MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH
DEPARTMENT OF PUBLIC HEALTH AND WELFARE

Registration District No. -_--_-__1_5{ e eeeq-Primary Registration District N[ __.a__?_.f!:ez____kegisrrar'n No. _______1_45

=62~

STATE FILE NUMBER

DO NOT WRITE
ON THIS STUB AMENDED
W 2. USUAL RESIDENCE (Where decsssed lived. |f insfitution: Residence bafore
VS 300 a 8. COUNTY Y MIO a. sTate Migsouri b-counry  Jackson admission}
Rev. 4/5% a b. CIY (If ouiside corporste limits, give TOWNSHIP only) Length of stay in 1b <. CIY Trside Limits
Z OR ; o OR . ;
g Town  Kansas City 33 7RS TOWN Kansas City Yes B=No O
1 - :. € FULL NAME OF {If NOT in hospital. give Tocafion) Inaich Limits d. :gRDEn?ss 1T (I cutside, give location} Reside on Farm
QSPI R
w .
INSTITUTION Yes D Nol 7 t+h Yer O No
2; 2008 |- |3 General Hospital E ) O Ne
3 3. NAME OF PECEASED First Middle Last 4, DAgE Month Day Year
(Type or print} Agnes Rodgers DeATH March 8, 1962
N 5. SEX 5. COIEJOR Ok RACE 7. Married ©9  Never Married (] [8._DATE OF BIRTH | - AGE (last birthday) [IF UNhDER IDYEAR l:unosn 4 HR
em erro Widowed [ Divorced 0O Months l ays ours I Min.
PR Female gr Feb o3| 89
102, 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 fhost of working lifa, even if ratired) g ' S
7 / 9 13s. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME - o 14. NAME OF HUSERAND OR WIFE
— e
: hopis Ki ille : Radgses
2 dohnnig KiE Mille Brown Yeqana) ada
8 2 “ 15. WAS DECEASED EVER IN U.S. ARMED FORCES? 16, SOCIAL SECURITY NO, ]17. INFORMANT Addr 5 y
< (Yes, no, known) | (If yes, give war or dates of service) Z/ , @
9£22 / lus W- l — Zd/a" oA, erea
% = 18. CAUSE OF DEATH (Enter only one cause per line for'(a), (b}, and (c). 7 INTPRVAL BETWEEN
ra PART |. DEATH WAS CAUSED BY: - ONSET AND DEATH
10 o . M dial Infarcti
2 i % IMMEDIATE CAUSE (¢ g OCAT'dla arctlon
1 8 a o
o g 8 Cond # DUE TO (b)
— onditions, if any,
]2«5 7 -0 w &' which gave rise to
w %’ above cause {(a),
13 EE = stating the under.
lying cause last. DUE TO {c}
% Z PART 1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING .TO DEATH but not related to the ferminal PART IIl. If deceased was femals was
g disease condition given in PART 1 (8} there & pregnancy in last 90 days,
o A
"Z“ § '_D Yes I O Ne l J Unknown
g " | 79, WAS AUTOPSY | 20a. ACCIDENT  SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enfer nature of injury in PART | or PART Il of item 16.)
3 i PERFORME m] O a
= o YES [J NO
ol
Z g & | 20 TIME OF  Hour  Month, Day, Year
o I< a INJURY a.m. .
N - g p.m.
Z @ 20d, INJURY OCCURRED Z0¢, PLACE OF INJURY {e.g., in or sbout home, | 201. CITY, TOWN, OR LOCATION COUNTY STATE
o WHILE AT WORK farm, factory, street, office bidg., eic.}
6 NOT WHILE AT WORK [0
[ [a)
. i - - h ) - -
S o E é o 21. | sftended the deceased from. 3 8 22 PBP 3_8 62 and last saw hi‘,:,nllva on. 3 8 62
: ; 9 :r_"'l Death occusfed B ~_ h 59 m on the date stated sbove, and to the best of my knowledge, from the causes stated.
v 2 u I | 55 S IGNATUR {Degrea 22b. ADDRESS 22¢, DATE SIGNE
> & | @ ol 24,00 Cherry 4-1%2%2
- o =g [NV FASR B i
z 53,_ BURIAL, CREMATION, | 23b. DATE B3 INAME OF CEMETERY OR CREMATORY 23d. LOCATION {City, town, or county) {State)
e} o REMOVAL (Specify) < " or
g o BY e I < Kgrenes [zxas
= < | T24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. |26. STRAR'S SIGNATURE
] > - . . v 3
= m 2 ol J' /L - 6 l—'

- . {Licensed Embaimer’s Statemant on Reverse Side) X




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 Embalmer No._

working under my personal supervision.

. ’ L4
Student Signed

Signature of Student Embalmer
Licensed Embalmer No. é—aﬂ

P. O. Address A7 %6 .

Nofe: 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.

—



