ISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF -DEATH

ARTMENT CF PUBLIC HEALTH AND WELFARE

AMENDED

Z62=002014
6- STATE FILE NUMBER

& Ragisrrpljup District No. _____--___/_ L Primary Registration Districy Na./__o__p.n.z_a-.-.---l!egisrur'l No.  ____3
== e =

PR

PLACE OF DEATH

J 1.
a. COUNTY T1AC KSON

2. USUAL RESIDENCE (Where deceased lived.

a. STATE MISSOURf COUNTY JACKSON

i institution: R

esidence before
admission)

b. CITY (If outside corporate limits, give TOWNSHIP only)

own KANSAS CITY 6

Length of stay in ib

MONTHS

c. CITY
[s]

R
TOWNKANSAS CITY

Inside Limits

Ne [

Yes

[ L%é NAME OF {If NOT in hospitsl, give location)

WsTiiUlion RESEARCH HOSPITAL v

Inside Limits

d. STREET

No O

{If cutside, give location)

16 EAST 89th STREET

Reside on Farm

Yes [J No H

DATE AMENDED

| =t
Ay

Middle

HILL

3. NAME OF DECEASED First
{Type or print)

~ OYEN

Last

SHINGLETON

14, DATE

otAJANUARY

Menth

Day

Year

1962

5. SEX 6. COLOR OR RACE

MALE CAUCASIAN

Widowed []

7. Married ] Never Married J
Divorced ]

8. DATE OF BIRTH | 9. AGE {last birthday)

7/22/90

IF UNDER 1 YEAR

IF UNDER 24 HR

71

Months Days

Hours ‘ Min.

— 10a. USUAL OCCUPATION {Give kind of wark done
dyring m

Retire

10b. KIND OF BUSINESS OR INDUSTRY| 11,

alf qhwnurluf.g hfe, even if retired) men s Furn lshlng

BIRTHPLACE {City and siate ar country)
Tina, Missouri

12, CITIZEN OF WHAT COUNTRY

13a. FATHER'S NAME

Jobe Jeremiah SHINGL ETON

13b. MOTHER'S MAIDEN NAME
Sarah Timbrook

14, NAME CF HﬂSﬁM‘V MmFES *
LUCILLE SHINGLETON

15. WAS DECEASED EVER IN U.5. ARMED FORCES?

(YgYno, of unknown} [(I es,rvtednw dates 1 servic

17, INFORMANT

g wil
LUCILLE SHINGLETON KANSAS CITY, Mo,

EAST 89TH

18. CAUSE OF DEATH (Enter only one cause per line
PART |. DEATH WAS CAUSED BY:

IMmEDIATE cAusE (st (Ll ALz letl

T 18], &), sTWricr.

DOCUMENT

Conditions, if sny, DUE TO (b) ‘ A F ‘
whith gave rize to
above cause (a),
stating the under-

lying . cause last.

QUE IO Lo

’ () r

1ot AAYT ot

Al e 4 2 57

W 7444

AN A

¢

At oty A

INT
ON

ERVAL BETWEEN
SET AND DEATH

b

PART 1l
disease condition given® m PART | {s}

-—_;

——

OTHER SIGMIFICANT CONDITIONS CONTRIBUTING TO DEAR

but not related to the terminal

PART 11L. If

. there a pregnan

decessed  was

fermale  was
cy in last 90 deys.

[T ]

E]Nol

[ Unknewn

19. WAS AUTOPSY | 20a. ACCIDENT
PERFORMED? O
YES [ NO —

SUICIDE  HOMICIDE
mi o

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

njury in PART ) or PART Il of item 18.)

20c. TIME OF Hour Month, Day, Year

————

L
AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

INJURY am.

T

20d. INJURY OCCURRED
WHILE AT WORK []
NOT WHILE AT WORK []

20e. PLACE OF INJURY {e.g., in or about hamae,
farm, factory, straet, office bldg., lfc)

208, CITY, TOWN, OR LOCATION

COUNTY

STATE

anders ugpical CERTIFICATION

/2
21, | aftended the decessed f 5 A 6
Death occurred ot '/ ; M m

nnd last saw h"" alive

on the dste steted sbove, and to the best of m

GW
now ledge, from the couses stated.

SHOULD READ
i
mF.o

BUKIAL, CREMA'IION, 23b. DATE 23¢. NAME OF CEMETERY

R’Bﬁ\x’fitsf'm Feb.3,1962 Mount Mori

. '_|23a

Zf%uxaéae(/ﬁa,ﬁq

22c. DATE SIGNED

2o Yy

h Cemeterv

'Q"‘ FUNERAL DIRECTOR 3 37 Brusﬁmﬁ?“eek Blvd .

BY AFFIDAVIT OF

ITEM NO.

25, DATE RECD, BY LOCAL REG,

23d. LOCATION (City, town, or county)

{Srate}

uri

D.W.Newcomer's Sons, Kansas City Mol o2 -2 . 42

'S SIGNATURE 3

{Licensed Embalmer’s Statemant on Reverse Side)

f




oy

m

STATEMENT BY LICENSED EMBALMER

| hereby cerﬁf;( 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_: : Sigr.led-

Signature of Student Embalmer

4
Licensed Embalmer No 3‘%6

b, 0. Address_ L LDr W@‘

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. . -




