AISSOUR! DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

LATMENT OF PUBLIC HEALTH AND WELFAH?

RE AS FOLLOWS

R

AMENDED
fa)
- o
=
rd
(YY)
=
<
w
=
-8
a

—

pad

S
[T

Q s

a o

Q

g &
(Y1)
[
)
<
o
s
[ 1]
[+4
o
—d

8 w

Q

& =

- i o

3

o] a

Zz i

= <«

= o

Ry

ZZ__.PI'IMI(V Registration District No. __/ﬁ .ﬂ.z-!__llegmrar s No. _---_--1,893

-61—014039

STATE FILE NUMBER

during most foﬂofklng life, even if retired)
ousewl

Home

Lexington, Mo. USA

1. PLACE OF DEATH '_‘ 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence befors
.. counry  Jackson a. STATE Mo. b county Jackson admission)
b. cn;r {If outside corporate limits, giva TOWNSHIP only} Length of stay in 1b €. CéTRY Inside Limits
TOWN  Kansas City 70 YAIS. ™8 Kansas City Yenk No D
c. FULL NAME OF (If NOT in hospital, give location) Inside Limits d. STREET {if cwtside, give lacation) Reside on Farm
HOSPITAL OR ADDRESS
LwSTTUTON 2817 E. 11th St. Yer fyeNo O 2817 E. 1lth St. Yoo O Mo
3. (!:AME OF DE)CEASED First Middle Last 4, DOAgE Manth Day Year
ype of print, . .
B. Elizabeth Turner DEATH April 4 1961
5. SEX 6. COLOR OR RACE 7. Married {]  Never Married [] |8. DATE OF BIRTH | - AGE {last birthday} {IF UNhDER ) YEAR | IF UNDER 24 HR
. N : Mont| D irt
female white Widowag {2 Piverced O |1 -6-1877 84 i e
10a. USUAL CCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY[ 11. BIRTMPLACE {City and state or country) | 12. CITIZEN OF WHAT COUNTRY

13a. FATHER'S NAME

Michael Driscall

13b. MOTHER'S MAIDEN NAME

Margaret Finnigan

14. NAME OF HUSBAND OR WIFE

Eugene F, Turner

15, WAS DECEASED EVER IN U.5. ARMED FORCES? 14

e 2ryokorynl '.L'f.v;!..q".'z war o dates_of seryicg)

SOCiAY SEFOHRITY NO.

17. INFORMANT Address
11th

Miss Mary Turner-2817 E.

St.

PART I. DEATH WAS CAUSED BY

IMMEDIATE CAUSE (a)

18. CAUSE OF DEATH (Enter only ane cause per line for (a), (b}, and (c}

-

INTERVAL BETWEEN

%ET Aﬁ DEATH

Qlvio Selovstic Vil Stbny.

s dlk

Conditions, if any, DUE TO (b)
which gave rize to
above cause {a),
stating the under.
lying couse last, DUE TO (c}

3ds/ske

Ld

but not related to the terminal PART 11, If ceceased was

femsle was

z PART 1I. QTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO

g disense condition ART | (a) - there o pregrancy in last 9G days.

S ] O Yes I 0 Ne O Unknown

E 19. WAS AUTOPSY [ 20a. ACCIDENT SUICIDE MOMICIDE 20b. DESCRIBE HOW INJURY QCCURRED. (Enter neture of injury in PART | or PART 11 of item 18.)

& PERFORMED? a ] ]

9] YES[J NO

-t

& ] T20c TIME OF ' Hour  Month, Day, Year

a INJURY a.m.

; p.m.

20d. INJURY OCCURRED 20e. PLACE OF INJURY {e.g., in or about home, | 204, CITY, TOWN, OR LOCATION COUNTY STATE

[ WHILE AT WORK [J farm, faciory, street, office bldg., c!?

3 NOT WHILE AT WORK (J I . ' /

| 21. | sttended the deceased from i 9’ r‘g to é Mhnd last uw_::: alive on IJ. - ‘,* é /
% Death occuzred ot _/ o® P m on the date stated above, and 10 the ben of my knowledge, from the causes stated.

é 225. SIGNATURE (DW W& 22b. ADDRESS 3 M [22e ome SIGNED
Ig . - " {,__J {I E:ﬁ 242 Vg /
] Z3a. BURIAL, CREMATION, | 23b, DATE 23c. NAME OF CEMETERY OR CREMATORY = ) 23d. LOCATION (cm‘. town, or county} {State)

REMQVAL (Specify) .
Buria 4-7-61 Calvary Kansas City Mo.
24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD BY LOCAL REG. | 26. GlSTRARS SIGNATURE
Mellody-McGilley-Eylar 1800 E. Linwool %8 -/ Lo
# (L d Embalmer's Sta 11 on Reversa Side) J—
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STATEMENT BY LI?ENSED EMBALMER

|

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

or by

|

i Student Embalmer No.

working under my personal supervision.

Student

: |

Signed

Signature of Student Embalmer

Note: The above MUST BE SIGNED BY

Licensed Embalmer No.sf/gé
P. Q. Address 7/6 ? m&

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 handwriling.
If this body is not embaimed fact should be so stated above. -






