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3SOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH =61=0 \Q}
ﬂqll-sgahonvbsmrm&R 1 3 1—99‘7? =Primary Registration District No, l-—-___a_-?‘—'ﬂ_-_- egistrar’s Mo ™ 99_5_51‘?“%”;5&31‘8‘2—

AMENDED
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. Lf institution: Residence before
. COUNTY STAT b. COUNTY i
uc.r a Jackson a. w ssour 1 Jackson admission) )
% = b Cél;f {f outside corporate limits, give TOWNSHIP only) Length of stay.in 1b <. CIT‘I’ Inside Limits
)
= ToWwN  cKansas City 49 yrs owy Kansas City Yo ( No OO
< €. FULL NAME OF {If NOT in hospital, give location) Inside Limits d. STREET {If cutside, give location) Reside on Farm
E HQSPITAL O ADDRESS
< netmion6 22 Benton Yes X} Mol 1521 Winchester Yau O Ne I
3. (P:AME OF DECEASED First Middle Last 4. D(J;TE Month Day Year
ype or print} F
Mary Thomas . pEarH  2=22=61
5. SEX & COLOR OR RACE 7. Martied [1 Never Married [] [8. DATE OF BIRTH | 9- AGE {last birthday) | IF UNDER 1 YEAR } IF UNDER 24 HR
i bi Months | Pays Hours Min.
Female White Widowed X vered 0 12-18-1870L 90 | |
10a. USUAL QCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY] 11. BIRTHPLACE (City and statp or country) | 12, CITIZEN OF WHAT COUNTRY
ring most ing life, even if retired)
Hou sewire Home Ldvenworth Aansas| USA
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Henry Faber UNK Otto Thomas
15. WAS DECEASED EVER IN U.5. ARMED FORCES? 16. SOCIAL SECURITY NO. 17. INFORMANT Address
(Yesﬂwa :r unknown)l(lf yes, give war or dates of service) None Ot tO Thomas 1032 Fuller
[ 18. CAUSE OF DEATH (Enter only one cause per line for (a), {b), and (g). INTERVAL BETWEEN
5 PART |. DEATH WAS CAUSED BY ﬁ - ONSEJND DEA;
o g E IMMEDIATE CAUSE (a) &¥ Q iz g? J 4 C/ NeEwdo-MLir
o
2 Q - ]
f¥n) =} Conditions, if any, DUE TQ {b) ﬂ £ * € [
5 which gave rise to v
z above cause (e},
= stating the under
lying cause last. DUE TO (¢}
z PART 1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but.not related to the terminal [ PART 11l. If deceased was femals was
?_ disease condition; given in PART I (a) . there a pregnancy in last 90 days.
< .
| yupeal o Fragluress aryica yosk s i R I e
= | 779, WAS AUTDPSY | 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY'QCCURRED MEnter nawre of injury in PART | or PART |l of item 18.)
b PERFORMED? a ]
=] YES O NOF
-
& ] "20c TIME OF  Hour  Month, Day, Year
& INJURY a.m. .
‘; p.m.
20d. INJURY QCCURRED 2e. PLACE OF INJURY (e.g., in or sbout home, | 204, CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK [ farm, factory, street, office bidg., etc.)
NOT WHILE AT WORK [
Q
é _S' 21. | sttendsd the deceased from ./ qq‘?— ?DW‘_‘_—JM last saw :,‘r:‘ alive onj?&%é,{—
a Ko Death oceurred at m on thae date stated above, and to the best of my knowledge, from the causes stated.
& 3
3 5 ? Tia. SIGNATURE () sk or title 22b. ADDRESS eﬂ Mo, |2 DYJESIONED
I .
5 NE O. [2]2/ /YE«,%
" g . BUBLA REMA‘ ON, | 23b. DAT, 23c. NAME OF CEMETERY OR CﬁR EMATORYY hd 23d. LOCATION (City, town orfe ‘ry)
g ol= ‘._-'-‘ 'a‘l""'*" 2-25-61 Mt. Washington Kan Independence Missouri
= < | i FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. ISTRAR'S,SIGNATURE
L o - |9
= %|= Sheil Funeral Home K. %, Missouri 2.2 ¢ (/ %
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STATEMENT BY LICENSED EMBALMER
| hereby cerfify that the bedy whose name is recorded on the reverse side of this certificate was embalmed by me,

or by /DO & Q{lfq: = 'éz/:/ /%/S 6A/ Student Embalmer No._é&_ |

working under my_ personal supgrvision. /%‘0/6/

Student %’J—/—@Z (*% '-“—"-’ Signed /,c///:,f z/p .

¥Gnéture of Student Embalmer
Licensed Embalmer No. 54/1/c?
P. O. Address. /@ W’O
Nofe: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. ({Failure to comply
with the above constitutes grounds for revocation of license). .
. . If embalmed by a STUDENT, he also shall sign in his OWN handwriting. : .
4leM e S ISk B3dy s ndlRMbalmed, fact Should Be. s stafed ebove. LEUTSR et :
LTyen2l WY L0 anal U VU S P




