JRI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

JEILED

Vaeidlbon6:1860/. % 7

- =60-027016

Primary Registration District No. _Q_é___zf____ﬂogimar'l No, 3559

STATE FILE NUMBER

DOCUMENT

BY AFFIDAVIT OF

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before
8. COUNTY J‘ckﬂan a. STATE Hissouri b. COUNTY JaCkSon admission)
b. CCI)TV (If outside corporate limits, give TOWNSHIP only) Length of stay in 1b c. Cci)'ll'!Y Inside Limits
R
owN - Kansas City 18 yrs, TOWN Kansas City Yos B No O
c. FULL NAME OF (If NOT in haspital, give location} inside Limits d. STREET {If outside, glve location) Rexide on Farm
HOSPITAL OR ADDRESS
instivtioN 2204 Lister Yes T No[J 2204 Lister Yes O No M0
3. ?AME OF DE)CEASED First Middle Last 4, D(.;«FTE Month Day Year
(Type or print
Hannah Matthews pea™  July 6, 1960
5. SEX 6. COLOR OR RACE 7. Married (J Never Married [] 8. DATE OF BIRTH | 9- AGE tlast birthday) [IF UNDER 1 YEAR | iF UNDER 24 HR
femnle white Widowed 3¢ Diverced [} 3,13,1393 67 Months | Days er-T Min.
1¢a, USUAL OCCUPATION {Glive kind of wark done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state or country) | 12. CITIZEN OF WHAT COLUNTRY
uring mos: working lifs, even if retired) - . .
Hous&w Fe Sesssasccesseca= Tiff City, Missouri USA

13a. FATHER'S NAME

Dennis Burns Sr,

13b. MOTHER’S MAIDEN NAME

Emily V, Darnell

14.

NAME OF HUSBAND OR WIFE

Ray E, Matthews

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

yes, give war or dates of service)

16.

SOCIAL SECURITY NO. |17. INFORMANT

Address

(Ves, ‘ﬂ' or unknown) |(If

None

Mrzs, G, C, Warren 218 J NW

Miami, Okla

18. CAUSE OF DEATH (Enter only one cause per line for (a), (b), and (c). INTERVAL BETWEEN
PART |. DEATH WAS CAUSED BY: ONSET AND DEATH
IMMEDIATE CAUSE ()
Conditions, if any, DUE TO (b)
which gave rise to 7
above cause (a),
stating the under-
lying  cavse dlast. DUE TO (c}
z PART [I. QTHER~SIGNIFICANT CONDI NS CONTRIBUTING TQ DEATH but not related to the terminal PART I1I. If deceasad was femasle was
g dise, condition given in PANT)I (&} there a pragnancy in last 90 days.
§ b I O Yes I O Ne I O Unknown
E 19. WAS AUTOPSY I @'ﬂ CIDEN UICIDE ~ HOMICID H 1NJ (1 nter rlature Wity in PART | or PART 1i of item 18.)
o PERFORMED a ] O
9] YES 3 NO {
& | 7 TIME OF How  Month, Day, Year
= INJURY a.m.
pm,
20d, INJURY OCCURRED 20e."PLACE OF INJURY (e.9., in or about home, | 20f, CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK farm, factory, streat, office bidg., erc. X
NOT WHILE AT WORK [J
. f her
18] 21, | attended the deceased from and last saw o, elive on
Death occurred at m on the date stated above, and to the best of my knowledge, from the causes stated.
N L
| -22a. SIGNATURE {Degree or jitle) 22b. ADDRESS —_ 92¢c. DATE SIGNED
¢ (a1 1£2 /i 4
23a. ) ATION, 7| B3 MPATE . NAME OF CEMETERY OR CREMATORY T T ad, LOCATION (City, town, or dinty} (State)
REM (Specﬁy)
burd 77860 Brooking Cemetery Raytown, Missouri
24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. |25 REGISTEARS sl ATURE
Earp & Sons 4707 Truman Rd, K.Ce., Mos 7 "f"( [9)

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

| hereby certify that th}e 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
Signature of Student Embatmer

Licensed Embalmer No. é’&
P. Q. AddressM
Nofe: The above MUST BE SIGNED BY

THE' LICENSED EMBALMER in his OWN HANDWRITING. (Failure fo cof
with, the above constitytes grounds for revogation. of license).. . _, , R
* If emb3lmed by 3 STUDENT, he alse shall sign in his’ OWN handwriting. - '
If this body is not embalmed, fact should be so stated above.
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