AMENDMENTS ON THIS RECORD ARE AS FOLLOWS

ISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

~H1~-004803

{Licensed Embalmer’s Statement on Reverse Side}

Revist — o 5 N “woq 7 2 N a? STATE FILE NUMBER
strati lasgict No. .. ___ - ——————Pri istrati istrict P M I L Registrar's No. __ S S
AMENDED egistra ﬂf)m ”(‘ —al. --- rimary Registration District No. egistrar’s
RIS = 00 XN ol oo NP/ ) ATITN -
1. PLACE OF DEATH M 2. USUAL RESIDENCE (Where decessed lived. If institution: Residence before
fa a. COUNTY a. STATE b, COUNTY admission)
w Cass Missouri Cass
% b. COITY (If outside corporars limits, give TOWNSHIP only)} Length of stay in 1b <. C‘g{!\! Insida Limits
R
i
TOWN TOWN Y N
z Harrisonville O¥N Harrisonville g 0
< . FULL NAME OF (If NOT In hospital, give location) Inside Limits d. STREET (If cutside, give location) Reside on Farm
E s g ren || A ey
g " A%t her home ks S 1161 Green St. «0 N O
3. NAME OF DECEASED First Middla Last 4. DATE Manth Day Yeoar
{Type or print) . DOAFTH
Alice May Oram E February 7 1961
5. SEX 6. COLOR OR RACE 7. Maerried [1  Never Married [J 8. DATE OF BIRTH | 9 AGE (last birthday) l;oUNhﬁER 1 YEAR _IF UNDER 24 HR
Widowed Divorced (] ’j nths | Days Hours Min.
Female White ' 4/13/18790 Q0
10a. USUAL OCCUPATION (Give kind of work done | 10b. XIND OF BUSINESS OR INDUSIRY| 13, BIRTHPLACE (City and state or country} | 12. CITIZEN OF WHAT COUNTRY
duri } i if retired;
~ Myt seieBpuy ) None Boone County, Iowp U.S.A.
13s. FATHER'S NAME 13b. MOTHER’S MAIDEN NAME 14, NAME-OF HUSBAND OR WIFE
Robert C. Johnson Frances Hudson William H., Oram(deceas
15. WAS DECEASED EVER IN U.5. ARMED FORCES? 16. SOCIAL SECURITY NO. 17. INFORMANT Address
{Yes, no, orunknown}| {If yes, give war or dates of service) .
o~ None Mrs. John Osborn Archie, -
= t8. CAUSE OF DEATH (Enter oniy one cause per line for {s), (b), and (). “INTERVAL BETWEEN
E PART I. DEATH WAS CAUSED BY: q : E z ONSET AND DEATH
L = IMMEDIATE CAUSE
O o (o)
o 3 . 1
= [ Conditions, If any, DUE 7O (b} MA&J"“—"&A—M—/
Iy which geave rise to
= sbove cavie (a],
= s1ating the under- W
lying cause laat. DUE TGO {c) -
Zz PART 11. OTHER SIGMIFICANT CONDITIONS CONTRIBUTING TC DEATH but not related to the terminal PART 1il. If deceasad was female was
.9_ disesse condition given in PART | (a) thers a pregnancy in last 90 days.
§ ID Yes | AN: | 0O Unknown
E 19. WAS AUTOPSY 208, ACCIDENT  SUICIDE HOMICIDE 20b. DESCRIBE HOW [NJURY OCCURRED. {Enter nature of injury in PART | or PART Il of item 18.)
o PERFORMED? w| a a
o] YES 0 NO 2%
- +
X | 20c. TIME OF  Hou Menth, Day, Year'
a INJURY a.m,
2 - - p-m. . + o
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, streer, office bidg., etc.)
) NOT WHILE AT WORK [J
a .
‘2-' 21, | attended the deceased from—#gla_— u_LLQ_Land last saw hahve on 3 7- @ /
o Death o::u(rgd at. . m on the date stated sbove, and to the best of my knowledge, from the causes stated.
-t
8 8 22a. SIGNATUR ” “(Degree or tfifE) 22b, ADDRESS 22c. DATE SIGNED
5 = S M_M anb - &y
z 3. BURIAL, CREMATION, [ 236: DATE | 23{ NAME OF CEMETERT OR CREMATORY 73d. LOCATION (City, town, or tounty) {State)
0' o EMOVAL( ify) - |+
z Ty Bur 2/10/1961 sarden_ C tv Cemetery arden City, Mo.
= < | "24 FUN AL DtRECTOR ADBRESS DATE RECD. BY tOCAL REG. | 26, REGISTRAR NATURE
u P
o > . -l.tr"' 70~/ ?é l



STATEMENT BY LICENSED EMBALMER
. DL IR . .

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, |

& or by i Student Embalmer No. 1

working under my personal supervision. | !

Student SignedM&g :

Signature of Student Embalmer |

" < . . Licensed Embalmer No. %@’ 2 ‘!

R P. 0. Add o

% I .. Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN H}.\NDWRITING. (Failure to comply ;

with the above constitutes grounds for revocation of license).
If embalmed by a STUDENT, he also shall sign in his OWN handwrmng
If this body is not embafmed, fact should be so stated above.

- -

- o " , . - . . e e, -
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