M MIVINWIN W ALl W o ivileswsung

L)
. No.300 Mel JUN 23 13950
o2 ‘ STANDARD CERTIFICATE OF DEATH 20583,
BIRTH NO. . REG. DIST. NO. M PRIMARY REG. DIST. m-‘?__dgé Registrar's No. x&-
~J 1. PLACE OF DEATH 2 USUAL RESIDENCE (Where decessed lived. If ingtitution: fesidence befors
. COUNTY . . - . misston),
x(, . Jackeon e STATE Hissouri  © “UNBgekson
/ b. CITY (U1 outzide corpurate Limits, write RURAL and give ¢, LENGTH OF c. CITY (If outalde corporate Umits, write RURAL and give townahip)
. townahip) | STAY (in this place) 0 f
TOWN Independ TOWN Independence V4 jf
d. FULL NAME OF (If not in boapital or institution, cive street addres or location) d. STREET (i rural, ghve locatton)
HOSPITAL CGR ADDRESS
INSTITUTION — 7181),  Varmort 181); Vermont
S'I:I;‘E%héﬁs%% 8. (First) b. (Middle) c. (Last) K ' 4. DS-P.; (Month) (Day) (Yean)
{ Type o7 Print) H LATTMER OEATH June 19 1950
5, SEX é 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8, DATE OF BIRTH 9. AGE (In years| IF UNDER 1 YEAR | & UOER 21 may.
o . WIDOWED, DIVORCED (8pacity) . Lust birthday} | Manthe l Days | Houra | Min.
White Varried larch 1, 1885 5 |
10a, USUAL OCCUPATION (Gwekind of work | 10h. KIND OF BUSINESS OR IN- | (1. BIRTHPLACE (State or forelgs country) 12. CITIZEN OF WHAT
don.dur_inlmnllol:rnrhluﬂll.c"nuwdud) DUSTRY . . O COUNTRY?
Pipe fitter x Cabool, Missouri .3

13b. MOTHER'S MAIDEN

Rachel Eiland
6. SOCIAL SECURITY

13a. FATHER'S NAME

John VWarren Latimer

I5. WAS DECEASED EVER IN U, 5. ARMED FORCES?
(Yes, no. or ynknowa} | {If yes, xive war or dates of sarvion)

14, NAME OF HUSBAND OR WIFE
T

NAME

= G
7. INFORMANT'S 51{GNATURE OR NAMEdep, APBRERS-1

Jine for (s), (b, aod (e | D!RECTLY LEADING TO DEATH ()

ANTECEDENT CAUSES

Morbid conditions, if any, DUE TO (b}
rise to the above mua{ {a) :ﬂﬁm
the underlying cause last.

*This dots nod megn
the mode of dying, ruch
as heart failure, asthenia,
ete. i menns the dia-

ease, injury, or complica- DUE 7O (c)

Ho X Unknowm ! Westvort Road
18. CAUSE OF DEATH MEDICAL CERTIFICATION INTERVAL BETWEEN
_Enter calycnecauseper | 1, DISEASE OR CONDITION . CNSET AND DEATH

1. OTHER SIGNIFICANT CONDITIONS

Conditions contributing lo the death but not
related to the disense or condition causing death.

tion which coused decth.

40|

19a. DATE OF OPERA- | 190, MAJOR FINDINGS OF OPERATION 20! AUTOPSY?
TiON .
L YES E] NO E
21a. ACCIDENT (Bpecity) 21b. PLACEOF INJURY (a.g..inorabout | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE home, farm, fagtory. street, offics bldg..eta.} .
HOMICIDE _ K
21d. TIME (Month) (Day) (Year) (Hour) 21e. INJURY OCCURRED | 211, HOW DID INJURY OCCUR?
' WHILEAT NOT WHILE
INJURY WORK AT WORK

2. I hereby

alive on IQIQ, and that death oceurred al

certify that T afignded the deceased from !llﬂ_‘_l.z. 19850,

, 18 , that I last saw the deceased
A., Jrom the causes and on the date stated above.

WRITE PLAINLY—USING UNFADING BLACK INK—MAEE A PERMANENT RECORD >
Y
~f

2%. SIGNA l) (Degree or title) | 23b, ADDRESS . f 23%. DATE SIGNED
okl 4737. 0 . [ 037 LWiswss (. 6-/9-50
24a. BURIAL, € A- | 24b. DATE 24c. NAME OF CEMETERY OR CREMATORY 24¢. LOCATION (City, town, or county) (Btate)
TION, REMOVAL Foacity . . .
Burial Sty=HEry's Cemetery Kansas-City, Missouri
DATE REC'D BY ]..OCEAGL EGIS/[ R'S SIGNATURE % 25. FUNERAL DIRECTOR'9 SIGNATURE ADDREAS
R
#1 28-(253 1 2F ol WILKS FUNERAL HOME 2315 Lirmood K,C.3 Mo

<

—(Licensed Emballner's Stafement on Reverse Side)

e il b
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STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whos_e name is recorded on the reverse side of this certificate was embalmed by me, or by_.__

. . .Studant EmbBalmer No.ssiveenrosvsnonnsanaa veea
working-under my personal supervision.
Snmeiég@_&éwfvﬂd 154
Signed..... tetineenanrrEr s asctunnanse rasera ﬁ
Student Emba Imer Licensed Embalmer é % g‘

P. O. Address / e 0

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply witl
the above constitutes grounds for revocation of license,)

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

. m lmea



