AISSOURI DIVISION OF HEALTH - STANDARD CERTIFICATE OF DEATH

ARTMENT OF PUBLIC HEALTH AND WELFARS

AMENDED

i

b

3J-j..6_

Registration District No., . ____J__ _.,Z___.Prlmury Registration District No. .[_Q_Q-z—r.-__kagi:rnr'l Ne. = ___ . 7.

v

EIEDAUG

IDATE AMENDED

INSTEAD OF

SHQULD READ

DOCUMENT

ITEM NO.

BY AFFIDAVIT OF

o [e T |
1. PLACE OF DEATH VvV
a. COUNTY

Jackson

8. STATE MiS

2. USUAL RESIDENCE (Whers deceased |ived,

souri®®NV  Jackson

If institution: Residence before

admission)

b. CC')‘II;Y (if outside corporate limits, give TOWNSHIP only)
owN - Kangas City

Length of stay in ib

53 YEARS

c. CITY
OR
TOWN

Kansas City

Ingide Limits

YeOfl No O

e, FULL NAME OF {If NOT in hospital, give location)
HOSPITAL OR

instiution: Trinity Lutheran Hosp

Inside Limits

Yes /] Ne (]

d. STREET
ADDRESS

Hgde Pa¥ R ot
36th

Broadway

Reside on Farm

Yes [ Nom

3. NAME OF DECEASED Middle

{Type or print)

First

ADA .

HOOVER

Last

4. DATE Manth Day

OF
pEATH  July 18

Year

1961

6. COLOR OR RACE 7. Married {J
Female White Widowed (]

5. SEX

Never Married X
Divorced []

8. DATE OF BIRTH

@. AGE {last birthday) | IF UNDER 1 YEAR

IF UNDER 24 HR

5/18/1885

76 v Months | Days

Hours Min.

10a. USUAL OCCUPATION (Glve kind of work dane
ﬂ;rmg maost gf worklng life, even if retired)

TR0 PREIEERN™

11. BIRTHPLACE {C

Mansfield

ity and state ar country) | 12, CITIZEN OF W

,Missouri

U. S, A,

VHAT COUNTRY

13a. FATHER'S AME

David Hoover

15. WAS DECEASED EVER [N U.5. ARMED FORCES?
(‘reano ot unknown) ,{IE ves, give war or dates of service)

1 13b. MOTHER'S MAIDEN NAME
Mary Jenkins

14, NAME OF HUSBAND OR WIFE

17. INFORMANT

Sophia Thompson,5000 Oak étreet

Address

Mo,

18. CAUSE OF DEATH (Enter only one cause per line fur {a), (b), and {c}.
PART I. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (a)

Conditions, if any,

‘M‘M_Qm

DUE 70 (b) M /llﬂb—f Cﬁ

iNT
ON,

YN RS.
Inrerad ixo

ERVAL BETWEEN
SET AND DEATH

which gave rise 1o
above cause (2),
stating the under-
fying cause last.

W A on

Ernmn

. 3

DUE TO (¢} C& O"L
A W |

L

PART L.
disesse condition given in PART 1 {a)

OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related 1o the terminal

PART 110 If
there a pregnan

deceased was

female was
cy in last 90 days.

IDYM] ON

o } ] Uaknown

PERFORMED?

19, WAS AUTOPSY | 20a. ACCIDENT SUICIDE  HOMICIDE
o a u]
YES [] NO

20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of

niury in PART | or PART 11 of item 18,)

Hour Month, Day, Year
am.

P,

20c. TIME OF
INJURY

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

tarm, factory, street, office bldg., etc.)

20e. PLACE OF INJURY (e.q., in or about home,

20f. CITY,; TOWN, OR LOCATION

COUNTY

STATE

| artended the deceased from l q “.‘P
1:20 P,

21,

al.

Death occurred

L y”
[‘3 - Z—l d fast her
t L and fast saw h_nlrve -]

—m 'n.nl the dste stated above, and to the best of my knowledge, from the causes stated.
e

22a. SIGNATURE {Degree or title}

22b. ADDRESS

22¢c. DATE SIGNED

(9 Jté,

bert M. MyersSuemcal cerniricarion

10N, | 238, DATE

3s- BITIAY. TREMATIO
urtal 7/20/1961

—

M pf- . i
o

23N\JAME OF CEMETERY QRL

Q66
F

23d¥ LOCATION {City, Town, or county)
Missouri

Mansfield ,

(Stdle) T

24 FUNERALDIRECIOR ) 331 Ryyugh tPeek Blvd,
D.W.Newcomer'sSons ,Kansas City Mo

25. DATE RECD. BY LOCAL REG.

7 LI ul(

2. REZTRAR'S SIGNATURE

{Licensed Embalmer’'s Statement on Re'vem: Side)

e




AT e Xy
. 3
Moaaga T

.

ey

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. Co '
‘
‘ 7z A ) s i /
e ,//'_I,A,/L_;- s Gy PO l. 1
-’
Licensed Embalmer No:—jJ

o - .
P. 0. AddesetZloro s Lo el

-

Student

(D

Signature of Student Embalmer

Nofe: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. ({Fzilure to comply
with the above constitutes grounds for revocation of license). ‘

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

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






