MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH | B63-023279

DEPARTMENT OF PUBLIC HEALTH AND WELFARE
DO NOT WRITE AMENDED Registration Distriet No, _____2 2______Péimary Registration District Mo. __1 00 O __Begilh'.r'. No.

ON THIS STUB - :
1. puc! Dimb :":IN 1 i '963 : 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before
VS 300 . a. COUNTY Buchanan a. STATE Missoul‘i b, COUNTY Jackson admission}
Rev. 4/59 b. CITY [If cutside corporsts limits, give TOWNSHIP only) Length of stay in 1B < CITY Tnsids Limits

©oms  St, Josaph, TOWN  Kansas City, Yelg NoD

c. FULL NAME OF {If NOT in hospital, give location} Inside Limits d. STREET {If cutside, give location) Reside on Farm
HOSPITAL ADDRESS

INSTITUTION. State Hospital #2 Yesfg NoOl 7505 E. 87th Street Yes {1 No

STATE FILE NUMBER

\s/17

0¢o
Z -]

DATE AMENDED

3. NAME OF DECEASED First Middle Last 4. DSJE Month Day Year

Zola Pearl Davis CEAH  June 10 1963

£ 5. SEX 6. COLOR OR RACE 7. Married [J Mever Merried [] [8. DATE OF BIRTH | ¥- AGE (last birthday) | IF UNhDER | YEAR: IF UNDER 24 HR
Months Min.

Female White Widowsd O Divorced [] Dec .11. 18& 9 7 Days Hours

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

during most gf working [ife, even if retired)
" Housewite Own_Home Dade Comnty, Missouri | _[.S.A,
13a. FATHER'S NAME 13b, MOTHER'S MAIDEN NAME - 14. NAME OF HUSBAND OR Wi
Lewls Campbell Unknown Tk

15, WAS DECEASED EVER IN U.5. ARMED FORCES 14 SOCIAL SECUIDITY . |17, INFORMANT Address

(Yes, ng, or Unknown)] (If yes, give war or dates of
Stata Hospital Records, St. Jo

No
18. CAUSE OF DEATH (Enter only one cause per line for {a), {b), 2nd (c). B! N

PART |. DEATH WAS CAUSED BY: ONSET AND DEATH
mmepiaTe causk ) General Debility Months

Arteriosclerosis Genersl 5 Years

2
3 / (Type or print)
4

5
¢

DOCUMENT

Cenditions, if any, DUE TO (b)
which gave rise to
above cause (a),

Isfgﬁno the under- ) DUE TO (o) Diabe'tis Umm

Jlying cause last.

PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal PART . If deceased was female wa
diseass condition given in PART 1 (8) there a pregnancy in last- 90 days.

[Ove [ One | O ke
T9. JOAS AUTORSY | 0% ACCIBENT SUICIDE HOWICIDE | 205. DESCRIBE HOW INJURY OCCURRED. (Ener nafure of nlry 1n PART 1 or PART 11 of m 18)
- + Tt

[

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

20c. TIME OF Month, Day, Year |
INJURY .

20d. . INJURY QOCCURRED 20e. PLACE-OF INJURY (e.g., in:or about home, | 20f..CITY, TOWN, OR. LOCATION COUNTY
WHILE AT WORK ] farm, factory, street, office bidg., etc.)
NOT WHILE AT WORK [OJ

2. 1a ded the d. ed from 6-9-63 fo_._édm_md last samlive on 6—-1 0_6'%

Death occurred |!41Q=.LS_AM m on the dare stated sbove, and to the. best of my knowl-dge. from the causes stated.

72 SIGNATURE 0 T T3b. ADDRESS T2c. DATE SIGNED
W %M m - |State Hospital, St. J oseph, Mo, }6-10-63

23a. BURIAL, CREMATION, | 23b. DATE Zac. NAME OF CEMETERY. OR CREMATORY 23d. LOCATION (City, town, or county} {State)
EMOVAL (S, ify)
ﬁemov June 11, 1963| Daniel Funerszl Home Ash Crove. Missonrs

24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. | 26. REGISTRAR'S S ATUR} N

Meierhoffer-Fleeman Inc., St. Joseph, Mo,| 2ot indb il

{Licensed Embaﬂar 5: Statement ‘on Reverse Side)

USE BLACK INK
.Tﬁ)‘ﬂR 4 M:T) MEDICAL CERTIFICATION

TYPEWRITER: RIBBON

SHOULD READ

BY AFFIDAVIT OF

ITEM NO.




STATEMENT BY LICENSED EMBALMER.

| hereby certify that the body whose nameé is recorded on the reverse side of 1hi's certificate was embalmed by me, g.-&(ﬁ’

‘or by - : A Student Embalmer No.__

.working under my personal supervision. Mﬁ(ﬂ%
Student : Signe

Signature of Student Embalmer

Licensed Embalmer No

Nofe The above MUST BE SIGNED BY THE LICENSED EMBALMER in hls OWN HANDWRITING. (Fail
with the above constitutes grounds for revocation of license).
If embalmed by a STUDENT, he also shall sign in his OWN handwriting.
if this body is N6t embalmed, fact should be so stated above.




