AISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH _ v
/_g _-Primary Registration Disrrict No. ./_Q.a_)_-_-.n.___Regu’rlr s No. -_-_éﬂ

'ARTMENT OF PUBLIC HEALTH AND WELFARE
Requh’nhon District No. o _______

-
—

ATE

LE NUMBE

.

RECORD ARE AS FOLLOWS °

D

W.Newcomer's Sons,Mission,Kansas

1. PLACE OF DEATH ol 2. USUAL RESIDENCE (Whnro deceasad lived. (f institution: Residenca before
. . ST. . Y i:
8 a. COUNTY Jac kS on a. STATE Kansas b. COUN JOhnSO'ﬂ asdmission)
% b. C(I)'LY {If outside corporate limits, give TOWNSHIF only) Length of stay in b €. COI'LY Inside Limits
= om Kansas City 1 month 1owN  Mission YeX8 Mo D
< c. FULL NAME OF {If NOT in hospital, give location) Inside Limits d. STREET {If cutside, give locatian} Razide on Farm
w HOSPITAL c“af J ADDRESS
< wstiuo'rinity Lutheran Hosp, |Ye& %O | 5300 West 65th Terrace i '™J MX
3. NAME OF DECEASED First Middle Lasy 4, DATE Month Day Yuor
(Type or print) OF
KATHERINE LORENE THOMAS DEATH  August 13 1961
5. SEX 4. COLOR OR RACE 7. Married X]  Never Married (] [9. DATE OF BIRTH | 9 AGE (lat birthday) | 17 UNhDER IDVEAR IF UNDER 24 HR
Female White Widowed [ Divorced [0 [1 7. /]_9 /1_ 6 TAA Months | Days | Hours [ Min.
102, 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 moy of working life, evan if retired) . . A .
Homemaker Domestic Iberia, Missouri U. S. A,
. b ]
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE
James Slawson Laura Capehart James E. Thomas
15. WAS DECEASED EVER IN U,.S. ARMED I;ORCES: . 17. INFORMANT Address !.J 65‘ thTerraCe
{Yes, noﬁr unknown)l {If yes, give war or dates of service) J ames E Thomas x:) 300 M 158§ 10[‘1 KanSBS
n 18. CAUSE OF DEATH (Enter only one cause per line for (a), (b), and (c). INTERVAL BETWEEN
z PART |, DEATH WAS CAUSED B @ . ONSET AND DEATH
w
ol :2) IMMEDIATE CAUSE (a) _l_%)_-ég‘ﬁ( /\,—lm (.
o ]
8]
< a Conditions, if any,]  DUE T0 {b) Mﬁc \oa . Ui A AV
5 which gave rise to - -
z above cause (a),
= stating the under-
Iying cause last. DUE TO (e}
z PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but nct related to the terminal PART I, 1f deceased wes female was
g disease condition given in PART | (a) ; - there a pregnancy in last 90 days.
§ JMW‘\ - IDY“ IDNo ]DUnI:nuwn
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? 0 ; Qa m)
u YES [ NO[] K
| ¢ TIME OF  Wouf  Manth, Day, Yesr |
b= INJURY .M. '
g p.m.
20d. INJURY OCCURRED 0e. PLACE OF INJURY (e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK farm, factory, stres1, office bidg., etc.)
] NOT WHILE AT WORK (J B
2 Es ‘ L3 h LY ]
w o 21, | sttended tha deceased from ‘ q q") IDJ%__‘LAHd last saw i:llivu on_m_%é_;
o % Death occurred at ]-O : 45 P . m on the date Hated above, and to the best of my knowledge, from The cauies stated.
—
3 5 b5 | 2 sicnauRe Wegras or fitle) 275, ADODRESS 23c. DATE SIGNED
I
wy [ ") ’ M' » ls %é[
z o 3b. DAY . NAME OF CEMETERY OR CREMATORY . LOCATION (City, town, or county) (S1ate)
. b .
g | Aug 16,1961 Johnson Co.Memorial Gardens Johnson County Kansag
= < 24. FUNERAI. DIRECTOR 55 40 Johr.iADSDO Dr].ve 25. DATE RECD. BY LOCAL REG.
= > £-/5-6/

(Licensed Embalmer’s Statement on Reverse Side}

A

I |



STATEMENT BY LICENSED EMBALMER

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

Student Embalmer No.

or by
working under my personal supervision.

Student

Signature of Student Embalmer

Note: The above MUST BE SIGNED BY

Signed m //M
Licensed Embalmer No. /? %/
P. O. Address /Cy%

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 sha!l sign in his OWN handwriting.
If this body is not embalmed, fact should be so stated above.






