IRI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH . -60—-026707

STATE FILE NUMBER

1. PLACE OF DEATH 2. USUAL RESIDENCE {Where deceasad lived. If instituiion: Residence before
a. COLNTY a. STATE Miggouri b <couNtYJackson admission)
Jackson
b. CéTRY (If outside corporate limits, give TOWNSHIP only) Length of stay in 1b c. CCI)LY Ingide Limits
own Kansas City 2 weeks TOWN Independence Yo (X Ne O
<. FULL NAME OF (If NOT in hospital, give location) Inside Limits d. STREET {1f cutside, give location) Reside on Farm
HOSPITAL OR ADDRESS
INsTiUTIoON  Regearch Hospital Yes @ No[d 626 N. Delaware Yos O No [X
3. I:AME OF PECEASED First Middle Last 4. DOAJE Month Day Yaar
e o et WILLIAM FRANCIS BAKER e July 23 1360
5. SEX 5. COLOR-OR RACE 7. Married u Never Married [] |8. DATE OF BIRTH 9. AGE (last birthday) | IF UNDER 1 YEAR | IF UNDER 24 HR
Male white Widawed (] Divorced [] 5/23,95 65 Manths l Days | Hours I Min.
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 COUNTRY
duri § king life, if reti .
juring most of working life, even | l'ehr;ld)t GM& 0 Railroad Austln, Missouri USA
i3a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
William Francis Baker Katherine Jane Cobb Lillian L. Baker
15. A, EASED EVER 1N U.S. A D FOR ? 16, SOCIAL SECURITY NO, 17, INFORMANT Add
5. WAS DECEASED EVER U.5. ARME CES re:626 N. Deleware

(Yes, no, or unknown) l(li yes, giﬁ war or dates of service)

709-12-0530 Mrs, Lillian L., Baker

o one W
[ 18. CAUSE OF DEATH (Enter only ona causa per lina for P and (cl. INTERVAL BETWEE
. I_IZ_’l PART I, DEATH WAS CAUSED BY: ’ 4 ONS?JD DEAT,
:E, IMMEDIATE CAUSE (a) l/ ’"‘é&
| o
Qo
o Conditions, if any, DUE TO (b) oYy y
which gave rise to ”~
above cause (a),
stating the under- M
1 lying  couse last. DUE TO [c} - .~
z PART I1. O'EER SIGNIFICANT CONDITIGNS CONTRIBUTING i DEATH but not related to the terminal PART Ill. If deceased was female was
.9_ 3 r: &bndition given in PART | (a . there a pregnancy in last 90 days.
g I [ Yes | {0 No | O Unknown
E 19. WAS AUTOPSY I 20a. ACCIDENT  SUICIDE  HOMICIDE 20b, DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in PART | or PART Il of item 18.)
: = PERFORMED? u] 8]
I ) YESO NO O
—
' Z | 20c.TIME OF  Hour  Month, Day, Yesr
- a INJURY a.m.
: g p.m.
| 20d. INJURY OCCURRED 20e. PLACE OF INJURY {e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
L] WHILE AT WORK [ farm, factary, street, office bldg., etc.)
L NOT WHILE AT WORK [J - N .
2 b - oy 7 . - 7 o \/ 7 ty
E 21. Mattended the|daceated frommest o9 -—” / = ’”- a 1BW i, dlive op = Hmll ¢
Death occurrgll at. m’- — et on Jhe date stated above, and 1o the best o knowledgh, fram the causes stated.
A1 gy AL M AR .
. S 3 | T2 Pt ” (Deﬁu or mle 22b. ADOREZES
-
= Al N NS FAAASS 4
3 A BURTALGREMATION, | Z3b. DAT ~ 23c. NAME SBE-CEMETERY DR CREMATORY
[=] g REMOV AL (Fpecify)
= |~ BUrtT 7/25/60 Odessa Cemetery Odessa Y Migsouri
<« 24. FUNERAL DIRECTOR ADDRESS 25, DATE RECD. BY LOCAL REG. |26, REGISTRAR'S SIGNATURE
> /W
@] Geo. C. Carson & Sons Indep., Mo, 7—;1—& /X ]
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. STATEMENT BY LICENSED EMBALMER
I hereby certify that the body 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 ‘ Signed n(y%/ 77/ C?ééo%

Signature of Student Embalmer

. . - ~ . N N
. DR . - - i . -
fa G \’\ :‘.., o - .- i ~ s Licensed Embalmer No. _ﬂ_
. * FLE
“ Y - . % ‘\-—)
S SRR .
et . . . P.Q, Address

. § Ry P s - B .

~h am T \L doe “ .
T N :, Nofé:’ \e abové’ MUST BE- SIGNED BY THE LICENSED EMBALMER in hIS OWN HANDWRITING (Failure to cod
with the above,constitutes grounds for revocation of license).

l -

If ‘embalmed by’ a STUDENT, he also shall sign‘in his OWN handwriting, - LR
¢ If . thl_g body Js not. embalmed tact should be so stated above.
- - —' "- C\ - -



