MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH —63-00G1872

OEPARTMENT OF PUBLIC HEALTH AND WELFAR

B y? —
" \ 2 @ STATE FILE N
DO NOT WRITE AMENDED Regisiration District No. - ./ / Primary Registration District Nu./ - i___m_haqinur's No. S — t! 8 : UMBER i

ON THI5 $TUB i 1 F ” EB AN msg
T T 1. FLACE O 2. USUAL RESIDENCE (Whera deceased llved. |f institution: Residence before

VS 300 a. COUNTY JAC KSON a. STATE M ISSOI]RT. COUNTY JACKSON admission}

Rev. 4/59 B CITY (I outiide corporate fimits, give TOWNSHIP only} Tength of stay in 16 c. CITY Tnsde Limits
O

TOWN KANSAS CITY 33 YEARS TOWN KANSAS CITY v B N0
<. FUL;P';‘ATEC}%F {If NOT in hospital, glv- location) Inside Limits d. ASIERDEEETSS (tf outside, give |ocation) Reside on Farm

INSUTUTION o LUKE'S HOSPITAL |YeXXweO ' 5601 WOODLAND AVENURY*D NeXI

3. NAME OF DECEASED First . Middle Last 4, DATE Month Day Yoar
) OF

{Type or print)
ALLEN GWINN_ _ SPAULDING DEAT JANUARY 3 1963
5. SEX : 6. COLOR OR RACE 7. Married B Never Married [ Ha. DATE OF BIRTH | 7 AGE (last birthday) |IF UNDER | YEAR | IF UNDER 24 HR
MALE "TH-ITE Widowed [ Divorced [] 7/4 /19 11 51 Months | Days Hours Min.

102. USUAL OCCUPATICN (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11, BIRTHPLACE (City and state or countty) | 12. CITIZEN OF WHAT COUNTRY
during most of working life, even if retired) '

WATCHMAKER BF&%BE%GSEOPS SCOTT CITY, KANSAS », 5%5 S, A,

" 13s. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF ¥ WIFE

1

2300 7

DATE AMENDED

SCOTT ALLEN SPAULDING | MINNTE RUTH HIMRBILE ‘MRS, FERN' SPAULDING

15. WhAS DECEASED EVER IN V.5, ARMED FORCES? 16. SOCIAL SECURITY NO. |17. INFORMANT

6 MRS FERN SPAULDING, KSNSASC%%NEO

18. CAUSE OF DEATH {Enter only one cause per INTERVAL BETWEEN
PART |. DEATYH WAS CAUSED BY: QNSET AND DEATH

» IMMEDIATE CAUSE (a) /@944%-? 5—-«.?.;«_, 77 Mr & d#g :

DOCUMENT

above cauvse -(a),
stating the ‘un
lying cause last.

) 3 b i} W—‘,w M 29 .
grmi) iz g

DUE TO (<) . ) -

PART Il. OTHER SIGNIFICANT CONDITlONS CONTRIBUTING TO DEATH. but .not relsted fo tha terminal PART |tI. If deceased was femsle was
dizense condition.given in PART 1 (a)’ * there a pregnancy in last 90 days.

Y JOva] Ot | O Unknown
19. WAS AUTOPSY | 20a. ACCIDENT SUE%DE ‘HOMEIlCHJE 20b. DESCRIBE HOW INJURY QCCURRED. (Entar natura of Injury in PART | or PART (I of item 18.)
0

YEs i NO DO

20c. TIME OF Hour Month, Day, Year
INJURY sm.
. . P '

'20d. INJURY QCCURRED 208, PLACE QF INJURY {e.g., in or zbout home, | 26f. CITY, TOWN, OR LOCATION COUNTY
WHILE AT WORK' farm, factory, sireet,.office bidg., eic.)’ :
NOT WHILE AT WORK [J

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

= - T ~3-€%
21. | attended:the d d from lr- 28 et to. t=3 €3 and lulwmahwm / 3

D_nﬂ'\ occurred  at. - ]- e 45 A m on the date stated sbove, and to the best of my knowludge, Frcm the causss stated.
[ 22¢c. DATE SIGNED

22a. SIGNATURE {Degres or title} - 22b, ADDRESS
‘ o A Prage h ma M e NVihtn e nv | Va3

3a. BURIAL, CRE N, | 23b. DATE 7 P3c. NAME OF CEMETERY dk,t ‘RY {7 [ 23d. LOCATION (City, fown, .or county) "~ [State]

SBURTAL™ | JaN.5,1963 | MT. MORIAH CEMETERY | KANSAS CITY  MISSOURL

24, FUNERAL DIRECTOR 25. DATE RECI BY Al. REG. |26, REG) ‘S SIGNAYURE, .
D.V.NEWCOMER'S SONS, KANEAER8§¥YCT'PM #P y /M;Zlaza&;_

{Li d Embal on Reverss Side)

USE BLACK INK

TYPEWRITER RIBRBON

$HOULD READ

obrn He Mayer, Jfkscal cermrication

BY AFFIDAVIT OF

ITEM NO.




- O L Se —e —— - - e N e ———

STATEMENT. BY LICENSED EMBALMER

1 héreby_ certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

or by, : : : ., Student Embaimer No.

working under my personal supervision.

Student

Signature of Student Embalmer

Licensed Embalmer No y 7 {,2/

P. O. Address

Nofe: The above MUST BE SIGNED BY THE LICENSED EMBAI.MER -in his OWN HANDWRITING. (Fallure to comply
with the above constitutes grounds for revocation of - license). .

If embalmed by a STUDENT, he also shall sign in his OWN handwrmng ' E

If !hls body is not embaimed fact should be so stated above. o -




