SOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

MENT OF PUBLIC HEALTH AND WELFARK 04

-61-040181

1000 1189

- B N pre . ion District N o N STATE FILE NUMBER
istrict No. rimary Registration Distri 0. egistrar’s No.
AMENDED 1O
éw Mnan l 1971 , -
1. PLACE OF DEATH b 2, USUAL RESIDENCE (Where deceased lived. |f instifution: Residence before
Q * 0N Bughanan * At ggouri® O™ Jackson e
% b. CCIJEY {If outside corparate limits, give TOWNSHIP only) Length of stay in 1b ot Cé'l:l\’ Inside Limits
w
= 1owN 54 Jogeph 7 years OWN ¥angas Ciby Yenfl No O
< c. FULL NAME OF (1f NOT in hospltal, give location) Inside Limits d. STREET (1f cutside, give location) Reside on Farm
E HOSPITAL OR ADDRESS
< INSTTUTION St et e Hospltal #2 Yesfg Mol 4108 Oak Streer Yer O No B
3. NAME OF _DECEASED - First Middle Last 4, DATE Month
(Type of print FRANCES ISABELL  HANNAN veary November 18 1961
5. SEX &6.- COLOR OR RACE 7. Married 1 Never Married 8 %us gr BIRTH_| 9- AGE (la3t birthdey) | IF UNDER | YEAR IF UNDER 24 HR
Femal e Vmit e - . Widowed [ Divorced ]E\e .0, 19L1 Months | Days Hours Min.
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
duging megt of warking |if retired) ]
"FRATEATY o‘rk’ef' E1lis,Xansas U,S,4A,
i3a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME ) 14, NAME OF HUSBAND OR WIFE
Frank Ha.nnan Sarah Xuhn —_——
15. WAS DECEASED EVER IN U.5. ARMED FORCES? 18 €ACLAT CEFLIDITY M 17. INFORMANT Address
{Yes, no, ar unknown) | {If yes, give war or dates of service) !
- _Hospi records—- s )
= 18. CAUSE OF DEATH (Enter anly une cause per line for (a), {b), and {c). INTERVAL BETWEEN
E PART |. DEATH WAS CAUSED BY: . O%ET aNg#gTH
8 ;é) IMMEDIATE CAUSE {a) Pulmonary Edema
[
o
Q
& o Conditions, if any, DUE TO (b} Congest ive heart failure
= which gave rise to
Uz" above c}t‘:use d(a),] 1_', H ‘t i Ch re
= tating 1 r-
l‘y?n'gng cauuuunlazf. DUE TO (<) Pro:l-onged BedfaSt due o urn ng ° &
r4 PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not relsted to the terminal PART IIl. If deceased was femala was
g disease condition given in PART | (a) ' there » pregnency in last 90 days.
S Chronic Brain Syndrome associated with Huntington's D‘Jho#-aguo [ O Unknown
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? a O a
v YES[] NO[X
5 20c. TIME OF Houl Month, Day, Year I
a INJURY am.
2 . p.m,
20d. INJURY OCCURRED 20e. PLACE OF INJURY {e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
e WHILE AT WORK [ farm, factary, strest, office bldg., efc.)
{‘ NOT WHILE AT WORK (O
fa]
é .&' 21. | attended the deceassed from 11-17-1961 1o 11"18-1961 and |ast saw hn'n alive on. 11 17 1961
a * Death occurred at 5 : 05 A m on the dale stated above, and to the best of my knowledge, from the causes stated.
ad
5 w '\3 _
225, SIGNATURE (Degree or title) b, ADDRESS 22¢c, DATE SIGNED
o o > : &tate Hospital#2,5t,.Jeseph |13 -1 8-
N = I -D N
i 23a. BURIAL, CREMATION, | 23b. DATE 23c, NANE @F=CRMETERY, OR CREMATORY 23d, LOCATION (City, town, or county) (State}
) =] REMOYA! (Speclfy) .
g z | Crema 11—19-1961 D,V ,Newcomer's Sons Kansas City Missouri
= < | =i voneRat omecron ADDRESS 75, DATE RECD. BY LOCAL REG. | 26. REGISTRAR'S SIGNATURE
i
e =] D.W.Newcomer's Sons-Kansas City,Mo Vo /8 /96! |Psgeo, Clavk, M

(Licensed 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 Signed ,W )Wr W
/ &

Signature of Student Embalmer
Licensed Embalmer No #?/3

P.O. Addressw

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. ({(Failure to compl
with the above constitutes grounds for revocation of license).

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.






