RI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

TLED VS S m?a- 5 Jm “____-___,_i____—fl'lm"v Registration District N

BY AFFIDAVIT OF

DOCUMENT

13

wj_ b __Reglstrars No. ---_f f_______-

—&'f!—ﬂ‘ ;;ﬁi 62
RTE FIL

1. PLACE OF DEATH 2. USUAL RESIDENCE (Wheara docoased lived. If institution: Residence befors
a. COUNTY Clav a. STATE MiSS Ouri b, COUNTY Clsy admission)
b. CITY {If outside corporata limits, give TOWNSHIP only) Length of stay in 1b [ Coll"‘Y Inside Limirs
1oWN  Excelsior Springs 17 yrs. 1own Excelsior Springs YaXl No O3
€. FULL NAME OF (If NOT in hospitsl, give locetion) Inside Limits d, STREET (If cutside, give location) Reside on Farm
HOSPITAL OR™ ADDRESS
INsTUTioN  Excelsior Springs Hospitaflred non 601 01d Orchard Yes 0 No O
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Yeoar
(Type or print) . OF
Effie L _ Adams vEatH  September L, lysu
5. SEX 5. COLOR OR RAGCE 7. Married T Never Married [ |8. DATE OF BIRTH [ 9- AGE {last birthday) [ (FUNDER 1 YEAR | IF UNDER 24 HR
Female w-hite Widowed [ Diverced ] 11—1? -1883 76 Months | Days Hours Min.

10a. USUAL OCCUPATION (Give kind of work done | 10b.

du?f&ﬁnéﬂe'g;ff’ekiw Iife, aven if retired)

KIND OF BUSINESS OR INDUSTRY| 13,

BIRTHPLACE {City and state or country}

Augusta, Kansas

12, CITIZEN OF WHAT COUNTRY

USA

Homa
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
John Neff _Mayy Adams Dr, Louis S. Adams
15, WAS DECEASED EVER IN U.S. ARMED FORCES? 16. SOCIAL SECURITY NO. [17. INFORMANT 601 AMdelrchard
(Yes, no, or unknown} l(lf yes, give war or dates of service) none Dr. L. S . Adams , Excelsior Spgs LMO P

DEATH WAS CAUSED
IMMEDIATE CAUSE (a)

PART I.

18. CAUSE OF DEATH (Enter only one cause per line for (a), {b), and {c).
BY:

'RG__‘)!'J"‘ PM'} 1o e o hmo-.-ke}sg 72 by,

INTERVAL BETWEEM — -
ONSET AND DEATH

R q%’f"uo-c. d arvtoipia 3clapatrs

Conditions, if any, DUE TO (b}
which gave rise to
abave cause (3},
stating the under-
lying cause last. DUE TO ()

A it 4 4A aﬂﬂwyw\
rad cuwlar dizegsa

St e Sclopedin

PART NI If deceased was fomale was

z PART 1i. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related 1o the terminal

g d.ilﬂﬂ!l condition given in FART | (a) there a pregnancy in last 90 days.
S [T ve: [ ONe [ O Unkrown
E 19. WAS AUTCPSY | 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY QCCURRED. {Enter nature of injury in PART | or PART I} of item 18.)

x PERFORMED? [m] O

] YES NG [

-

& 1720 TIME OF  Howr  Month, Day, Year

a INJURY a.m,

w b p.m.

=

20d. INJURY QCCURRED
WHILE AT WORK
NOT WHILE AT WORK [J

20e. PLACE OF INJURY (e.g.,
farm, foctory, stree, office bidg., ete.)

in or about home,

20f. CITY, TOWN, OR LOQCATION

COUNTY STATE

3 4o

ioe attended the deceased frorn__'s‘J#j:

Desth occurred at , 1) ‘P [ Y

Io_S #i_&lnd last saw 2:; slive on ‘S‘C'A /' y,‘ /7 c

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

{Degren or title)

22b. ADDRESS

n_p

Lrceld; o Sp riwrs P a.

22c. DATE SIGNED

5-9-4s

23b. DATE

9-6-1960

23¢. NAME OF CEMETERY OR CREMATORY

Mt. Hope

23d. LOCATION {City,Ttown, %or county)

(Srate)

TDDQKE?_KanSas
. RPSISTRAR'S SIGNQTURE

ADDRESS

*Orichard Funeral Home, InC.

P-r6-6Go

Excetsior—S bpnngs, WTSSoUT

{Licensed Embalmar’s Statemen? on Reverse Side)

25. DATE RECD. 8Y LOCAL REG.




Jun7 1963

5]

PR T A~ . - ¢ w& 00 1d3§ ,_,PA d

.

_ STATEMENT BY LICENSED EMBALMER

| hereby ceriify 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
Signature of Student Embalmer
] Al g :
Licgnsed Egbalmer No.
5. O. Address
. TN o L I PRy S

+ Nete: The above MUS.T BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to co
=, with the above constitutes grounds for revocation of license).
If embalmed by a STUDENT, he also shall sign in his DWN handwriting.

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




