. .
SOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH -61-046499
MENT OF PUBLIC HEALTH AND WELFARE v - STATE FILE NUMBER
AMENDED !z!-g_.,ﬁnb DijﬁN«ao‘ _T__Tgﬁzg_}_g_wimm Registration District Mo. __lm3___kegi:trar‘l Nom___
_1.: PLACE OF DEATH 2. USUAL RESIDENCE (Where deceassd lived. If institution: Residence befors
. COUNTY . STA NTY issi
3 a. COUl a 1E Mi g souf cou admission)
2 b. céTRY {If outsicde corporate limits, give TOWNSHIP only) Length of stay in 1b e, C(IJ'I"!Y Inside Limits
] . .
3 own 8%, Louis, Y weeks|| ™ gt, Iouis e Ne D
5 c L%épﬁiﬂi\EoOF (If NOT in hospital, give location) Inside Limits d. ég%ﬁgs {If cutside, give locstion) Reside on Farm
< INsTTUTION Deaconess Hospital Yes B Mo O 4390 McPherson Ave, |¥=D0 Mg
3. {P_IJ_AME OF DE)CEASED Firs? Middle Last 4. Da\;I'E Month Day Year
ypa or print
John F. Kennedy DEAM December 29 1961
5. SEX 6. COLOR OR RACE 7. Married [] MNaver Married [ 8. DATE OF BIRTH | 9 AGE {last birthday} I:\oUNhDER IDYEAR I:UNDER 24 HR
Widowed [ Divorced [ nths ays ours Min,
Male White 1-6-1908
10a. USUAL OCCUPATION {Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY]| 11. BIRTHPLACE (City and sfate or country} | 12. CITIZEN OF WHAT COUNTRY
durln m worl Ilfe tired} .
=1iEEHes Ti1c" 0fF., St. Louis St. Louis, Mo, U.S,. A,
135. FATHER S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Edward W. Kennedy Minnie Tecklenburg Grace(Deceased)
5. WAS DECEASED EVER IN U.5. ARMED FORCES? 16. SOCIAL SECURITY NO. 17. INFORMANT Address
{Yes, no, gr unkpown) ' (If yes, giva war or dates of service) F
N E— rank, Kennedy, 5495 Wren Ave,
= 18. CAUSE OF DEATH (Enter only one cause per line for (a), (b}, and (c}. INTERVAL BETWEEN
E . PART |. DEATH WAS CAUSED BY ~ ONSET AND DEATH
5 g IMMEDIATE CAUSE (a) /éy‘-c‘vycfﬂ-’f\- dﬁ@_’
[ "o
o
S it R %7%2% a
My fa Conditions, if any, DUE TO (&) /é,ec/ % /7444 640& ZWeC ‘2 =
5 which gave riye to
2 shors e (0 /K//g st /c? Lnberern—
-_ stahin ® U -
Iyingg:ause last. DUE TO (¢} é”M ﬂ/ /-V
z PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO ﬁ‘EATH but not ralated to the terminal PART |1, If deceased was femala was
g disease condition given in PART | there a pregnancy in last 90 days.
f_j ﬁ/& IDYE!' DNa’DUnknown
E 19. WAS AUTOPSY 20a. ACCIDENT SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY QCCURRED. {Enter nature of injury in PART | or PART Ul of item 18.)
X PERFCRME| (m] [m] O
u YES [0 NG,
6 20¢, TIME OF -y Hour Month, Day, Year
: H INJURY . am. " .
g pam.
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., in or about home, | 20i. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK ] farm, faclory, strest, office bldg., stc.)
NOT WHILE AT WORK ] :
A .
é 21, | attended the d d from. /-3~ 6, : - S 29~ é ’ and last saw oo T live O_M He of
o) Death occurr at. 5 5 nym on the date stated above, and to the best of my knowledge, from the causes stated. i
8 B NATURE (Degra® or titl . . 22b. ADDRESS 22¢. DATE SIGNED '
b y .
5 = Zﬁwfﬁ% y M‘;/ , o |7032 S Kiigshi ghw oy /2-30-¢r_
i “23s. BURIAL, CREMATION, | 23b. DATE 23¢, NAME?OF CEMETERY OR CREMATORY 23d. tecArlonaxuy, town,’ of county) (Srare}
*) o REMOVAL (Specify) i 7
=z =l Buria | Jan.?.1962 Calvary C
= <C | "24. FUNERAL DIRECTOR ADDRESS ATE RECH. BY LOCAL REG.
= x| Morrell 3710 N. Grand Blvd. 2 —-3,~49L/




P -~ - —- m—y 3 e e

STATEMENT BY LICENSED EMBALMER

| hereby ceriify 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

Signature of Student Embalmer

Licensed Embalmer __ééfﬁ.j_
. LY
- P. O. Address

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comp!
with the above constitutes grounds for revocation of license).
"If embalmed by a STUDENT, he also shall sign in his OWN handwriting.
‘ {f-this body is not embalmed, fact should be so stated above.
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