MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH ';63—906976

DEFARTMENT OF PUBLIC HEALTH AND WELFARE 344"‘

DO NOT WRITE AMENDED Registration District No. _..Z_%f_.ﬂrlmafv Reglatration District No, 7 €2 &2 D%agmnr s No.

ON THIS STUB —FILED WA S0 —
1. PLACE OF DEATH 2. USUAL RESIDENCE (Wherea deceased lived. [f institution: Residence before
V5300 & COUNTY Jackson o STATE M4 agour® COUNY  Jackson  sdmission)
Rev. 4/59 b."CITY (I outsida corparate fimits, give TOWNSHIP only] Length of stay in 1b < CITY Tnsids Limits
rown Kansas City 12 days oww Los's Summit Yo Il No D)

€. "l-llJOLéP'I‘TAATEOOF {E-NOT in hospital, give location) Inside Limits d. EI;%EREETSS {H cutside, give locatian) Reside on Farm

INSTITUTION &4, Lukes Hospital Yoo X Ne [ 503 North Msin St. Ye: ] No'X
3. NAME OF DECEASED . First . Middla Last 4. DATE Month Cay Year

{Type or print) OF
Clarence Jackson Sankey veaT  Mar, 1, 1963
5. SEX 6. COLOR OR RACE 7. Married [J Never Married [ {8. DATE OF BIRTH | %- AGE ({last birthday) | IF UNDER 1 YEAR _IF UNDER 24 HR
Male VJhite Widowed I Divarced ] Sept . 15 ’ ] 878 84 Months | Deys Hours Min.
10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and stafe of coundry) | 12, CITIZEN OF WHAT COUNTRY

during mox of worl ife, even i i
"HErpenter - Construction | Benton Co. Ohio USA
13a. FATHER'S NAME Hﬁ[‘lb. MOTHER’S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE-

John W, Sankey ary Ann Jackson Harriett 0. Sankey(Dec
15. WAS DECEASED EVER IN U.S. ARMED FORCES? I 16, SOCIAL SECURITY .NO. 17. INFORMANT Address ﬂ C - MO N s
Monpfgpor-mtnemnt | Uy g I e o) Ira—J. Sankey; 3634 E+ 6lst.—Ste

18. CAUSE OF DEATH (Enter only one cause pe . JNTERVAL BETWEEN
PART I. DEATH WAS CAUSED B OMNSET AND DEATH . .

STATE FILE NUMBER

DATE AMENDED

IMMEDIATE CAUSE (a)

Conditions, if any, DUE TO {b) -
which gave rise to
-above .cause (a]. . - . )

" stating the under-
- lying  caise last. )~ DUE TO (<)

PART 11, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but ot releted 1o the rerminsl PART 11, If - deceased was fomele  was,
disease condition given in PART | {a) there a pregnancy in last 90 days.

[Ove [ e | O unknown

19. WAS AUTOPSY | 20a. ACCIDENT  SUICIDE  HOMICIDE 20b. DESCRIEE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART 1| of item 18.)
PERFORMED? ‘a O u]
YES O NO O :

20c. TIME OF _ Houl  Month, Day, Teur |
INJURY - a.m. .
P

. INJURY- OCCURRED 20e. PLACE OF INJURY (c.9,, in or about home, | 201, CITY, TOWN, OR LOCATION
20d WNF'HLE.AT WORK [ ) farm, factory, straet, office bldg., etc.)
NOT WHILE AT WORK []

21. | attended the deceased &om_%-‘g-h-L. |D_.3_l_ﬁ_3_nnd last saw pio ahve on___._3 f B h 3 .
m on ‘the date stated sbove, and to the best of my knowledge, from the causes stated.

Death -occurred st

DOCUMENT

el
=
Q
=
e
W)
<
15
o
<
Ou_
of
o©
EQ
o | &
wn %
X2
<
z
o
w
frild
z
w
=
[=]
b
(T3]
=
«{

MEDICAL CERTIFICATION

TYPEWRITER RIBBON

OR-

USE BLACK INK

TZa. SIGNATURE (Degree or title) 12b, ADD!ESS 22c. DATE SIGNED

. Qa hee = \g)u.m ont “' 2 (Ve | 3-1-63,

238, BURIAL, CREMATION, " N . NAME OF CEMETERY OR CREMATORY 23d, LOCATION (City, town, or. county) {State)

e REMOVAL (Specify} -
= Removaim jar,3,1963 |Louisburg Cemetery Loulisburg, Kansas
24. FUNERAL PIRECTOR ADDRESS 25 DATE RECD. BY LOCAL REG.( B 1STRAR'S SIGNATUR

Langsford Funeral Home S -
Lee's surnmit > r‘{is s Ouri (Licensed Embalmer's Statement on Reverse Side)

SHOULD READ
. Durnell

BY AFFIDAVIT OF

ITEM NO.




STATEMENT BY LICENSED EMBALMER

-

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

or by Student Embalmer No.

working under my personal supervision. % % .
Student Signed é
Signature of Student Embalmer / / .
Licensed Embdimer N

P. 0 Address

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 OQWN handwriting.
* If this body is not embalmed, fact should be so stated above.
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