MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH :82-042‘;70

DEPARTMENT OF PUBLIC HEALTH AND WELFARI

-

DOONNOT WRITE AMENDED Registration District No, ___ o ———_ ?..-.Prlmaw Registration District No. 3.__.--__- - ~-Registrars No. -2__?_[_ _____ STATE FILE NUMBER
THIS STUB "
1. PLACE OF DEAT - 2. USUAL RESIDENCE [Where deceased lived. If institution: Residence before
V5 300 Q a. COUNTY Henry 8. STATE Kangas b. COUNTY Kearney admission}
Rev. 4759 % b. c(l)r; (It outsids corparate fimits, give TOWNSHIP only) Langth of stay in 1b <. CITY Tnside Limits
7y} OR
ii‘ L. E TOWN Clinton }, Davs TOWN Lakin Yes § No O
b % '5 "1_-' c. ;%;P?‘IAATEOOF (1f NOT in hospital, give location) Inside Limits d. ASIT)%EREETSS (If curside, give location) Raside on Farm
] s-ls..o _ g INSTITUTION WETZEL HOSPITAL Yes B No (O Yes {1 No (O
3. NAME OF DECEASED First Midd)
3 (Type or print) irs iddle Last 1. Dggs Month Day Yoar
' Emna Orlinda  MeCort DEATH 1l 25 1962
5. SEX 6. COLOR OR RACE 7. Married X Never Morried [] |8. DATE OF BIRTH | 9 AGE {last birthday) } IF UNDER | YEAR IF UNDER 24 HR
5 Female Caucasian Widowed [ Oivarced 00 | 10-17-12 50 Months | Days I Hours l Min.
p " 'IDa.;JSUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state or country) | 12. CITIZEN OF WHAT COUNTRY
uring most of working life, even if retired)
z Housewi fe Rocky Ford, Colorado U.S.A.
7 { = 13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE
e Jacob Steir Unknown Fred MCCort
8 A
2 15, WAS DECEASED EVER IN U.5. ARMED FORCES? - . 17. INFORMANT Addreas
{Yes, or unknown) | (If yes, give war or dates of servi . .
°Lo3 Xl o J Clintop, L. Glaspy- Clinton, Mo.
[ 18. CAUSE OF DEATH (Enter only one cause per line Tor (3], {gy, 8na [CL
10 < E PART |. DEATH WAS CAUSED BY: ’ ‘. !SIIEE}IAAINBDETW:.?’P;'
———% s g IMMEDIATE CAUSE [a) : P M
11
O la 3 ' ’ )
R
]2;2 o luj o Conditions, if any, DUE TO {b) cj
- ! » (',_-, which gave rise to Y
19 Z[2 i the endar (Lot |
= stating & unoer-
/ - a - lying  cause last. DUE TO {c) () 6—
= 7T i
o g PART (1. OTHER SIGNIF1CANT CONDITIONS CONTRIBUTING TO D but nat related to 'Ihe’te*ninal PART IIl. If deceased wos ‘imole was
- 2 ease copdition gigen [n PART | N . there a pregnancy in 1ast 90 days.
- .
= g - )[W [a ves | BUNe | [3 Unknown
g E 19. ;%Q?O‘:%E%F;SY 208 ACCBENT SU!([.'.:!]DE HOMLE’CIDE 20b. DESCRIBE HOW INJURY QCCURRED. (Enter nature of injury in PART | or PART |1 of item 18.)
g v} YES[] NO
[} = }
20c, TIME OF Hou Month, Day, Year
Cz) g H INJURY  am. -
N -4 g p.m. i
E e 20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
o . WHILE AT WORK [ farm, factory, street, office bidg., efc.) ‘
5 o o NOT WHILE AT WORK .
o
W - ;
% ° = é 21. | attended the deceased from ft~21 ""£ > 1o, 11-25 - (" 2 and last saw :\‘::n alive on ,/-2': -" =
['T] ; 9 Death occurred at 9 S50 D m on the date stated above, and to the best of my knowledge, from the cau:n‘ stated.
g w 8 % 2 9 {Degree or ninl 27%c DATE GNED
I
ol I £ &@’ 3 7)6
- € . BIEIRI.oAvLAfﬁgMATIO)N 23b. DATE lSc E OF CEMETERY OR CREMATORY ATION (City, town, or county) l ISfal’e
o a REM (Spe - é
g 2 /- 2— W
= < | 24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. 26. REGISTRAR'S 5IGNATURE
w - . *
el Bl ScbnbeR] ChsnToN 0. /v 34 /52
Revefie Side}

{Licensed Embalmer’s Statement on




- . STATEMENT BY LICENSED EMBALMER

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

’ L3 - A - l —_-._-—‘—-'_h
or by - Student Embalmer No.

working under my personal supervision, r W—M
Student Signed f ) f/

Signature of Student Embalmer
Licensed Embalmer No. 6(5/3

—
P.O. Addres{);g"l/l’aﬂ\’\ )74“0 !

0724 7)

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.

) = 257




