MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH : '63'50399’76

DEPARTMENT OF PUBLIC HEALTH AND WELFARH

Registragion District [ A A i i i Patri . . i g .

E 'a!mn': stric _Hnr‘_r o5, —_Primary Regintration District No. __.Q.Q.z—d_ﬂegurrar s No. ______ % =
T TS T J NS

STATE FILE NUMBER

DO NOT WRITE
ON THIS 5TUB AMENDED

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institutian: Residence hefore
a. COUNTY & STATE b, COUNTY
Mo Jackson

b. CITY {If outside rate limir ve TOWNSHIP anly)s Length of stay in 1b c. CITY Inside Limits
OR
TOwN -14._& / ! — TOWN —I{—.e.—}.ﬂbﬁ s [ No[J

€. FULL NAME OF {If NOT in hoapnal give location} d Inside Limita d. STREET {If cutside, give location) side on Farm

admission)

VS 300
Rev. 4/59

HOSPITAL Of ADDRESS
INSTITUTION Ja cksonCoun ty Hop Yer f No D RR3 Yes J Ne[J

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

{Type or print) OF
Inez Jones DEATH 10 8 1963
5. SEX 6. COLOR OR RACE 7. Marrind [ Nuvzr Married [J |8. DATE OF BIRTH | & AGE [lasr birthday) | IF UNDER-1- YEAR IF UNDER 24 HR

DATE AMENDED

F C Widowed Divorced ] TJHIO'IO‘wn 1 ] o - Months | Days Hours Min,

10s. USUAL OCCUPATION (Glve kind of work done | 10b. KIND OF BUSINESS QR INDUSTRY| 11. BIRTHPLACE [City and stale or country} | 12, CITIZEN OF WHAT COUNTRY

during most of warking life, evan if retired) U’NKOWN UNKOWN
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE
UNKOWN UNEKOWN UNKOWN
15. WAS DECEASED EVER LN U.5. ARMED FORCES? 16. SOCIAL SECURITY NO. 17. INFORMANT Address
(Yes, no, or unk ¥} (If yes, pive war or dates of sarvi
ol F yes of JACKSON COUNTY HOSPITAL

18. CAUSE OF DEATH (Enter anly one casuse per line INTERVAL BETWEEN
PART 1. DEATH WAS CAUSED BY: S ONSET AMD DEATH

IMMEDIATE CAUSE {s)

DOCUMENT

Conditions, if any, QUE TO (b}
which gave rise to
above cause (al,
stating the under-
fying cause last. DUE TQ {s}

PART Il. OIHER SIGNIFICANT CONDITIONS CONTRIBUTING 10 DEATH but ner relsied to the terminal PART 1. If decemed was  female  wos
diseass condition given in PART ) () there & pregnancy in last 90 days.

ID Yer ] 0 No | O Unknown

—WAS AUTOPSY | o0s. ACCIDENT SUICIDE HBOMICIDE. | 20b. DESCRIBE HOW INJURY OCCURRED. [Enter nature of injury in PART | or PART II of item 18.)
PERFORMED?, O (m] 8]
ves J No{O

- TIME OF How: Month, Day, Year I
INJURY o.M,
p-m,

. INJURY OCCURRED e. PLACE OF INJURY {2.g., in or about hame, | 20f. CITY, TOWN, OR LOCATION COUNTY
WHILE AT WORK [] farm, factory, atreet, ofice bldg., etc.)
NOT WHILE AT WORK [J

| attended 1he decoased fmm_}_]_: 98—6 3 1o ] { Iug.-.ég_—and last saxﬂ’?,:‘ alive an 10 - 7- 6 3

Death occurred st 2:25 a.m m on the date siated above, and fo the best af my knowledge, from the causes stated.
[ 22. DATE SIGNED

Joa oo, o 2ot o720l 10743

¥ I 23 | [+ 10 o unty) {State)
Uﬁi%%g'? 01163 | K. C. Dental CdZlege. LAFE HoSh T R

24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. 26. REGISTRMR’'S $|GNA;|'URE -
Kerford Funeral Home /o— so-63 @4 -/—;n_«.z__

{Licensed Embalmer‘s Statement on Reverse Side)

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATICN

USE BLACK INK

TYPEWRITER RIBRBON
SHOULD READ
Mc Galla

BY AFFIDAVIT OF

T_P

ITEM NO.




STATEMENT BY LICENSED EMBALMER

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

Student Embalmer No.

or by

working under my personal supervision.

Signatura of Student Embalmer i g
- ) Licensed Embalmer No.’g%%
= - ..~ - PO Address%
. T - -

vy ~—
Note: . The above MUST BE SIGNED BY THE LICENSED EMBALMER in h1s OWN HANDWRITING (Failure' to comp?y_

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.

Student




