Nl

NDED

DOCUMENT

BY AFFIDAVIT OF

Reglistratib Tistrict’No, —neeeea-2"

— STANDARD CERTIFICATE OF DEATH
y"f____.l’nmuy Registration District No. _{______.n_':_/_..-l!egufrar s Nt wama

STATE FILE NUMBER

1. PLACE OF DEATH

2. USUAL RESIDENCE (Where decessed lived.

If institution: Residence before

o. COUNTY  Jaokson 2 STATE M3 ggouri b COUNY Joakuan admission)
b. CHTY (I outside corporate limits, give TOWNSHIP only) Length of stay in Ib ¢ CITY Inside Limits
omn  Kansas Cit 10 TOWN . ¥ N

¥ moSe Kangas City af N D
¢. FULL NAME OF (if NOT in hospital, give location) Inside Limits d. STREET {If outside, give location) Reside on Farm
HOSPITAL OR ADDRESS
INSTITUTION  Swope Ridge Nursing Home vu;ﬁ No O 5900 Swope Parkway Yes O No [
3. #AME OF DE]CEASEQ Firste K. Middle Last 4, DOA';I'E Month Day Year
ype arf print
FRANCOIS HOLMAN pEaTH  Qct, 8, 1960
5. SEX 6. COLOR OR RACE 7. Married [ Mever MarriedX] [8. DATE OF BIRTH | 9 AGE {last birthday) [ IF UNhDER |DYEAR :: UNDER 24 HR
Fema.le White Widowed [ Divorced [] 29Jun61876 8).[. Months ays ours Min,

10a. USUWAL OCCUPATION (Give kind of work done
during most of working life, even if refired)

Stenographer

10b. KIND OF BUSINESS OR INDUSTRY

same

m,

BIRTHPLACE (City end state or country)

Macon, Migsourl

12. CITIZEN OF WHAT COUNTRY

USA

U nknown

13a. FATHER'S NAME

13b, MOTHER'S MAIDEN NAME

Unknown

4. NAME OF H

USBAND OR WIFE

Never Married

15. WAS DECEASED EVER IN U.5. ARMED FORCES?

(Yes, po, or unknown) |(If yez, give war or dates of service}
Njo TRERE

16. SOCIAL SECURITY NO.

T

rge.Margaret Strader

INFORMANT

SOV ey rown Kowp

PART L.

Conditions, if any,
which gave rise to
sbove cause (a),
atating the under-
lying couse |ast,

18. CAUSE OF DEATH (Enter only one cause per line for (a
DEATH WAS CAUSED BY:

IMMEDIATE CALUSE (a)

DUE TO (b)

INTERVAL BETWEEN

QONSET AN EATH

DUE TO (¢)

PART |

i if decenasad

female

PART . OTHER $! CANT CONDITIONS CONTRIBUTING 7O DEATH but not related to the terminal was was
dissase ditn given in PART | {8} there a pregnancy in last 90 days.
. [ O Yes I O Ne I 3 Unknown
19, WAS AUTOPSY | 20a. ACCIDENT  SUICIDE  HOMICIDE 20b. DES E HOW INJURY OCC&ERED. (Enter nature of snjury in PART | & PART 11 of item 18.}
PERFORMED? [} [} a
YES{J NO(OOJ
20c. TIME OF Hour Month, Day, Year
INJURY a.m.
p.m.

20d.

INJURY QCCURRED
WHILE AT WORK (O
NOT WHILE AT WORK []

20e. PLACE OF INJURY (e.g., in or sbout hame,
farm, factory, street, affice bldg., ete))

rd

4. CITY, TOWN, OR LOCATION

COUNTY

STATE

Death K

21. | anended the deceased fro

rud at

. Z

nd last saw r:r:rgllva on

/0/5760

fﬂ‘er m on the date’stated abﬂ\f}and ta the best of my knowledge, from the causes stated.

W. Hami 1) Mepicat cermiFicaTion

Tt ]

omo

3. BURIAL, CREMATION,
REMJVAL (Specity)

23b. DATEF

*] 001:.1960

s

Macon Cemetery

22b, ADDJES;

23c. NAME OF CEMETERY OR CREMATORY

Ay W 174

22c. DA ZDF

23d. LOCATION (City, town/ or county}

Macon, Missouri

,(Gme)f

24, FUNERAL DIRECTOR

Melody McGilley & Eylar Kansas City, Mo

ADDRESS

25. DATE RECD. BY LOCAL REG.

/0-/0-6o

26. REGISTRAR'S SIGNATURE

K. L.

1500 E. Limwood

[Licensed Embalmer's Sistement on Reverse Side)

-(@'M);LMJ
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STATEMENT BY LICENSED EMBALMER
| hereby cerhfy !hat the. body whose name is recorded on the,treverse slde of this certificate was embalmed b
.. RN Jio XIS ISR D !
or by i ) Student Embalmer No.
working under my personal supervision. ’
L]
Student Signed - XY PUA éd
Signature of Student Embalmer ,
U TN . . p U - "o
% R -33 - L2 T \‘-..'\* ~ . N, 4 '\5‘-, - BN Licensed Embalmer No. D o? 4
5 e TR . * ..
h) . j .
. T W = N = Addréss yd r YA
*\q- .t . - - ".-‘ - .
TAAED N B NCSCPREAS - SR *\ A
‘Nofe: The above MUST BE SIGNED BY THE LICENSEU EMBALMER ih his OWN HANDWRITING. {Failure to ¢
with the above constitutes grounds for revocation of license).
If embalmied by a STUDENT, he also shall sign in his OWN handwriting. ¢ Y

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

T -, . Nty h ot .




