AMENDED

ENT OF PUBLIC MEALTHM AND 'lLPA.l
l Registration District No

OURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH
yz-_}nmlw Registration District Na/_p___e;._—_----ﬂuglsfrar s No. ____

STATE FI

LE NUMBER

-61-017509
S

2. USUAL RESIDENCE (Where deceasad lived.

EA T

SHOUL

ITEM NO,

DOCUMENT

BY AFFIDAVIT OF

Albert Henry

Fannie Elliott

i PLACE OF DEA T4V If institution: Residence before
a. COUNTY Jackson s STATEMi ggouri b SOUNTY Jaekson admission)
b. C‘I)TRY {If cutside corporate limits, give TOWNSHIP only) Length of stay in 1b c. COIT\' Ingide Limits
. ® :
wwn  EKansas City 50 years own Kansas City Yag] No O
c. FULL NAME OF (If NOT in hospitsal, give location) Inside Limits d. STREET {If cutside, give location) Raside on Farm
HOSPITAL OR ADDRESS E
instiution’ 4030 East 69th Street Yes B No (] 4030 Lagt 69th St. Yes O NoXl
3. P_:AME OF PECEA!ED First Middle Lost 4. DOAJE Month Day Year
(Type ar print) HARRY ALBERT HENRY peath  May 15, 1961
5. SEX 6. COLOR OR RACE 7. Married [ Never Married [] 8. DATE OF BIRTH | 9 AGE (last birthday} | IF UNhDER 'DVEA“ ':UNDE“ 24 HR
. Widowed [ Di ed O Menths sYs ours Min.
Male white o v 5—-18-1901 | 59 years
10s. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE {City and state or country) | 12. CITIZEN OF WHAT COUNTRY
during most of working life, aven if retired) R + s
Security Westinghouse Elec, St, Joseph, Misasourj USA
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF RUSBAND OR WIFE

Harriette Henry

15. WAS DECEASED EVER IN LL.5. ARMED FORCES?
{Yes, no, or unknown)f {If ves, give war or dates of service)

e eiran

FEAT IR AT Rl

7.

INFORMANT

Mrs. Harriette Henry, 4030 E, 69th St.

Address

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

INTERVAL BETWEEN

ial

js Cemetery

24. FUNERAL DIRECTOR

ADDRESS

Maehlebach Funeral Home, 6800 Troost dvel.

Floral Hill

517t/

25. DATE RECD. BY LOCAL REG.

PART 1. DEATH WAS CAUSED BY: — ONSET AND DEATH
IMMEDIATE CAUSE (a) ﬂ Weoeca ROIA IyvEaReTI0M Few fliaers
L™ 4
Conditions, If any, DUE TO {b} Geﬁ’&'n;\ LISED A_RTER' efer g ROSIS 3 Ly,
which gave riss 1o
above causa (a),
stating the under-
lying cayse last. DUE TO (c)
4 PART 1I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related fo the terminal PART Ill. If deceased was female was
g disease condition given in PART I (3) there a pregnancy in last 90 days.
§ '[] Yes I O Ne l [0 Unknown
’ E 19. WAS AUTOPSY 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART ) or PART |l of item 18.}
& PERFORMED? a (m| [m)
v YES[J NOO
I TIMEOF  FHouF Month, Day, Year |
S INIURY a.m.
% p.m.
~| “20d. INJURY OCCURRED Z0s. PLACE OF INJURY (2.9., in or sbouf home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK % farm, factory, street, offica bidg., ete.)
© NOT WHILE AT WORK (3
) -— L) *
g 21. | attended the deceased from_A PR 195 %® T ) ”4 r & { and last saw :::.:1 slive on. ‘s ﬁAr‘ ‘I
. Death occurred at l 1: 12 A m on the date stated above, and to the best of my knowledge, from the causes stated.
= 22». SIGNATURE (Degree or titlo) 22b. ADDRESS 22c, DATE SIGNED
o _ MP , $801 Mimogoleo K. CI4 Mo |1et1ay bt
£ 732, BURIAL, CREMATION, | 23b. DATE - Z3¢. NAME OF CEMETERY OR CREMATORY 73d. LOCATION {City, town, or county) rare)
E REN!OVAL {Specify) R ‘
‘ y 17, 1961

{Licensed fmbaln'aer‘s Statement on Reverse Side)




STATEMENT BY LICENSED EMBALMER |

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

or by Student Embalmer No.
|

working under my personal supervision. C (M \
Student . Signed (\ &ALA) %\ l

Signature of Student Embalmer
Licensed Embalmer Nq_g 3 E‘E |
P. Q. Addressﬁ E '#' k M) ___l
|

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. ({Failure to e:om;:I
with the above constitutes grounds for revocation of license).

If embalmed by a STUDENT, he also shall sign in his OWN handwriting. o

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






