ISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

AMENDED

,rs?egmrmon- mn:ﬂﬂ:ﬁ _?,_511g9¢______fnmary Registration District No. /_.D..Q.é—:—.—.—.-_n-gmm s No. ______gglu

—81-029292

STATE FILE

NUMBER

‘T PLACE OF DEATH 2. USUAL RESIDENCE (Wheru decessed lived. !f institution: Residence before
a. COUNTY a. STATE . . b, COUNTY admission)
a j%kson . Mlgf,ou\rl J_OLK":OH
% b. chY {If outside corporate limits, give TOWNSHIP only) Wy in 1b ¢ CHTY Inside Limits
1w OR
TOWN K . TOWN K - Y N
3 own Kansas (Lity Hdays ansas (ity @B NoD
c. FULL NAME OF {If NOT In hospital, [give location}) Inside Limits d. STREET -~ {If cutsille, give location) Reside on Farm
3 SR : Y s b Y
.. - . . i T
S Childvens Me.rcu‘ H'os!:n'hd o N 1214 £ 507 Terrace. “0 N
3. (I]H'AME OF DECEASED First Middle Last 4, DOAF'I'E Month Day Year
ype or print} —
TH
Jesse. Shane. Guyey DEA Jul 2 ;194 /
5, SEX 5, COLOR OR RACE 7. Marrfed [ Never Married (B |8. DATE OF BIRTH | - AGE {last birthday) | IF UNhDER 1 YEAR IF UNDER 24 HR
- Widowed Divorced Months Days Hours Min.
Male White owed @ Overced O | Yigy 17,16 oy oo
10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11, BIRTHPLACE (City and state of country) | 12, CITIZEN QF WHAT COUNTRY
during most of working life, even if retired) N .
Child Kansas Qity  MA. Ush
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14 NAME OF HUSBAND OR WIFE
Ruscell WQan Guuc,r Miller, ch\ﬂcia,
15. WAS DECEASED EVER IN U.5. ARMED FORCES? 16. SOCIAL SECURITY NO. 17. INFORMANT Address .
{Yes, ne, or un‘known) {If yes, give war or dates of sarvice) - S 7 £
— Patricia Guyer a4 £.50% Terrace.
| 18, CAUSE OF DEATH (Enter only one :auu pcr line for (a}, (b), and (c). INTERVAL BETWEEN
E ART |. DEATH WAS CAUSED ONSET AND DEATH
o z IMMEDIATE CAUSE (a) _&n%‘dxyo—l M A' pu.o.a.a. i
Q o
L‘E o Conditions, if any, DUE TO {b} ' S ol
; which gave rise 1o N
2 above cause {a), W‘
E - stating the under-
fying cause last. DUE TO (¢}
% = PART 1l. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not_rgleted to the termjinal PART il If decessed was female was
Q disease condition given in PART | (s} M r M there & pregrancy in last 90 days.
] z .
> 3 ourtu, M |l:l Yes 0 N [ [J Unknown
g E 9. WAS AUTOPSY 20a. ACCIDENT  SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART I} of item 18.)
5 fre PERFORMED? g a =)
> v YES Y NO <
3 & | 2c. TME OF  Houf “Month, Day, Year,
£ a INJURY am. Y
L -t -1 ; . p.m. e
20d. INJURY QCCURRED 20e. PLACE OF INJURY {e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK [J farm, factory, streat, office bidg., etc.)
HOT WHILE AT WORK [
a
,_. O
‘2-’ @ | 21. ! attended the d d from 7.a5 - @ / to 729 L/ and laxt uwmlirw on-—2+ A i '
0 . 3 Death occurred at. 7 'ﬁ /n - m on the dete stated above, and to the best of my knowledge, from the ceuses stated.
= o
2 -
g 6 = , GNATURE {D: ; ee or title) 22h. ADDRESS <?m IM“PGﬁden“ Arenue 22c. DATE SIGNED
v § iovfjl %%%?62 %\-— ‘;25%- /\/nnsn, adtlf/ ry ”fssagr: f'/’é/
" =y 23a. BIEJ:\ngAEl:EMATfL?N 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (Cllv, town, or county) {State)
o) 9 » R peci 6 7
z T -/-47 REEN Lﬂwd anSeds , Ve
= = NERAL lel(? ADDRESS TE RECD. BY LOCAL REG. | 24 ISTRAR'S SIG TURE
Bl Hlovue KON F-/
E @ nevy L’ o ’(ﬂ [

{Licensed Embalmer’s Suumenr on Reverse Side)



KT

Yoy Pedr

e ™

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 i Student Embalmer No.

working under my personal supervision.

Student

Signature of Student Embalmer

Licensed Embalmer No %k )/7

‘ P. Q. Address ﬂye W—O s

iy

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Fajlure to comply

- \ -
with the above constitutes grounds for revocation of license).
L 1f embalmed by a STUDENT, he also. shall sngn in his OWN handwrmng . . .
) ™ If this body is not embalmed, fact should be so stated above. ' e v ax ad

- . -
B . . . .
- ' g, roL . L. -~ s A . B VY T T




