s - Y THE DIVISION OF HEALTH OF MISSOURI
wooo | FLEDAPR 16 1043 sTANDY 12368
10.48 . ANDARD CERTIFICATE OF DEATH State File-No... ’
' BIRTH NO. REG. DuST. wo. [/ 22 priMaRY RE6. DIST. wo. /00D Rogistvars N,.__;l,.328. -----
#g T PLACE OF DEATH Z USUAL RESIDENCE (Whare deceased lived. If institution: reeidencs before
a. COUNTY , N asTATE . . - b, COUNTY adugimlon),
3 Jackson Hissouri Jackgons
b. CITY (H cuteide corpurate Umits, write RURAL and give c. LENGTH OF ¢. CITY (If cutsids corporste limita, write RURAL snd cive townahip)
g OR ) towostip)| STAY fin thia place} OR 3
TOWN ZTangas City /90 / - TOWN  Kansas City o
a_ d. FULL NAME OF (If not in bospital or institation, give streat sddro or loeation) d. STREET (Il rara!, give location) : -3
o) / HOSPITAL OR ) ADDRESS
o INSTITUTION 39938 - )0 £aall 3238 Montgall o
ﬁ 3. NAME OF 5. (First) b. (ddiddle) C. (Lust) 4 DATE (Month)  (Day) (Year)
B (TwoeorPrint)  Lewis Perce Dollison DEATH 322 49
, é 5. SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, , | 8. DATE OF BIRTH D, AGE (1o years| If UNDER | TEAR | IF UWOER 3 Aas,
& W, 1 . " WIDOWED, DIVORCED (chuu/f : last birthday) | Montha ‘ Days | Hours | Min.
a White Merried Moy 30 1883 | __ 65 |
§ 108. USUAL OCCUPATION (Cive kindafwork | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (Stats or forelgn country) 12, CITIZEN OF WHAT
ﬁ dona daring moat of working Lifs, even if retired) K.C Ter DUSTRY COUNTRY? .
B Signal Tnspector erming Xansas .
< 13a. FA‘I’HER 5 NAHE 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
a James Frank Dolligonl Clarinda Perce | Fannie Dollison ’
iz Il I5. WAS DECEASED EVER IN U.5. ARMED FORCES? | 16. SOCIAL SECURITY |17 INFORMANT 'S SIGNATURE OR NAME ADDRESS
< Y. no, oru#:rn) I [$¢) of sorvice) None NO.
3 ) "FEF Wl W 7" | Fannie Dollizon K. C. Mo,
| 18. CAUSE OF DEATH MEDICAL CERTIFICATION . m"ﬁm
i || Enteronlyonecsuseper | I, DISEASE OR CONDITION _
Z | Linefor (a), (b), and (¢ | DIRECTLY LEADING TO DEATH® () 40_%
.a *This docs mot mean | ANTECEDENT CAUSES 7 .
the mode of dying, such | Aforbid conditions, if any, giving DUE TO (B 7 :
3 -l @ heart fotlure, asthenia, | tise to the above cause (a) sating i ] . \ . R
=] cde. It means the diy. | e underiying couse last. ? LJ D’o
oy ease, infury, or compli DUE TO (g) £ .
% || tion which caused deat. | 11. OTHER SIGNIFICANT CONDITIONS - '
5 . Conditions mtr{budiﬂg tothc death bul—mt
g ), related to the di death. MARAAS— :
&= | 19a. DaTE or/oeﬁghg 19b. MAJOR FINDINGS OF OPERATION . i ' . 20. AUTOPSY? _
-4
z | e | s 0 w0 50
|| 212 ACCIDENT (Bpeelfy) 21b. PLACEOF INJURY te.g..inorabout | 2lc. {CITY, TOWN, OR TOWNSHIF) (COUNTY) (STATE)
h SUICIDE bome, farm. Iagtory, street, offics bidg.,e18.) . T
E HOMICIDE P i
g 214. TIME (Mo Day) (Yes) (Houn | 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR? N
oy WHILE AT . ' -
l INJUI . m. | WoRrK nww e - - - -
= 2. I hereby certify tEah1 attended th Fased from %@19 , lo _3;&&, 19 "that I last eaw the deceased
E' alive on ; , 19674 and that degih olcurred at - ., Jrom the causes and on hc date stated above.
2. || 2a. SIGNA‘I‘jRE .- We /- Harned ~ViDegres or title) | Z3b, ADDRESS | Zic. DATE snsm-:o
. - 3-25%
g 2s BURIAL | l 24c. MAME OF CEMETERY OR CREMATORY | 24d. LOCATION (Olty, to county) (Gtatd)
g 3/24/4-9 Shounee Cen. Shaumnee Fansas )
R S SIGNATURE ’ 25. FURERAL DI RECTOR'S S| GMATURE ‘ADDRESS
3. Gates F

(Licensed Embaimer's Staternent on Reverse Side) P




SIr o Vo, Heaitred
© 3/ JGasT  WerZhmas &‘A{f;

STATEMENT BY LICENSED EMBALMER

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

st enrareeboe b Eabetabene et emermanateanee s eesbarabs , S$tudent Embalmer No.

working under my personal supervision,

SEUABAT wuvunsecrosrvanaacsnsnsascsvsssnnes Signed...........,
Student Embalmer

Licensed Embalmer No-i— g

P. 0. Address. 3. off&%% A ‘i{

Note: The abme MUST BE SIGNED BY THE LICENSED EMBALMER in his QOWN HANDWRITING. (Failszo %ﬁr with
the above constitutes grounds for revocation of license.)

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




