ISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

A\RTMENT OF PUBLIC HEALTH AMD WELFARHE
ﬁegmranon Dmr-cr No, __________-/
Ere

-61-032914

STATE FILE NUMBER

.Z.Z_.Primnry Registration District No. __,lf__g_;_ekegmm'. No. .L,./,L-&.z-,-.

AMENDED LA g
T att’ 2 U 1961
1. PLACE OF DEATH TR 2. USUAL RESIDENCE {Where deceased lived. If institution: Residence before
. COUNTY a. STATE ] . COUNTY admission)
8 : Sackson MisSouRr? Noclesany oo
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|’}
TOWN : TOWN K c N Y N
= Kansas ¢ - b5 yrats ansas  Cody “} MDD
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E HOSPITAL OR v N ADDRESS v N
>§ INSTITUTIONS"‘"L“keS “‘°SP esm’ o0 || 47536 SHMMITT es O ox
o 3. (?_:AME OF DE)CEASED First Middle Last 4, DOAJE Manth Day Year
ype ar print; '4
DEATH
BienT C. Hudseon AugusT A6 |94/
5. SEX 6. COLOR OR RACE 7. Married W  Never Married [] (8. DATE OF BIRTH | % AGE (last birhday} ':\UNHDER 'DYE R L’:UNDER 24 HR
Widowed Diverced [ + onths ays ours Min,
JVIAYY Howed eil 29 1079 _FY

10a. USUAL OCCUPATION {Give kind of work dane

10b. KIND OF BUSINESS OR INDUSTRY!

11. BIRTHPLACE (City and state’ or country)

12, CITIZEN OF WHAT COUNTRY

i dur{ng most of wor life, gven if rehred) ¥ N M S
= &Ixm Eng/neeR Kalood Veuads  NMD . 2.4
2 13a. FATHER’S NAME 130. MOTHER'S MAIDEN NAME ¥ 14, NAME OF HUSBAND OR WIFE
]
? Hudson AN well Eﬁﬁ-r& Hudsaorv
N 15. AS DECEA D EVER IN U.5. ARMED FORCES? 16. SOCIAL SECURITY NO. INFORMANT Address
-4 (Yes, no or unknown) | (If yes, give war or dates of servite) N
o I oYe Ef-f"e. Mu.{-f aw ¥s 3¢ JUN/?/” !
¥ = 18. CAUSE OF DEATH (Enter only one cause per line for (a), (b), and (c). INTERVAL BETWEEN
.d: E PART |. DEATH WAS CAUSED BY: O?ET AND DEATH
D | = IMMEDIATE CAUSE (a) M W‘ '76‘ el !
) o] =
E g W&&,«Z}: AP A § horea
] fa) Conditions, if any, DUE TO (b) W
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uz', above cauvse {a), - . -
< stating the under- a,!é 1c Z: o g o W m l J
Iying  cause last. DUE TO () -
= PART 1, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal PART IIl. It deceased was female was
g diseasa condition given in PART | {a} . there a pregnancy in last 90 days.
S 7/:4% WWCL l[:l Yes l O Ne [ 0O Unknown
::L 19. WAS AUTOPSY 20a. ACCIDENTT  5U1C) HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in PART | or PART H of item 18.)
& PERFORMED? (m} 0O O
v YES 0 NOJKS ,
5| 200 TIME OF  Houf  Month, Day, Year |
a INJURY a.m.
- 1 p.m. .
20d. INJURY OCCURRED 20a._PLACE OF INJURY (e.g., in or abaut home, | 20f. CITY, TOWN, OR LOCATICN COUNTY STATE
WHILE AT WORK 3 farm, factory, sirees, office bldg., etc.)
NOT WHILE AT WORK [
(]
: - ber o e geend™ -
5 21. | attended the deceased from_wi#m‘%z_ugnd last saw l"ner:| alive on. Z &é b {
P Fas’ he d d ab d 10 the best of my knowledge, from th d
a c Death occurred st . m on the date stated above, and to the best of my knowledge, from the causes stated.
8 B 3’; 2a. 5 NATUIE {Degree or title) 22b. ADDRESS_D € oven VONA SCAL MIUC'_ 22: D, IGNED
& sL: j ar ME SHAWNES Me3Ston) | AARWSAS
z =173, JaBRIAL, CREMATION *23b. DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. 1OCATION (Cl!y, town or county) ! (S1ate)
I} o EMOVAL [Specify) '
S £ : 29, 7660 M0 Moeiah CepneTeny | Kansas Obg  Missour
= < d ADDRESS 25. DATE RECD. BY JOCAL REG. | 28. REGISW
= a5 Muehle bach ~_bdoo TROOST” -2 b/
— (Licenfed Embalmer’s Statement on Reverse Side)




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.

Student

Signature of Student Embalmer

Licensed Embalmer No

P. ©O. Address

Note: 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). e
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.




