MISSOURI! DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

EPARTMENTY OF PUBLIC HEALTH AND WELFARE

Registration District No,

/% Primary Registration District No. ____/0_92__4!@.”."‘- No. --_____5_{?__3___

=62~-001826

%

STATE FILE NUMBER

|,7°E AMENDED
1. PLACE OF DEAI‘ﬂ EB I lgs! 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before
fal a, COUNTY a, 5TATE . b, COUNTY admission)
L | 1= Jackson Migsgoury .Jackson
% b. Coll;f {If outside corporate Jimits, give TOWNSHIP only) Length of stay in 1b v e CCI)LY Inside Limils
w
TOWN . f 7 }\_ TOWN . ¥ No
z City y Kangas City “® N0
c. FULL NAME OF {If NCT in hospital, give locatian) Inzide Limits d. STREET (It cutsitle, give location} Reside on Farm
b A gt | A i n
[ . .
g 1S __'NSTWUTON 35313 Gillham Road =5 N 3513 Gillham Road @0 Nep
3. NAME OF DECEASED First Middfe Last 4. DATE Month Day Year
[Type or print) D?AFTH
EDWARD ARKIN January 29, 1962
| 5. SEX 6. COLOR OR RACE 7. Married Never Married O] 8. DATE OF 8IRTH | 9- AGE (last birthday} [ IF UNhDE“ ‘DVEAR IF UNDER 24 HR
Widowed Divorced (J Months ays Hours Min.
Cauc, 12/23,/1%89 72
—| 10a. USUAL OCCUPATION (Give kind of work done { 10b. KIND GF BUSINESS O'R INDUSJ].Y--—H-. BIRTHPLACE (City and state or country) | 12. CITIZEN OF WHAT COUNTRY
7] during most of working life, even if retired) J
N ERD ). Staten Island,N.J, A
9 13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HYS WIFE
— ,
—(2 (WA Qo 4hr~  LARKIN Up [ty 0 Lorrai i
7 15, WAS DECEASED EVER IN U5, ARMED FORCES? 16. SOCIAL SECURITY NO. 17. INFORMANT - Addr
i {¥es, ne, or unknown)| (¥ yes, give war or dates of sarvi . 351— 3 G],-ll ha-m ﬁd . .
w no 6| Lorraine Larkin, Kansas gltg, Mo,
o - 18. CAUSE OF DEATH (Enter only vne cause per ling| INTERVAL BETWEEN
< HZJ PART |. DEATH WAS CAUSED BY: ONSET AND DEATH
a ol g IMMEDIATE CAUSE (a) Pl ol = 7 & e d
Sla 2
Ll < O
o (g o Conditions, If any, DUE 70O {b)
» ‘I’—, which gave rise to
212 above causn (a),
I |< stating the under-
= lying cause last. DUE TO (c)
g z PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related 10 the terminal PART tIl. If deceased was female was
g disease condition given in PART | (a} there a pregnancy in last 90 days.
= S 7%, E o7 l
- - ~ - - ’ ¥
2 o Er. Chofancing f1- s v flffTRr s s = [Cves [ QMo | O Unknown
w = 19. WAS AUTOPSY 20a. ACCIDENT  SUICIDE  HOMICIDE 20b. DESCRIBE HOW IMJURY OCCLURRED. {Enter nature of injury in PART | or PART I| of iters 18,)
Z & PERFORMED? 0 a u}
e ] YES{1 NOf
g 5 20c. TIME OF Hou. Month, Day, Year I
g a INJURY am.
E p.m.
28d, INJURY OCCURRED 20e. FLACE OF INJURY (¢.9., in or about home, | 20f, CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK (] farm, factory, streel, office bldg., atc.)
NOT WHILE AT WORK
a o
- e
é S 21, 1 attended the deceased from 2 - . toﬁz_é’_%_ﬂémd last saw i, alive ond 2 ¢ 2/ - ;/
o L) Death geavpad at 2203 & IJJ m on the date stated above, and to the best of my knowledge, from the causes stated.
5‘ 3 ) e a— . -
) a Y ’-‘- <. (Qacede orltitle) Q 22b, ADDRESS 22¢, DATE SIGNED
g
I - . F
s Nz ez’ 22 Sy fe fltr, A7, L, | YO
2 e BURTAL, CREMATION, [ 235 27 23c. NAME OF CEMETERY OR CRE { zsdﬁt’anon (City, town,“or county) {S1ate)
\ (] REMOVAL (Specify) .
g o K (L 7. Vam S R
<C | T24. FUNERAL DIRECTOR ODRESS o y 25. DATE RECO. BY LOCAL REG. | 2 TRAR'S SIGNATUR
3 N 1331 Brusfi CTeek Blvd, b3/ ¢ 27 )
= a]| D,W,Newcomer's Sons,Kansas City Mo. /=3¥/-6 R ] A (X W7

{Licensed Embalmer’s Ststement on Reverse Side)




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,
S . . ;
or by Student Embalmer No.

working under my personal supervision.

Student Signed j
Signature of Student Embalmer

‘Licensed Embalmer No

P. O. Address_m_- ©

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.




