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1. PLACE OF DEATH 2. USUAL RESIDENCE (Wbere decessed lived. If jostitution: residence befors
ad:nision),

wonY T4 ewson ST Missaurs """ TJAcksen (s

b. CITY mp&. corpurata limits, write RURAL and give ¢. LENGTH OF ¢. CITY (If cutedde corporate limits, write RURAL and give township) 5
wawnahip)

. STAY (in chis place) OR .
o kAnsas Criy TIV\CoYears)| ™ KansAs City b
(¥

d. FULL NAME OF (Izm. in hospital or institution. xive street address or loostion) (It rural, give 10&"0!1)

HOSPITAL OR AKESID E HOSPiJ‘ﬂi.‘ * ADDRESS o4ty //stAjaT AIIEAJU.E

INSTITUTION
3. NAME OF a. (First) b. (Middle c. (Last) 4, DATE (Month) (Day) (Year)

DECEASED -
(TrpearPriﬂ!)MRs Loa . Mae dnpueMC LAREN oERTH MARcY - /P49

6. COLOR QR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH 9. AGE (o years| IF onDER | YEAR | o UNDER u s
. birtbday) Mcmhs' Days Ennnl Miq,

WIDOWED, DIVORCED Last
FEMA L;/ | Waive WihowED T |.dprri-b -/ F6S5| Faveras

10a, USUAL OCCUPATION (Giwekind of work | 10b, KIND OF BUSINESS OR _IN- | 11. BIRTHPLACE (Biate or forelgn oountry} . 12. CITIZEN OF WHAT
ﬁmdnﬁn‘m of workiog life, oves I reticed) DUSTRY - COUNTRY?

oME - .- PLYMaon-[ _LA(./Na'f' .34

“laa. FATHER' S NAME 13b. MOTHER'S MAIDEN NAME 14] NAME OF HUSBAND OR-TPE

cToseped  WRICHT O nieNowet  CHamees flare

I5. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT'S SIGNATURE OR NAME ADDRESS

f‘{umﬁkﬂown) (H:H-ﬂ:o:rlfm.'dnanfurﬂm) NONE NO. MR& ORMA ypEMN ﬁ ,cﬂfs N, } 4 AV:

18, CAUSE OF DEATH MEDI CERTIFICATION INTERVAL
| Enter anly onsceuseper | 1. DISEASE OR CONDITION _ ONSET AND DEATH
Jime for (8, (b, and (¢ | DIRECTLY LEADING TO DEATH® 4 g - PR

WRITE PLAINLY—USING UNFADING BLACK INE—MAKE A PERMANENT RECORD

“Thls does ot mean ANTECEDENT CALSES N
the mode of dying, tuch | Morbld conditions, if any, giving DUE TO (b)
‘(i ar heart fofture, asthenia, | rise to the above cause (o) dating
e, It means the dis- | e underlying cauae last,
eaae, fnfury, or complica- DUE TO (£)
tion which coused death. | 11. OTHER SIGNIFICANT CONDITIONS -
Condittons contributing to the death bul not u 9’9,, p I
related to the disease or condition causing death.
19a. DATE OF OPERA- | 19b, MAJOR FINDINGS OF QPERATION [ 20, AUTOPSY?
TION
ves L] wo D

21a. ACCIDENT {Bpwcity) 21b. PLACEOF INJURY (o.g. lnorsbout | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)

SUICIDE homa, farm, factory, streat, office bldy.,ez0.)

HOMICIDE
2td. TIME (Month) {Day} (Year) - (Hour) 21e. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
: F - WHILEAT [—] NOT WHILE

INJURY = | “work L J- ATwoRK

22, I hereby certify that I altended the deceased fromL‘;ﬁ\_ IB_ZZ lo _Lﬁ_ 19 , that I lagt saw the deceased

alive on —_ =1 , and _that death occurred at .m., from the couses and on the dale sialed above.

(Deﬁr gg #3b. ADDRESS / W
) -) ) 045, 4

2 .Na g En M'c?\.lr?ﬂ.c“m' 24b. DATE l 24d, NAME OF; cx-:MErERf CR-GREMATORY TION {Oity, WD, o5 oo

. (Bpeciiy) -

urinl  \Mar. 21749 Emssr e Ceperery ansasCery [SSOUR/!
DATE REC'D BY LOCAL | REGISFRAR'S SIGNATURE {75. FUNERAL DIRECTOR'S $IGMATURE ADDRE
375 ;REG . /Nor-Br wg&z Bevo
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STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse gide of this certificate was embalmed by me, 0f by o oeeeerrreees

,,,,,,,, ) Student Embalmer No.

4

working under my personal supervision.

StUdEnt ceessenrrocassncannae desrsasctansne Signed... 2
Student Embalmer -

[
L ¥ / !
Licensed Embalmer No £7L q{ ’L /

' P. 0. Address (C ¥

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




