E|SSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

RTMENT OF PUBLIC MEALTH AND WELFARK

1F113 KOWWKL MAKE AD MULLW YYD

-7 TERMCNDTTTEINTS WIN

AMENDED

Registration District No, _._

M é.--__....-.annrv Registration District No. _é ol g----kegurrar *s No. ___J..._L__-..---

STATE Fil.E NUMBER

2. USUAL RESIDENCE [Whera deceased lived. If institution: Residence before
8 Ray. a. STATE mss ouri b. COUNTY Ray admission)
g b. CITY (If outside corporate limits, give TOWNSHIP only) Length of stay in 1b c. COITY Inside Limits
R
(V)
s TowN Fishi ng_ River Years Town Excelsior Springs v O No M
< . FULL NAME OF (if NOT in hospital, give location) Inside Limits d. STREET {If cutside, give location} Reside on Farm
E HOSPITAL O v ADDRESS
g INSTI'FUTIONé mile 8.E.of Ebtosprings es [0 Ne 6 Mle S.E.of Ex. Spgs . Yas K) Ne [
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Yeas
{Type or print) DE:‘I’H
Shirley Samuel Pollard . 25, 1961
5. SEX 6. COLOR OR RACE 7. Married £ Never Married [J [8. DATE OF BIRTH | 9- AGE {last birfhday) | iF Uﬁhl’ER 1 YEAR _IF UNDER 24 HR
Widowed [] Divorced [ A Months | Days Howrs Min.
e White 3/19/1896 65
10a. 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
durmg mou of working life, aven if retired) .
13a. FATHER S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF AUSBAND CR WIFE
William Pollard Kitty Robinson Grace Stanberry.
15. WAS DECEASED EVER (N U.S. ARMED FORCES? 16. SCCIAL SECURITY NO. 17. INFORMANY Address
{ o, or unknown) | (If yes, give war or dates of service)
T 1193181269 Grace Pollard, R.R.#2, Exe Spgs.
f— 18. CAUSE OF DEATH {(Enter anly one cause per line for (a), (b}, and {c}. INTERVAL BETWEEN
E PART | DEATH WAS CAUSED BY: ONSET AND DEATH
r
w z IMMEDIATE CAUSE {2)
(8] =}
[
S o Conditioris, if any, DUE TO (b)
e which gave rise 1o
2 above couse fa),
= stating the under.
lying cause {ast. DUE TO {¢)
z PART 1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the tarminal PART LI, If deceased was female was
g disesse condition given in PART | (a) thare a pregnency in last 90 days.
< fOvYes | ONe I O Unknown
E 19. WAS AUTOPSY 20a. ACCIDENT  SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY QCCURRED. (Enter natyre of injury in PART | or PART Il of item 18.)
[ PERFORMED? O O
(¥ YES [} NOO
-l .
&1 20 TIME OF  Houw Month, Day, Year
o 1NJURY a.m,
g p.m.
20d. INJURY OCCURRED 200. PLACE OF INJURY [e.g., in or sbout home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK 3 farm, factory, street, office bldg., ete)
NOT WHILE AT WORK (J
(o]
< her .
g 21. | attended the deceased from to. and last saw o alive on
o) Death occurred at m on the date stated above, and to the best of my knowledge, from the causes stated.
= A
3 e SIGNATURE {Degres or fifie] 226 ADDRESS 72c. DATE SIGNED
I
» S : Z25-¢f
Y 23a. BURIAL, CR ION, 23c. NAME OF CEMETERY OR CRE RY 23d. ATION (City, town, or county} T (Srate)
O' e REMOVAL (Specify) 4 .
z T 3 ire Ride Ru
= Y 247 L\BIR L 1 25. DATE RECD. BY LOCAL REG. | 26. REGISTRAR’S SIGNATUR
wi 5> . . . . 9 é
= =] Excelsioc Springs, Missouri ~28-6/

{Licensed Embalmer’s Statement on Reverse Side)




fen

PR

STATEMENT BY LICENSED EMBALMER

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

W Student Embalmer No.

working under my personal supervision. j ii . %‘«
| Student, Signdd_ ‘
: Signature of Student Embalmer ) V
L'Ecensed Embalmer No.#-ﬁ-”g7
L ]
LY

-

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