AISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH.

'ARTMENT OF PUBLIC MEALTH AND WELFARE

STATE FILE NUMI R

b
Registration District No, - oo __ ——f——_Primary Registration District No. ____ /_ _____ .z-legufrar s No., _____
AMENDED .
- 334 050 -
. E!’Ol-u‘hl'ﬁ U 'lgb" 2. USUAL RESIDENCE (Whem deceased lived. 1f institution: Residence before

8. COUNTY a. STAT b. COUNTY dmission}

8 JACKSON NIS SO[IRI JACKSON aamission,

% b. CITY (If outside corparate limits, give TOWNSHIP only) Length of stay in 1b c. CITY Inside Limits
(I TOWN 34 YEARS TOWN Y Ne O
I KANSAS CITY KANSAS CITY il

< c. FULL NAME OF {If NOT in hospital, give location} Inside Limits d. STREET {If cutside, give locstion) Reside on Farm

E Rt e - n
s |5 BAPTIST MEMORIAL HQSP.|'™*x™ 1010 EAST 43rd Streeb™2 ™§

3. NAME OF DECEASED First Middle Lasy 4, DATE Month Day Year
(Type or print} R QF
ANNAI 1.5 & BELLE BOLANDER ceath  JULY lst 1961
5. SEX 6. COLOR OR RACE 7. Married [0 Never Married [0 |8. DATE OF BIRTH | % AGE (last birthday) :UNhDER ‘D"'EAR IF UNDER 24 HR
i " Divorced [J onths ays Hours Min.
FEMALE CAUCASIAN MAKRIED 5-15-92 | 69
10a. USUAL OCCUPATION (Give kind of work done wj ﬂfgm‘r 11, BIRTHPLACE (City and slate or country) | 12, CITIZEN OF WHAT COUNTRY
mggm?fﬂng life, sven if rerlredt &
S§ DOMESTIC PARSONS KANSAS
13a. FATHER'S NAME 13b. MOTHER™S MAIDEN NAME 14. NAME OF HUSBAND O
OSCAR SRACK MTRTAM ROBBINS RAY,G,BOLANDER
15, WAS DECEASED EVER IN U.5. ARMED FORCES? 17. YINFOétMBNOL D Address K C MO
(Yes, or unknown] ] {If yes, give war or dates of sarvice) AN E:R
(0] - - *'1010 EAST 4lst STREE]
| 18. CAUSE OF DEATH (Enter only one tause per line for (a), (b}, and (c). INTERVAL BETWEEN
E PART |. DEATH WAS CAUSED B OﬁsET ND DEATH

e = IMMEDIATE CAUSE (8) % ri l&lb M

o = P p 4

g g s W&@wm W

g a1 Conditions, if sny, DUE TO {b) _*~ ,

= which gave rise to . L =

2 above cause [al,

= stating the under.

lying cause last, DUE TO (c)
=z PART I1. OTHER SIGNIFICANT CONDIT!ONS CONTRIBUTING TO DEATH but not related to the terminal PART HI. If deceased was female was
g disease condition glvan in PART 1 {a) there o pregnancy in last 90 days.
S l|:| Yes | O Ne | O Unknown
E 19. WAS AUTOPSY 20a. ACCIDENT  SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
= PERFORMED? [m] m] o
‘ U YES (O NOQO
: S| %< TIME OF  FHoul | Month, Day, Year |
a iNJURY a.m.
Y p.m.
20d. INJURY OCCURRED 20¢, PLACE OF INJURY (6., in or sbout home, | 208. CITY, TOWN, OR LOCATION COUNTY T STATE
= - WHILE AT WORK [J farm, factory, street, office bldg., efc.)
o “NOT WHILE AT WORK [J . .
fa} I +
h .

é E 21. | attended the deceased from / ! \5—3 to. nd fast saw h‘iu“" Q

a (5 Death occurfed at m the dp¥ siated above, and 10 the best of my kno the causes stated.

— -

8 ol L | 22, SIGHATYRE D or nitl s 2%b. ADDRESS : ATE IGNED

& = o R

3 23 BURAT, CREMATION, [ 23b. DATE _~"© © 23c. Name OF CEMETERY OF nty) :s-u

o’ 9 Ijﬁ}& L {Specify) .

z e :I Ai JULY 3,°'61 FLORAL HILLS CEMETERY| KAN

= <« Q024 FUNERAL DIRECTOR AB R 25. DATE RECD. BY LOCAL REG. | 24 ISTRAR'S SIGNATY,

JNEN- R CRWESL R 7 9. 6r

= ol D.W.NEWCOMER'S SON CI —J-

M mcemed Embalmer’s Statement on Reverse Side)
B .




STATEMENT BY LICENSED EMBALMER

i
! 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, _7//
Student Sigﬁed e ¢ %_ 62-*"

Signature of Student Embalmer
! Licensed Embalmer No 5 ,5 /5
-

P. Q. Address

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING, (Fallure 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.






