¥ : MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH
/y? Primary Registration District Ne. ! Q-.e..;:’__ﬂegish'lt's Mo, -_):s_j_z__-___

DEPARTMENT OF PUBLIC HEALTH AND WELFARE
Registration District No.
Z

=62-042586

STATE FILE NUMBER

DO HOT WRITE -
ON THIS STUB AMENDED
1. DEATH 2. USUAL RESIDENCE (Where decessed lived. If institution: Residence before
VS 300 a 8. COUNTY Jackson o sTATE Migssourdie couny  Jackson admission)
Rev. 4/59 % b. Cci)'l:RY {If outside corporate limits, give TOWNSHIP only} Length of stay in 1b <. COI;Y Inside Limits
] rown  Kansas City 50 yrs sjown Kansas City Yas KI No O
1 5 . L%;P?I’AME OF (If NOT in hospitel, give location) Inside Limirs d.ASggiEETss {If cutside, give location} Reside on Farm
22y % INsTTion Lakeside Hospital Yos (X No [J 8511 Woodland Yea [0 No B8
AYS ; Ei a1 [a]
) 3. (I:AME OF DE)CEASED First Middle Last 4, Dg';I'E Month Day Yeaar
Ype or print,
H, Harold Dunavan oeatt November 14, 1962
4 D 5. SEX 6. COLOR OR RACE 7. Married [3 Never Married [J (8. DATE OF BIRTH | ¥ AGE (last birthday) | IF UNDER 1 YEAR | IF UNDER 24 HR
5 / :Male Whi.be Widowed [} Divorced [ 7—28—1888 74 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
6 g ﬁro ec of worh&hh, even if retired) Theatre Jacksonville’ Ill. UsA
7 9 13a. FATHER'S NAME 13b, MOTHER’S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
= I
——Lg William F. Dunavan Clara L, Peifenburger Daisy I. Dunavan
8 / 7, 15, WAS DECEASED EVER IN U.5. ARMED FORCES? 14 SOCIAL GEAIRITY WO |17, INFORMANT Address K . C .I\&o .
9 : (Ye:,\m unknown) I{If yes, give war or dates of service) ms . Daisy I 'Dunavan., 8511 ,ﬂoodland
-—jiiLx— o - 18._CAUSE OF DEATH (Enter only one cauts per line for INTERVAL BETWEEN
10 < 5 PART I. DEATH WAS CAUSED BY: ET D DEATH
2w = IMMEDIATE CAUSE (2} M
BRI R ~ Z ; Slox.
126 - | [ o Conditions, if any, DUE TO {b) Lot
- o |5 which gave rize to .
T |Z above c;ule d(a), /
= tating the under- %gf
13 = I‘y?nlgq cause last, DUE TO (<) J Z
(z) z PART 1l. OTHER SIGNIFICANT CONDITIONS CON'IRIBUIING TO DEATH but not rellted to the terminal FAR:I' 1. If deceased s female was
g diseass condition given in PART | {(a) there a pregnanfy in last 90 days.
g (:J ] O Yes l O Ne I {J Unknown
g % 19, WAS AUTOPSY 20a. ACCIDENT SUICEI]DE HOM[I]CIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART |l of item 18.)
PE RMED? ]
e ) YESYd NO L1
-
z (= & | 20c. TME OF  Hour  Month, Day, Year
o < a INJURY a.m,
§ @ g p.m. . _
— ;m = 20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., in or about home, | 20f. CITY, TOWN, OR LOCATICN COUNTY STATE
= e WHILE AT WORK flrm. actory, strest, office bidg., etc.)
o o NOT WHILE AT WORK [ y //
S (s} [ ﬁ :2 21 ) attended the decu7 nd last saw i, alive on .
: ; 9 ‘_‘E ’ D..rh/f“umd at / m on the date stated above, and to fhe/l}es! of my knowladgu, from the causes stated.
g 3 & | | o siopATURE Y] 725, ADORE < —
I
z | B =[5 . <057
; UT23, BURIZL, CREMATION, | 23b. DAJE - f 23¢c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, tow ‘Sr counrv) k f( tat,
g S0/ B segif) [ 11-17-1962 Memoriel Park Cemetery Kansas City# Missouri
w
< UNERAWRECTOR Fi ADD 5 25. DATE RECD. BY LOCAL REG. 26. REGIS R’5 SIGNATURE
£ > 1 25 RW. Linwoed G
= @ Mellody-McG:.lley—Ey ar K: O Mo, /- 1§ -2~ N

{Licensad Embelmer's Statement on Reverse Side)




.
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m

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.

x

working under my personal supervision. ‘M
Student : Signed g\ /_//j",

Signature of Student Embalmer
Licensed Embalmer No. J-’/g/ 0

P. Q. 'Addressw .
+ _Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply
with the above consmutes grounds for revocaf:on of license). -

If embalmed by a'STUDENT he alsa shall sign in his?OWN handwriting. - o r
If this body is not embalmed, fact shouid be so stated above.

- .t s



