AMENDED

IMENT OF PUBLIC HEALTH AND WELFAR

ETLEREEE I‘FL

SOURI DIVISION OF HEALTH - STANDARD CERTIFICATE OF DEATH
?2_-_}.’1“\.!7 Registration District No. __[________‘I_-Regumr‘- No. _-b Q[.J__

—61-044603"

STATE FILE NUMBER

RITE AMENDED

INSTEAD OF

DOCUMENT

READ

- SH

ITEM NO.

BY AFFIDAVIT OF

1. PLACE OF DEATH 2. USUAL RESIDENCE {Where deceased lived. If institution: Residence before
a. COUNTY JACKSON a. STATE HISSOURP' COUNTY JACKSON admission)
b. Cc!"ll'!Y (1f cutside corporate limits, give TOWNSHIP only) Length of stay in 1b < CCIJTRY Ingide Limits
TOWN KANSAS CITY D,0.A. town RAYTOWN Yol X No O
<. ;UOLLPNAME OF (If NOT in hospital, give location) Inside Limits d:E)aDEREEES (1f cutside, give location) Reside on Farm
INsTITUTIoN. MENORAH HOSPITAL Yes BIXNo [J 5325 WOODSON ROAD Yo [1 No (KX
kR g:;EorO:”_I‘):]CEASED First Middle Last 4, DSFTE Month Day Yeoar
MARY EMILY CRAIN DEATH NOVEMBER 28,1961
5. SEX 6. COLOR OR RACE 7. Married []  Never Married [} {8. DATE OF BRTH | 9- AGE (last birthday) ]IF UNDER 1 YEAR | IF UNDER 24 HR
FEMALE WHITE Widowed KX Divarced [ 11-2- 1886 75 Monthy | Days Hours | Min.
10a. USUAL OCCUPATION {Give kind of wark done | 10b. KIND OF BUSINESS OR INDUSTRY! 11. BIRTHPLACE (City and state or country} | 12. CITIZEN OF WHAT COUNTRY
Hw&ﬁ?orkmg life, even if ratired) DOMESTIC BEAL, ARKANSAS U. S. A.

13a. FATHER'S NAME

ROBERT BRAZEAL

13b. MOTHER'S MAIDEN NAME
MARTHA WILLIAMS

14. NAME OF HUSBAND OR WIFE

REV.E.F.CRAIN - deceased-

15, WAS DECEASED EVER IN U.5. ARMED FORCES?
{Yes, no,ﬁbunlmown) |(If VBNSVG war or datas of service)

16. SOCIAL SECURITY NO.

NONE

17. INFORMANT
Juanita Day,5325 Woodson Road, Raytown,Mo

Address

MEDICAL CERTIFICATION

h o

WalLer ¥, Jacob

23a. BURIAL, CREMATION,

Rﬁiﬂ\v&(sm'ﬂ)

m@'
GEO,C.CARSON"& SONS, INDEPENDENCE, MO.

18. CAUSE OF DEATH (Emter only one cause per line f

, (b), and (c).

PART I. DEATH WAS CAUSED BY:
TMMEDIATE CAUSE (2) .

L.
Conditions, if any, DUE TO (
which gave rise to ¥
shove canse (a),
stating the ungler-
lying <auw ast, DUE TO (c)

"
NG TO DEATH but naj, related to the terminal PART I, If deceated was fomale

HER SIGNIFICANT C
i condition given ARJ 1 {

theare a pregnancy in last 90

il:l Yes l O Ne l frorknown

a. ACCIDENT  SUICIDE  HOMJLIDE
Qa g

20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of

njury in PART | or PART 1) of item 18.}

YES [] NO > -
20c. TIME OF " Hour Mmaonth, Day, Year
'INJURY a.m. .
p.m.

20d. INJURY QCCURRED
WHILE A¥ WORK [}
NOT W,H'ILE AT WORK [

20a. PLACE OF INJURY (e.g., in or about homae,
farm, faclory, straef,

office bidg., etc.}

2. CITY, TOWN, OR LOCATION

COUNTY

he coutes stated.

S E9 ST— Dt

/3(!: ATE

2«1-61

[¥3c NAME OF CEMETERY OR CREMRIORY

MOUNT HOPE CEMETERY

23d. LOCATION (City, town, of county}

(Stl

KANSAS CITY, K.NHSAS

ADDRESS

[ -30~

25, DA'IE RECD. BY LZAL REG.

{Licensed Embalmer's Statement on Reverse Side)

Z. nma's snimrung Q




1
13

- - Avww
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STATEMENT BY LICENSED EMBALMER

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

or by _ : Student Embalmer No.

working under my personal supervision. g

| Wi Ll
Student Signed A Q/
1

Signature of Student Embalmer d' U 0

1 Licensed Embalmer No.ﬂg ;4/

P.O. Addrestzl#m&c%

Nofe: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply
with the above constitutes grounds for revocstion of license).

{f embalmed by a STUDENT, he also shall sign in his OWN handwriting.

if this body is not embalmed, fact should be so stated above. .

.S . .




