S5SOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

TMENT OF PUBLIC MEAL TH AND WELFARE

Registration District No
AMENDED

STATE FILE NUMBER

Y OfC BB [T
1. PLACE OF DEATH~ =~ 1~ VT 2. USUAL RESIDENCE (Whare deceased lived. If institution: Residence before
a , a, GOUNTY JACKSON s. sTate MISSQURT » county DAVIESS admission)
o -
% ., - b. CéIRY {If outside corporate limits, give TOWNSHIP only) Length of stay in 1b . CéTaY Inside Limits
o]
2 ow . KANSAS CITY 42 days oWy JAMES PCRT Ya R NoD
< c. FULL NAME OF {If NOT in hospital, give location) Inside Limits d. STREET (If cutside, give location) Reside on Farm
E HOSPITAL OR ADDRESS NE
< INSTITUTION - VA HOSPITAL vas [X No [J NO Yes [0 Ne O
(=]
. 3. (I_QI_IAME OF DE]CEASED First Middle Last 4. DS;I'E Month Day Yeear
' ype or print
| BENNIE FRANKLIN WARE oeas DECEMBER 6, 1961
i , 5. SEX 6. COLOR OR RACE 7. MarriedXE) Nover Morried (J [B. DATE OF BIRTH | 9 AGE (last birthday) [ IF UNDER | YEAR IF UNDER 24 HR
| MALE WHITE Widowed [] Divorced [J 7-1L05 56 Months | Days | Hours [ Min,
n . 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
. during most of rking life, aven if retired)
| - ARMER Tocksprings, Missourdi U.S.4.
; 13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE
| o .
i - Benjamin Ware Sarah Rupe , Marie E. VWare
‘ 15.-MWAS DECEASED EVER IM U.S. ARMED FORCES? 16, SOCIAL SECURITY NO. | 17. INFORMANT Address
.. [Yes, no, or unknown)| (If yes, give war or dates of service)
g VA HOSPTTAL OFFICAL RECORDS, K. C. MO.
= | 18, CAUSE OF DEATH (Enter only une cause per line for [a}, {b), and [c}. . d INTERVAL BETWEEN
. M E PART |. ;DEATH WAS.CAUSED BY: QNSET AND DEATH
M E R : - .
w 1= : ... " mmepiare cause (s} METASTATIC CARCINOMA
O 8 vl ‘, - Ty L.
Q. o o ' .
ﬁ o Canditions, if any, DUE TO (b) LUNG CANGER
[ which gave rise to
2 above cause (a), ot . ioa . 1
= stating ths under. - ! !
lying cause last. DUE TO (c)
F4 - PARY ll. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the termmal PART HI. If  decessed was femnala was
g disease conditien given in PART | {o} thére a pragnancy in last 90 days.
5 I O Yes I O Ne l 0 Unknown
E 19. WAS AUTOPSY 20a. ACCIDENT  SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in PART | ar PART |1 of item 1B.)
i PERFORMED a a O
] YES[] .N )
- . L
& | T20c. TIME OF  Houl  Month, Day, Year )
a INJURY a.m. :
g p-m.
20d. \NJURY OCCURRED 20e. PLACE OF INJURY (e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK [J farm, factory, street, office bldg., e1c.)
NOT WHILE AT WORK [} )
=) - 0
LY
é aﬂ ZNA attended the deceased from 10"'25-61 10%&7AAJJJJJ¢ZJJJJ##MM__
a [e] Death occurred at. 7 10 p: m on the date mred abnve, and to 1he best of my knowledge, from the tauses s:ated
- . "
8 6 8 22a. SIGNATU / (Degree or mle)/’a 22b. ADDRESS : 22, DA'IE SIGNED
b el oA VA Hospital,. K.-Co Mo. 12-6-61
<>( 23s. BURIAL, CREMATION, | 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY "23d. LOCATION (City; town, or county) {State)
. R iy}
o 9 REMOVAL (Specify .
z E1°REmoval [2- 6-19C MNAsoenic Cepmmelony Sames “pnt
= < 23" FUNERAL DIRECTCOR ADDR_S% P -T 25. DATE RECD. BYu.OCAL REG. 26. REG R’'S SlGNA'fURE
= N mes Fird pay / 7 &
=
- “ phersew ‘:\rw{/w)l Q 1YL 2L = /- / AM

{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 Embatmer No.______

working under my personal supervision. mﬂ/

Student s - Sigrjed A’( R T
Signature of Student Embaimer 4 7 ‘/\// L

) ' Licensed Embalm Né/jf Q\

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 shail sign in his OWN handwriting. . |
If this body is not embalmed, fact should be so stated above.




