec)
£ 32

INTERVAL BETWEEN
ONSET AND DEATH

Address

/
l 4

Conditions, if any, DUE TO {b) / / [

which gave rise to T i

sbove cause d(a), / /

stating the under- d

lying couse last PUE TO (& /‘ lﬂ y/4/5

F = LA/ —
z PART 1b. OTHER SIGNIFICANT CONDITIQNS CONTRIBUTING TO DEATH butfhor related to the terminal PART I, If decossed was female wai
g disease ition given in (PA (a){ thore a pregnancy in last 90 days.
§ ) ID Yes I 0O N- | O Unknown
E 19. WAS AUTOPSY 20a. ACCTOENT  SUICIDE  HOMICIDE b. DESCRIBE HOW INJURY QOCCURRED. {Enter nature of injury in PART | or PART Il of item 18.)
x PERFORMED? (m} O O
o YES[J NOO
- .
& | T20c. IME OF  Houb  Manth, Day, Year
H INJURY  aum.
g p.m.
20d. INJURY OCCURRED 20e¢. PLACE OF INJURY [e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK [ farm, factory, streat, office bldg., etc.) /
NOT WHILE AT WORK [ 4 . . i N / / o

21. | attonded the deceased fro

/L/

. to nd last saw
5 Am on the'date stated sbove, and to tha best of my

her
wllw o
knowledge, fr the causes sisted. /

22b. ADDRESS

714

z

%7" NED

. NAME OF CEMETERY OR CREMATORY

23d. LOCATION (City, town, or county) {State

Mw_ﬂmr !
UNERAL DIRECTOR ADDRESS
Muek lebhach 6200 [Foos?

3/ Parsy 7

- v /4

S 5-bo

25. DATE RECD. BY LOCAL REG.

-

28, REGISTRAR'S SIGNATUR ’

MW')M‘L

{Licensed Embalmer’s Statement on Reverse Side)




STATEMENT BY LICENSED EMBALMER
' 1

! hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed L

1

or by Student Embalmer No.
working under my personal supervision. s
Student Signed y

Signature of Student Embalmer

I
=, . Licensed Embalmer No. Z %2 2

Y o p. O. Address P ﬁ

.

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

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

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

-~ .




