MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

DEPARTMENT OF PUBLIC HEALTH AND WELFARE
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1. PLACE OF DEA
a. COUNTY

2. usu‘Ar. RESIDENCE (Where deceased lived.
. STATE . b.
* Missovg}

COUNTY

J;c KSoN

If institution: Residence before
admiasion}

b. CITY (If outside corporate limits, give TOWNSHIP only)

o KANsARS City

<. CITY
OR
TOWN

Length of stay in 1b

Y5 YEARS

Kansas Qiry

Inside Limits
Yes il No O

¢, FULL NAME OF {If NOT in hospital, give location)
, HOSPITAL OR

WA ST Luwe's HespiTaL

Inside Limits
Yes Wl No il

d. STREET
ADDRESS

(5F cutside, give locstion)

b821 EDsevAle Roap

Reside on Farm
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AMENDMENTS ON THIS RECORD ARE AS FOLLOWS

INSTEAD OF

SHOULD READ

DOCUMENT

ITEM NO,

BY AFFIDAVIT CF

3. NAME OF DECEASED
(Type or print)

Middle

GoL. 113

First

LRENE

Last

TSTINE

4. DATE

DA VAR

Month

Yeer

{963

Day

cH 24

5. SEX 8. DATE OF BIRTH

12-5- 1911

6. COLOR OR RACE

Female WHITE

7. Married T Never Married []
Widowed [J Divorced [J

9. AGE (last birthday)

IF UNDER 1 YEAR | IF UNDER 24 HR

S/

Months | Days

Hours l Min,

10s. USUAL OCCUPATION (Give kind of work done 1.

Zing most of worklng lifa, oven if retired)

10b. KIND OF BUSINESS OR INDUSTRY|
Demesric

BIRTHPLACE (City and state or country}

Ausfly  Ne

RASKA

12, CITIZEN OF WHAT COUNTRY

* U.5.4.

13b. MOTHER'S MAIDEN NAME

“13a. FATHER'S NAME -
STARNES MC INCH NeLLie Awda PlLaster

14; NAME OF H

Jokw

S

USBAND OR-¥WHFE

WweT .STMIE'

15. WAS DECEASED EVER IN U.5. ARMED FORCES?
(Yes, no, or unknown) { (If yes, give war or dates of serv)j
a

14 SOCIAL SECHTY MO |17, _INFORMANY

-

8. CAI.ISI'O!PD!'AI'H (Enter only one cause per line

Address

f’aAn"ﬂf.&

Q;;{g WHETS Tive  L8A1 EDGE vale £

INTERVAI. BETWEEN
NSET AND DEATH

ART |. DEATH WAS CAUSED BY: N e 7

Conditions, if any,

IMMEDIATE CAUSE (o)
DUE TO (b)-_ﬂ.bm.\_ﬁ_d.ﬁghw

DUE TC [c)

which gave rise to
above cause (2],
stating the under-
lying  cause last.

/I«LCQ_A'
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distase :ondnien given in PART |

PART 1. OTHER SIGNIFICANT CONDI‘HOI\:S) CONTRIBUTING TO DEATH but not related to the terminal

PART |

I, If deceased waz female
there a pregnancy in last 90

O Unknown

lDYnl wNoL

was

9. WAS AUTOPSY
PE D?
No [

20s. ACCIDENT  SUICIDE  HOMICIDE
a o o

20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of

injury.ln

PART. | or PART | of item 1B.)

Hour Month, Day, Year
.e.m.

p.m-

20¢. TIME OF .
INJURY

AEDICAL CERTIFICATION

208. PLACE OF INJURY (e.g., in or about home,

RED
20d., INJURY OCCUR| T dony. e, S ida. o

"WHILE AT WORK (I
_ NOT-WHILE-AT WGRK []

20f. CITY, TOWN, OR LOCATION

COUNTY STATE

Death occurred at

21, } ‘attended the deceased ﬁom_ﬂ_ﬂggl_]j_s_—-, IoMlA_ierlnd ast saw H‘alive WLQ-B-&-MM—/——

A m on the date stated sbove, and to the best of my knowladge, from the causes stated.

22b, ADDRESS

(Dy or title)

X320 Wianatld

&-Kcts

22c. DATE SIGNED

A5 Man b3

23c. NAME OF CEMETERY OR-CREMAFERY
Memoriat Park

a. BUR ATE
nmovm. (Specafv)

JRIBL Mﬂkcy 24, 1%3

23d. LOCATION (City, town, or county)
awsas G

(Stare)

ry Missovrs

25. DATE RECD. BY LOCAL REG.

24, FUNERAL DIRECTOR
133/

 NEwco

26. REGISf?R S 5l

GNATURE o&%—’_




STATEMENT. BY LICENSED, EMBALMER

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

or by . Student Embalmer No.

working under my personal supervision.

Slgnature of Student Embalmer

No?e The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING.
with the above constitutes grounds for revocation of license).

If embalmed by a STUDENT, he also. shall stgn in his OWN handwriting. T

If fhls body is not embalmed fact should be so sfated above
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