MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

DEPARTMENT OF PUBLIC MEALTH AND WELFARE

Registration District No. - ____
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ol WIS AUG 28 1967

2. USUAL RE

DENCE (Where deceass

stitution:

Residence before

A
?KIND OF BUSINESS OE INDUSTRY

BIRTHPLACE (City and state or couniry)
[ <) [~

a. COUNTY J&Ckson s STA Jdmi:sion)
b. Ccl)‘ll'z\’ (If outside corporate limits, give TOWNSHIP only) Length of stay in Ib c CCI)]I-ZY " Inside Limits
TOWN  Kansas City 3 . TOWN Yer'B¢ No O
c. FULL NAME OF (If NOT in hospital, give location) Limits d. STREET Reside on Farm
HOSPITAL OR ADDRE
INSTIUTION  Gerppal Hospit al Yes¥ No 3 o - Yes O NG
3. (I:AME OF DECEASED First iddle Last 4. Dé\gE Maonth Day Yoar
Pe of print N
yee or print John in oean  August 7, 1962
5. SEX 4. COLOR OR RACE 7. Married [  Never Married 8. DATE OQPIRTH | 9. AGE (last birthday) [IF UNDER 1 YEAR [ IF UNDER 24 HR
Hale White Widowed [J Divoreed ’a.a -0 Months | Days Hours l Min.
12, CITIZEN O HAT COUNTRY

A

USBAND OR WI

l&b MOTHER’'S MAIDEN NAME. o 14, NAME OF H
t 4
}
N ECEASED EVER IN U.S. ARMED FORCES? 16. SOCIAL SECURITY NO. INFORMANT O.Add
{Yes, n knawn) I(If yes, give war or dates of service) : ]
E ol e » (1
8. CAURE_QF DEATH (Enter only one cause wer line for (a), (b), and (c}; 7 ' d ¥ INTERVAL BETWEEN
PART |. DEATH WAS CAUSED ONSET AND DEATH
IMMEDIATE €AUSE (a Massive gastro~intestinal hemorrhage
(a)
Conditions, if any, DUE TO (b)
which gave rise to’
above cause (a), "
stating the under-
lying  cause last. DUE TO (c}
z PART 1l. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal -PART HLii. If deceased was female was
g disease condition given in PART | (a) there a pregnancy in last 90 days.
‘-‘g I 0 Yes ] O Ne I O Unknown
E 19, WAS AUTOPSY 20a. ACCBENT SUICEI]DE HOMCIlClDE 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in PART | or PART I of item 18.)
PERFORMED? ”
o JYEST]) NO .
& | T20c. TIME OF  Hour  Month, Day, Yesr -
z INJURY . L
; pam. ;
20d. INJURY QCCURRED 20e. PLACE OF INJURY {e.9., in or about hame, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK [J farm, facrory, street, office bidg., eic.) .
NOT WHILE AT WORK [J
Lir]
- - her . B-T=b2
L’:: 21, | attended the deceasad from 8-3-62 to. 8-7 62 and last sow hie.; slive on. 7
g Death octurr at. ~C 8' m A m on the date steted above, and to the best of my knowledge, from the causes stated.
[\« | 2Za. SIGNAT ™ \ {Dagree [ 22b. ADDRESS 22¢. DATE SIGNED
3 e 2400 Cherry 8-8-62
E’;z , | 23b. DATE 23d. LOCSTION (City, town, g o {State) O
-
£al
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: : - -~ STATEMENT BY LICENSED - EMBALMER

» . v

S
N L - : Ny
| hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

or by l ) Student Embalmer No.

working under my personal supervision.

Student

Signature of Student Embalmer

Licensed Embalmer
P. O. Addres

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.



