SSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

TMENT Of PUBLIC HEALTH AND WEL FARE é 3 026
Registration District No. ._____ __Q_ ————Primary Registration District No ML _% T WF __ Ragistrar’s No. .i.-&:.---___.

SHOULD READ

DATE AMENDED

INSTEAD OF

DOCUMENT

ITEM NO,

BY AFFIDAVIT OF

-61=01'7934

A

STATE FiLE NUMBER -

I ITINT o IAre
1. PLACE OF DEATH =~ 9 9T 2. USUAL RESIDENCE (Where deceasad lived. If institution: Residence before
& COUNTY JACKSON a. STATE MISSOURI b. COUNTY JACKSON admission}
b. C(I)‘I"zY (If outside corporate limits, give TOWNSHIP only) Length of stay in 1b c. CITY Inside Limits
OR
TOWN INDEPENDENCE 70 yrs. Town INDEPENDENCE YedX No O
€. FULL NAME QF (1f NOT in hospitsl, give location} Inside Limits d. STREET (If cutside, give locetion} Reside on Farm
HOSPITAL OR ADDRESS
INSTITUTION INDEP, SAN, & HOSP, Yes KX No O 527 EAST FAIR Yer 0 No (RX
3. NAME OF DECEASED First Middle Last 4. DATE Manth Day Year
{Type or print) QF
CLARENCE W. MILLER DEATH  JUNE 2, 1961
5. SEX é. COLOR OR RACE 7. Married [ Never Married [J |8, DATE OF 8IRTH | 9- AGE (fast birthday) | IF UNDER § YEAR | IF UNDER 24 HR
Wi : Maonths Days Hours Min.
MALE WHITE idowed (1 Divorced [J 6_ 16-1887 7 3
10a. USUAL OCCUPATION {Give kind of work done | 10b, KIND OF BUSINESS OR INDUSTRYE 11. BIRTHPLACE (City and state or country) | 12. CITIZEN OF WHAT COUNTRY

RETIRED MACHINIST

during most of working life, even if retired)

13a. FATHER'S NAME

ALBERT G. MILLER

MACHINIST

JACKSON CO, M

[SSQURL

U,5.A,

13b. MO

THER'S MAIDEN NAME

IDA LEE PATTERSON

14, NAME OF H

BESSIE MAE MILLER

USBAND OR WIFE

15, WAS DECRASED E 1k U.S. ARMED FGRC
(Yes_no, or ng 1 Ey&a ive ;rL%;sTQs ce)
e

&

es fnduc Discharge

16, SOCIAL SECURITY NO.

17. INFORMANT

Address

Bessie Mae Miller,527 East Fair, Indep.Mo.

MEDICAL CERTIFICATION

19. WAS AUTOPSY

18. CAUSE OF DEATH {Enter only one cause per line for (a), (b}, and (&),

PART |. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (a)

Conditions, if any,
which gave rise to
above cauvse (a),
stating the under-

iying cause last. DUE TO {c)

.

INTERVAL BETWEEN
ONSET AND DEATH

o S

DUEIO(b}wW—f a..(//p-

PART IkL

20aFACCIDENT S
PERFORMED? m] O
YESO NOOD

OTHER SIGMNIFICANT CONDITIONS CONTRIBUTIN]

n disease condition given in PART | (a}

1O DEATH but not related ta the lermine JART LIL 1f

was
cy” in last 90 days.

female  was

[]Nol

O uUnknown

¥ ]
20b. DESCRIBE HOWHNNJURY OCCURRED. (Enter nature of

njury in PART | or PART i of item 18.)

20¢. TIME OF
INJURY

Hour #onth, Day, Year
a.m.

p.m.

20d. INJURY OCCURRED
WHILE AT WORK [
NOT WHILE AT WORK [J

20e. PLACE OF INJURY {e.g., in or about homae,
farm, factary, street, office bidg., etc.)

20f. CITY, TOWN, OR LOCATION

COUNTY

STATE

21. | attended the deceased from

19 L1

Death occurred at

YA

nd last sdw | alive OMLL_

. ‘ e 2 IS omr
!’ an the date stated above, and to the best of my knewledge, from the causes stated.

or title}

L Boi o

m D

22b. ADDRESS

(2902 .- T A pran

23a. BURIAL, CR‘SE’MAI;IVON. 23b. DATE
REMOVAL acify)
BURIAL 6-5-1961

23c. NAME OF CEAETERY OR CR

BLUE SPRINGS CEMETERY

EMATORY

23d. LOCATION (City, towh, or county}d

22c. DATE SIGNED
ooa.tamL b-$=¢¢

(State)

BLUE SPRINGS, MISSOURI

24, FUNERAL DIRECTOR

ADDRESS

-

GEO,C.CARSON & SONS, INDEPENDENCE, MO.

{Licensed Embalmer's Statemen?! on Reverse Side)

25. ,DATE RECD. BY LOCAL REG. 24, GISTRAR'S SIGNATURE
- 54/ L O
5 - ' AM
]




STATEMENT BY LICENSED EMBALMER

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

/___,

or by ; : Student Embalmer No.

working under my personal supervision. /M/f——-
Student Signed {"V ﬁ\-/—-—

Signatyre of Student Embalmer
Licensed Embalmer No. : 6 J%

P. O. Address vﬁ/}é Ay,

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.

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

4}






