MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH /.. 4 .TH0_0) Yhd
hgl!"“mn Dm"“ Na MH““""J‘ Jf&?,'m”v Registration District No. /00-3- istrar’s No. 81 STATE FILE NUMBER B

DO NOY WRITE
ON THIS STUB AMENDED
1. PtAcs OF DEATH 2, USUAL RESIDENCE (Where decessed lived. If institution: Residence before
VS 300 [ 8. COUNTY . STATE b. COUNTY issi
Rev. 4/59 w JACKSON a MISSOURI JACKSON admission)
ev. 4/ % . CITY (If outside corporate limits, give TOWNSHIP only) Length of stay in 1b c. CITRY Inside Limits B
o]
T
] 3 WN___ KANSAS CITY RA ey TOWN KANSAS CITY Yo N O
o R <. L%EPTYAATEOgF {If NOT in hospital, give location) Inside Limits d. :‘;RD%EI'SS {If cuiside, give location)} Reside on Farm
foms
INSTITUTION Y
2 xs 8,13 RESEARCH HOSPITAL o s 10002 OAKLEY Yo NoO
-3 3. NAME OF DECEASED First Middle Last 4, DATE Month Day Year
(Type or print) OF
4 NANCY LYNY GIBSON DEATH T 21 62
5. SEX 6. COLOR OR RACE 7. Married [ Mever Married [ [8. DATE OF BIRTH | 9. AGE (last birthday) | IF UNDER 1 YEAR IF UNDER 24 HR
Widowed [ i Months {  Days Hours Min.
5 FFMALE WHITE 7=19=52 2 days
I0a, USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11, BIRTriPLACE (City and state or country} | 12. CITIZEN OF WHAT COUNTRY
6 g durin ost of&orking 1ifg even if retired)
& KANSAS CTITY, MTSSOURT
7 O = 13a. FATHER'SﬂME 13b. MOTHER'S MAIDEN NAME - 14. NAME OF HUSBAND OR WIFE
.—.-—-_'_-'_
. 7 e ARTHUR WILLIAM GIBSON AIMA TORAINFE SANDERS
W 15. WAS DECEASED EVER IN U.S. ARMED FORCES? 16, SOCIAL SECURITY NO. 17. INFORMANT Address
9 < [Yos, no, or unknown)| (If yes, give war or dates of service) ../____
O — ek ARTHUR WILLTAM GTRSON
___lé_l}_g_\ % = 18. CAUSE OF DEATH (Enter only one cause per line for (a), (b}, and {c). INTERVAL BETWEEN
10 E PART ). DEATH WAS CAUSED 8Y: . ONSET AND DEATH
-% o 2 IMMEDFATE CAUSE (a) CONBENITAL HEART 39 hours
11 e
[ [a]
Lk Q
1 o | =} Conditions, if any, pue 10 (b} _VENTRICTE SEPTAL DEFECT
- ¢ - 0 w |5 which gave rise to
= 2 sbove cause (a),
13 s stating the under-
~ lying cause lest. DUE TO (c)
% z PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH bul nor related fo the terminal PART 1), If decessed was fomale  was
- = disease condition given in PART | (a) shere a pregnancy in last 90 days.
<
E J II:] Yeos | O Na l 0 Unknown
[T
o = 9. WAS AUTOPSY 20a. ACCIDENTY, SUICIDE HOMICIDE 20b, DESCRIBE HOW, INJURY OCCURRED. (Enter nature of injury in PART | or PART |1 of item 18.
£ & PERFORMED? a [w] O '
g o YES [Y NO O .
w e et
*20c. TIME OF  Hou Month, Day, Year
g 3 . z INJURY 2. S “a
b4 -1 g . pm. - M
Z E 20d. INJURY OCCURRED:- 20e. PLACE OF INJURY (e.g., in or about home, { 20f." CITY, TOWN, OR LOCATION COUNTY STATE
o e WHILE aTLEVgTRE’\ERK g farm, factory, sireet, office bidg., atc.) -
NOT WHI
U oe (2]
7] Lo - -
5 o - é = 21. 1 attended the deceased from ]_ /? Jz to ,7"1-,’ a'—hﬂd last saw E;;CHVG OD_M_&-_____
[ o .
w ; 9 3 De ‘h‘ currgd at. /’ .425- 'p m on the date stated sbove, and to the best of my knowledge, from the causes stated.
oA vy o i
5 W 3 & 3 | BiG -‘r_mwh/ : {Degres or fitle} 275, ADDRESS T9e DATE SIGNED
& 5 , A P27 <9 Ve gf 7
- | sk N ATFeA, 7N, L & 0 %225~ 4 2]
_ < 23a. BURIAL/ CREMA ‘ , | 23b. DATE [l 23, NAME OF CEMETERY OR ZREMATQR E b {State)
I O §-—= REMOFAL (Sgecify) | 7 5 - &
z E et iy A -é e WY Al S P EA LD
> < FURERAJ DIRECTOR - / ADD 25. DATE RECD. BY 1OCA
w > .
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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 =2 Student Embalmer No.
working under my personal supervision.
Student
Signature of Student Embatmer
- I "_ Note:” The, aove MUST BE SIGNED BY THE LICENSED. EMBALMER |n h|s O 0 . (Failure to comply
with the above constitutes grounds for revocation of license). '
If embalmed by a STUDENT, he also shall sign in his OWN handwrmng
If this body is not embalmed, fact should be so stated above.




