'SOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

'MENT OF PUBLIC HEALTH AND WELFARE

Registration District No. T

____Pl'lma:y Registration District No. _

60

-61-040928

Registrar's No. ____mﬂ

STATE FILE NUMBER

AMENDED

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decessed lived.Jlf ini:mliom Retidence before

o 3. COUNTY y a. STATE ~ .~y * b COUNTY AaCKS8ON  admission)

§ b. COH;I (¥ ouui:!{?o(r:polf;i‘l)iﬂh, g-iva TOWNSHIP only) tength of stay in 1b [ CCI)LYMA“OKZ Inside Limits

S own  Kansaa City 60 years TOWN g cno (B FY Yes (X No [

< ¢. FULL NAME OF (If NOT in hospital, give location} Inside Limits d. STREET {If outside, give location) Reside on Farm

E HOSPITAL OR ADDRESS

3 INSTIUTION (17 / /06 18 pbm e A L YesK No[) .5‘0 23 89-("‘(“0@{. 405‘___ Yes {1 No OIX
3. MAME OF DECEASED First Middle Last 4. DATE Month Day Year

. (Tvpe or priny A ason) AMBROSE ¥y tenll Y Moysis :
5. SEX 6. COLOR OR RACE 7. Marriad [y' Never Marrled [J. [8. DATE OF BiRTH | - AGE (last birthday) | [F UNDER 1 YEAR | IF UNDER 24 HR

MA-L & w”.( ré_ Widowed [] - Divoread [] 3/3 83 Months | Deys Hnuu—l Min.

b
[ 18. CAUSE OF DEATH (Enter only one causa per line for'(a), (b}, and (c). . "INTERVAL BETWEEN
} 5 PART 1. DEATH WAS CAUSED BY: - : ONSET AND DEATH
w g IMMEDIATE CAUSE (a) __Pm MW\.R =
R 3
< Q
o Conditions, if any, DUE 7O (b} {-P“L“" ""n"")
which gave rise to 7
above cause (a),
stating the under- |- a_m ‘f-.. AW‘ l. ;2;' e ..
lying cause last. . DUE TO (¢}
Zz PART 1I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but notf relaied to the terminal PARY ). I  deceased was female was
g diseats condition given in PART 1 (a) ©  there a pregnancy in last 90 days.
h Javes T one | O unknown
é 19. WAS AUTOPSY | 20a. ACCBENI SUI%DE HOMDICIDE 20b. DESCRIBE HOW INJURY GCCURRED, {Enter nature of injury in PART ) or PART tl of item 18.)
. 5 PERFORMED?
o YES Ni
Y gL NoD
& 20c.TIME OF  Hour  Month, Day, Year
P b INJURY &.m. N .
i g p-m. , ’
20d. INJURY OCCURRED 20a. PLACE OF INJURY (e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
I WHILE AT WORK [ farm, factory, street, office bidg., #tc.)
NOT WHILE AT WORK [J
E D 1 21. 1 attended the decensed #ro . ?oM.Z 7¢ nd last saw E::. alive on Z‘W /7,‘: /‘?é/
a Death occurred et .A,/- B s m on the date stated sbove, and to the best of my knowledge, from the causes stated.
'
3 S5 | 7 sionaapRe (Desregror title} 23b. ADDRE M 22c. GATE SIGNED
‘ oD P 3
5 e W/ %4 ,422;,‘ G UL 2.5 sy 1o, |y fo [
; z En_ BU gEMA]':YC,)N 230, DATE / 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or caunty) 7 (State)
o Q E o) A'L (ipec- R 1
z o k| Nov.22,1961 | Forest Hi Kansas Ci issouri
= o L‘%’“ FUNERAL DIRECTOR 1331 BI‘USﬁDWQEk Bl Vd 25. DATE RECD. BY LOUAL REG. |26, REGISTRAR'S S'IGN'A‘I'URE
w > %? z
= =] D,W.Newcomer'sSons ,Kansas QJ,tg,MQ.___Zua/ Y4 ‘&;—

10a. USUAL OCCUPATION (Give kind of work done

10b. KiND OF BUSINESS OR INDUSTRY

dTgFR' of werking life, even if reti:ﬁ)ag istrate Court

11. BIRTHPLACE (City and state or country)

Peoria, Illinois

12, CITIZEN OF WHAT COUNTRY

UC fS- A.

13a. FATHER'S NAME
Norman B, Benjamin

]

13b. MOTHER'S MAIDEN NAME
Lavenia Williams

15, WAS DECEASED EVER IN U.5. ARMED FORCES?
{Yes, or unknown) | (If yes, give war or dates of servics}
NS |

TL

CArIAL CEFIIDITY Rify

17.

INFORMANT

Sue M. Benjamin,5033 Baltimoré ,K.C.

14. NAME OF HUSBAND OR WIFE

NUE. M.

33 ]

Address

A Ermbal

on Reverse Slde)




STATEMENT BY LICENSED EMBALMER
l

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

or by 1 Student Embalmer No.___ |

working under my personal supervision.

:
! 1
Student | Signed MJ M

Signature of Student Embalmer |
\

Licensed Embalmer No.
P. O. Addres

Nofe: 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 shou!d be so stated above. o .

- - . -

- ] - - -






