MISSOUR! DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

Ragist -___..__...._....Prlmurv Registration Distriet N
DO NOT WRITE _
ON THIS STUB AMENDED
1. PLACE OF DEATH 2. USUAL RESIDENCE (thre decnud lived, 1f institetion: Residence before
a. COUNTY . STATE COUNTY edmissi
Vs300 | o JACKSON * *"E MISSOUR JACKSON misien)
Rev. 4/59 % b. cgnv (If outside corporate fimita, give TQWNSHJPonly) Langth of stay in 1b < c&v inside Limits
bert on ):;«b\-
E OWNLEE'S SUMMIT © -7 20 YEARS | % [FE'S SUMMIT v 0 v
]f ! ! < . FULL NAME OF (. tg)'l hospital, give locatibn] Inside Limits d. STREET 1.8 -I ({If cutside, give location} Reside on Farm
E HQSPITAL OR r ﬁ ADDRESS - ﬂ
27 g INSTITUTION l AKE IJOTAWANA Yes J No I e I;E I QI EHE IIE Yes 0 No
3 - 3 (P;AME OF DECEASED First Middle Last 4, DOA":TE Month Day Year
ype or print} .
. Stellsa MARTIN McKiddy DEATH JUNE 8 1962
5. SEX 6. COLOR OR RACE 7. Married Never Morrled [J |8. DATE OF BIRTH | 9. AGE {last birthday) [ IF UNDER | YEAR (F UNDER 24 HR
5 z FME WI{ITE Widowed Divarced [ 2 55 /79 83 Months | Days Hours Min.
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
& W uring t_of working life, even if retired)
£ PN 40 0 ——om=em LOUISTANA, MO, S. A.
7 o ] 138, FATHER'S NAME T3b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OW WIFE
-—d
4 JOHN W MARTIN IDA KINNEY- THOMAS _McKIDDY
8 N vl 15. WAS DECEASED EVER IN U.S. ARMED FORCES? 16, SOCIAL SECURITY NO. 17. INFORMANT AW A
< (Y, ©, or unknown]| (If yes, give wor or dates of service) Lgrﬁmw
%222 | 5[6] ARy NONE MRS. LOU HOLLAND 'S 1T, Mo.
o = 18. CAUSE OF DEATH (Enter only one cause por line for {a), {b), and [c). INTERVAL BETWEEN
10 < MZ-r PART |. DEATH WAS CAUSED BY: . - ONSET AND DEATH
] 5 2 IMMEDIATE CAUSE (a) _ _~Colry o itrn— g o
11 Q o
L Q
o]
w
12 x 5 [a] Conditions, if any, DUE TO (b) a %
) b—) which gave rise to
ZZ sbove C;usa d(l).
= stating the under-
130? - 0 = !y?nlg cause last. DUE TO (c} A . / ;%,7
% z PART 11. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO H but not related to the terminal PART 1Il. If decensed was female was
g disease condition given in PART | (a) there a pregnancy in last 90 days.
u'é § ' O Yes |_& No | O Unknown
g E 19. WAS AUTOPSY 20a. ACCIDENT  SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART 1l of item 18.)
5 I PERFORMED? [m] O a
= v YES O NO
wl rd X
20c. TIME OF How Month, Day, Yaar
Z 3 2 INJURY  a.m.
¥ O oy p.m. .
aa =
Z o 20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
o WHILE AT WORK [J farm, factory, street, office bidg., etc.)
5 NOT WHILE AT WORK [J
o o o y P P —
S O E é 21. | attendad tha deceas and last saw w2 live nnm
@ g 9 Death occurred &,
1'7 )
g E 8 5 22c. DATE SIGNED
T
t w E OZ
o {State)
o] g
Z & NE 11,'62
< 24. FUNERAL DIRECTOR 40|
2 Z ’$%1 BRUSH CR
= @] D, W.NEWCOMER'S SONS (ANSAS CITY M Sid

istrict No., __z__g-___o

~62-0225397

STATE FILE NUMBER

{Licensed Embalmar’s Staterflent on Re(eru Side)




W

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. 9 la/l
Student Signed / //A’VV/ ﬁ/.

Signature of Student Embalmer
Licensed Embalmer No._Z% ? /6'

’ . : . P. O. Address \39”'% /20

Note: The above MUST BE SIGNED BY THE LICENSEQ"'EMBALMER in his OWN HANDWRITING. (Failure to comply
with the above consfitutes grounds for. revocation of license). .

If embalmed by a STUDENT, he also shall sign in his OWN handwrn‘lng

If thns body is not embalmed fact should be so stated above. 1

2 £

Al ) -




