MISSOURI DIVISION OFHEALTH — STANDARLs CERTIFICATE OF DEATH

ODEPARTMENT OF FPUBLIC MEALTH AND WELFARE

4‘Ay '

=62-034889 |

STATE FILE NUMBER

Reglstrntrll Lﬁb _Q.L.D___[_Y;Z_ imary Registration District No. _l_-___ﬂj..--kcqustur 3 NO. e

DO NOT WRITE
ON THIS STUB AMENDED
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence hefors
VS 300 E a. COUNTY Jackson ». STATE Mis Souri. COUNTY I.{ac on admission}
Rev. 4/59 % b. Ccl)IRY (lf‘o‘uuida corparate limifs, give TOWNSHIP only} Length of stay in 1b €. Cé}‘l’ Inside Limits
i
T
] 3 WN _ansas City 4 ¥rs owN New Cambria Yes O No O
w <. ;%;.PPI{I%TE OF (If NOT in hospital, give location) Insida Limits d.Assi‘i)EET {If cutside, give location} Reside on Farm
RESS
-
W {2, | WSTTUION [ ittle Sisters of Poop™ MO Route # 1 vesJ§ No O
3 a. (lj[lAME OF DE)CEASED First Middle Last 4. Dé‘\;E Month Day Year
Ype or prinf
CATHERINE ANN MAHER veai September 15 1962
4 / SEX 6. COLOR OR RACE 7. Married [ Never Married i |8, DATE OF BIRTH | 9~ AGE (last birthday) | \F UNDER )} YEAR IF UNDER 24 HR
5 0 1‘ emale White Widowed [] Divorced [ 3/2/18 76 Months | Days Hours Min.
10a. PSUAL OCCUPATION (Give kind of work done | 10b, KIND OF BUSINESS OR INDUSIRY{ 11. B8IRTHPLACE (City and state or country) | 12, CITIZEN OF WHAT COUNTRY
& [ during most of working life, even if retired}
2 Homemaker Chiliicothe Mo USA
7 0 9 13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
]
e} e
" 2 John Maher Bridget Foley
0 W) 15, WAS DECEASED EVER IN U.S. ARMED FORCES? 16. SOCIAL SECURITY NC. 17. INFORMANT Address
< {Yes, no, or unknown) [ (If yes, give war or dates of service)
832X E lu o) None Fred Steffes New Cambrja Missourd
g — 18. CAUSE OF DEATH (Enter only one cause per line for (g}, (b), and (c). INTERVA TWEEN
10 E PART |. DEATH wWAS CAUSED BY: - %DEATH
o 5 z IMMEDIATE CAUSE (2)
11 8 a O . .
2Bl g 804re
1 oy a Conditions, if any, DUE TO (b}
Wial ,Z rir which geve rise 1o
212 sbove cause (a).
13 Ei= stating the under.
lying cayse last. DUE TO (x)
% 5 PART tl. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TQFJDEATH 1 not related to the terminal PART 1Hl. If deceased was female was
= diseageycondjtiory given in PART | (a) there a pregnancy in last 90 days.
w
E § g Mﬂ/ﬂl L [DYes,DNo]DUnknown
g E 19. WAS AUTOPSY 20a. CIDEN SUICIDE  HOMICI ©£Ob. DESCRIBE HOJV INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.}
& & PERFORMED? n} ] ]
= o YES(O NOQO
2 Z | 20c TIME OF  Houl Month, Day, Yeor |
z 3 2 INJURY  a.m.
~ 8 uw p-m.
Z m g’ 20d. INJURY OCCURRED 20e. PLACE OF INJURY {e.g., in or about home, 20f CITY, TOWN, OR LOCATION COUNTY STATE
o +2 WHILE AT WORK farm, factory, street, office bidg., etc.)
ac o)
- NOT WHILE AT WORK / /
S o E é LE 21. | artanded the decepsad fromd} J//Z/'S };_ 'Z ZE IQ and last InWmallva on //://éz
@ [ - ath occurred a;\f‘e - m on the date stated above, and to 1ha st of my k owlodga, from the causes s!atnd
w 2 g - ?7 A .,
g W bl 5 1] ZelfiGRAT {Degree or title) 22b A 22: AT GNED
2R K| 7.
z y 23c. NAME Of CEMETERY OR CRF.MAIORY LOC/«T'K)N (City, town, ar county) ' (s:,(e)
o Q
z & St Columba Cemeterly nception Missourdi
= < | 34 FUNWRAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. | 26. REGISIRAR'S SIGNATURE
= = ? /-6 Aaba/ —Cf?‘\—pe
= Sheil F - ~bZ

({Licensed Embalmer's 5tatement on Reverse Side)




STATEMENT BY LICENSED EMBALMER

| hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, 4

or by Student Embalmer No.

working under my personal supervision.

Student. Signed

Signature of Student Embalmer

Licensed Embalmer No.‘é(,yl.f?ﬁz
P. O. Address /f_() B Ma .
/_ .

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply T
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.
. 1 ~ I oo T A v

o



