MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICAfE dF DEATH — o)
DEPARTMENT OF PUDLEC HEALTH AND WELFARE . . ’ 63 010 1’
boau '#{sm": AMENOED Registra T rimary Registration District No. m’_ Registrar's No.- .z

STATE FILE NUMBER

1. PLACE OF DEATH . ] . 2 .USUAL RESIDENCE (wh;r. decessed lived. If imstitution: Residence before
s COUNTY  Casgs ' » S} ssouri®t Y Cass sdmisalon)
b. C‘I;'Y {If cutside corporate limits, give TOWNSHIP only) Length of stay in 1b [N Ccl";‘( Inside Limits
1own Harrisonville 2 wks TowN Harrisonville o Yes (X Ne OO
<. F"‘Lg.épl:lAATEOOF {If NOT in hospital, give location) Inside Limita d. :I‘JI?)EREETSS (I outside, give location) Reside on Farm
INSTIUTION ~ Memorial Hospital Yafg NoD 707 8. Independence|vap mn&

VS 300
Rev. 4/ 59

DATE AMENDED

“%/92

3. NAME OF DECEASED First Middle Last 4. DATE Month Day Year
(Tvee or prim) KATHRYN ACUFF oeam March 25, 1963

5. SEX [6. coLOR OR RACE 7. Married [T Never Married [J 13. DATE OF BIRTH | 7. AGE {last birthday} | IF UNDER | YEAR IF UNDER 24 HR

3
4
5 z || Female | White Wiowsdf  DieredO [11/15/18p1 71 | Merie] Ben ] Hen T Wi
.
7

10a. USUAL OCCUPATION {Give kind of work dons | 10b. KIND - OF BUSINESS OR INDUSTRY| 11, BIRTHPLACE (City and siate or country} [ 12. CITIZEN OF WHAT COUNTRY

IS AR e e retred Shelbina, Missouri| _ USA

13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE

P, Howard Collins Ellen Armstrong Herbert F, Acuff
15. WAS DECEASED EVER IN U._S. ARMED FORCES? ) 16. SOCIAL SECURITY NO. | 17. INFORMANT . 608 wg"‘i‘ﬁedhani c .
(Yor ron or wnknowrld] (1 yes, give was or detss of wenvies) | Uriknown  MpfsWancy Lawson, Harrisonville, Mo,

| 8. CAUSE.OF DEATH (Enter only one cause per lina la ), apd (e} INTERVAL BETWEEN:__
PART- |. DEATH WAS CAUSED BY: Ay ' Y LY, Bl & - - L. CNSET AND DEATH

IMMEDIATE CAUSE (s)

7 X f/
Conditions, i w.l DUE TO {b) M MM ,%—ﬁi

which gave ris to C/
DUE TO (<}

above causs (a),
stating the under-

PART Il. OTHER . SIGNIFICANT CDNDIT!ONS CONTRIBUTING TO DEATH but not relsted to the terminsl PART I, M  dacoased was  fermale  wos
disvase con ivep in PART | [a) thare a pregnapcy in last %0 days.'

lying cause [ast
ID Yau l i:lx'l O Unknmfvn

19, WAS AUTOFSY | 20s. ACCIDENT  SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in PART | or PART IF o} item 18
PERFORMED m} O 0
YES ] NO

20c. TIME OF © _ Houl Mamh Day Yoor |
© INJURY a.m,
p.m.

20d INJURY- CCCURRED 20e. PLACE OF INJURY (e.g., in or about homa, | 20f. CITY, TOWN, OR: LOCATION
T WHILE AT WORK [ . farm, foctory, atrael,?tnca bldg., etc.)

NOT WHILE AT WORK 1~
{Degren or H1H) )’h :g if : 22: DATE sns;lm )

Tia. BURIAL, CREMATION, | 235, DATI 23¢. NAME OF CEMETERY . OR: CREMATORY 23d. LOCATION (City, town, of county) (s:m) /

ﬁ?fgvfgff“m 3/2 3 Orient Cemetery Harrisonvillie Mo.

24. FUNERAL DIRECTOR ADDRESS 25. DATE-RECD. BY LOCAL REG. %Tﬂ.ﬂﬂ S SlGNAT RE -
Atkinson Dickey Harrisonville, Mo, 3- 27—~ €3
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) MEDICAL CERTIFICATION

21, | sttended the deceased fro
Death, urred

USE BLACK INK

TYPEWRITER RIBBON
SHOULD READ

BY AFFIDAVIT OF

ITEM NO.




{. . STATEMENT BY LICENSED- EMBALMER
!

hereby oé'rﬁfy that the body whose name is recorded on the reverse side of this certificate w:las embalmed by me,

i
_ or by : _ Student Embalmer No.

working under .my personal supervision.
]

Student

Signatyre of Student Embalmer

) Licens;imbalmer No ‘q 90 Q—'
A %f
R . ) P. Q. Address 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 handwrmng ~ -

If this body is not embalmed, fact should be so stated above. :




