SSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH
Brimary Registration District No. /__o_.g“---..__ﬂegn?rar s N°t"“‘653?

TMENT OF PUBLIC HEALTH AND WELFARE

V274

-61-04

STATE FILE NUMBER

(Licensed Embaimer’s Statement on Reverse Side)

Regisjration District No.
AMENDED —3—1;;&9%4—1—,%
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decessed lived. If institution: Residence before
. NTY . ST, . + b COU i
a *. cou Jackson > S"¥{gsouri NV Jackson  *mmen
% b. Ccl)?RY (If outside corporste limirs, give TOWNSHIP only} Length of stay in 1b <, CCI)LY Inside Limits
S 1oWn - Kangas City 21 years owv Kansas City Yedf1 No O
< <. FULL NAME OF {Iif NOT in hospital, give location} Inside Limits d. STREET (If cutside, give location) Reside on Farm
.u_" HOSPITA) RT ADDRESZ
= nstmution Trinity Lutheran Hosp Jva® neD 132 Oak Street Yes O No Bt
[}
3. NAME OF DECEASED First Middle Last 4, DATE Month Day Year
{Type or print) .J OF
GEORGE . McFARLAND bEa™ December 26 1961
5. SEX 8. COLOR OR RACE 7. Morried P Never Married [} [8. DATE QF BIRTH | 9. AGE {last birthday) |IF UNhDER IDYEAR ::UNDER 24 R
Male White Widowed O Diverced [ /1 7/09 52 Months ays ours Min,
10s. USUAL OCCUPATION (Give kind of wark dome | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state or country) | 12. CITIZEN OF WHAT COUNTRY
urigg mest of working life, even if retired) .
Bakter Manor Bakeries !Texhoma, Oklahoma !,U,.,$, A
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 4. NAME OF H;}SVAﬂq{qﬁ ,MFE
Herman McFarland| Gertie Bradley LUCllle McFarland
15, WAS DECEASED EVER LN LS. ARMED FORCES? 17.  INFORMANT gfl
) . sas Cit Mo
{Yes, ﬁ,oor unknown)l(lf yel,:l:!-\:v::r dates of service) LUCI].le MCFarl and 4 52 Oak St¥‘eet -
= 18. CAUSE OF DEATH (Enter only one cause per line for (a), {b), and (c}. INTERVAL BETWEEN
5 PART 1. DEATH WAS CAUSED 8Y: QONSET AND DEATH
e g IMMEDIATE CAUSE (a) W MM,&A( JCL__.A"‘“‘
a 3
S o Conditions, if any, DUE TO (b) Crv-r-a.«., Ounfom /& A,-.., )
:5 ‘which gave rise to
z above cause (al, .
= stating the under- R /‘l A E ’ & é /
lying cause last. DUE TO (¢}
z PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal PART Ml If deceased was femele was
g disease condition given in PART | (a) there & pregnancy in last 90 days.
§ rD Yes l 1 Ne I 0 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? 0 n] o
o YES 3 NODOD
I | T20c. TIME OF  Hour  Month, Day, Year
S INJURY am.
o pam.
20d. INJURY QCCURRED 20e. PLACE OF INIURY {e.g.. in or about homs, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK farm, factory, strest, otfice bidg., efc.) )
— NOT WHILE AT WORK [
[a] © -
é o 21. 1 attended the d d from, 090, /?A /’ ‘/ fu_‘O&%JﬁLﬂnd last saw :;‘,‘nnlivc on.ML
o Death occurred at. 11 : 25 A s m on the date stated above, and to the best of my knewledge, from the causes stated.
—
= u Degres or 1 27b, ADDRESS 22c, DATE SIGNED
o o GNA {Deg ﬁ /G{ .
% S ﬁﬁf V. S L. iy ‘{;ﬂ/ [Hawi Sf Cl | 12-27-¢
2 23a. BUHTAL, CREMATION, | 73b. DATE 23c. NAME OF CEMETERY PR/CHEANIGRY 23d. LOCATION (City, town, or county) (State)
; a EMOVAL [Specify) - . . .
g b durial Dec.29,'6l | Floral Hills Cemeterly Kansas City Missouri
D 25. DATE RECD. BY LOCAL REG. |26. RAR'S SIGNATUR
3 <| = NBATORCOR] 331 Brugh*tFeek Blvd. O
= =] D.W.Newcomer' sSons,KansasCity Mo. | AL <247/ L
D




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 Emb:alrner No.

working under my personal supervision. : Z : /%
Student £

Signature of Student Embalmer

Signed
ticensed Embalmer No. 6‘ g fd

P. O. Address /{’ Cl /D/’

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).

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.






