No. 300 HlEI] AUG 19 b THE DIVISION OF HEALTH OF MISSOURI 26905
10,48 18 1351 STANDARD CERTIFICATE OF DEATH State File Now =PI 0D
' BIRTH NO. REG. DIST. NO. [ﬁ!f PRIMARY REG. DIST. W0. _ L 2O Registrors No......._..".':'.Q_Q_..
0 1. PLACE OF DEATH - 2. USUAL RESIDENCE (Whers deowssed lived. If finstitution: residence befors
2. COUNTY Jackson 2 STATE 13 ggouri b. COUNTY yornon ™=
b. ccl"lr‘Y (If ooteide corpurate Umits, write RURAL and give g_r I?ENGTH OF i ¢ _ng (If outekls carporata limits, write RURAL and give township)
5 town Kansas City tovmabie) “Monthi Town Nevada J4¥ 2
: d. FULL NAME OF (If not in hoapital or lnstitutios, eive strewt sddrass or losationy ||  d. STREET Qf rarat, give Lration) ™
HOSPITAL OR ‘

S mstirution  St. Luke's Hospital *aboReSs 827 North Lynn / \ |

§ 3 NAME OF o (i) b (Miadle) c. (Las) 4OATE (M) (Dap)  (Yew |

o | ot W7/ oo a4 Favlconer | oo July 29, 1951

& 5. SEX [) |[® COLOR OR RACE | 7. MARRIED NEVER MARRIED, | 6. DATE OF BIRTH 5. AGE Un years| ¥ OOG | TUR | 7 008 0 Am,

g WIDOWED, DIVORCED (Bpacity) ; last birthday) Maaﬂa, Days | Houra | Min,

M W Married _ /7 | May 13, 1919 32 I
102, USUAL OCCUPATION (Givekind ot work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (Siaw or forels souutry) 12, CITIZENOF WHAT
Gusing mowt of working lite, even If retired) DUSTRY & COUNTRYT |

A Zlectrician Missouri |

< 13a. FATHER'S MAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE

& Otis Faulconer ] Cleo Porterfield Vera B, Faulconer

i | 15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16, SOCIAL SECURITY | 17. INFORMANT'S SIGNATURE OR NAME Mo ADDRESS

(You, unknown) | (I yes, sive war or dates of servies) Lo NO.

3 es Wow. TT . - Mrs.Vera B. Faulconer,827 N.Lynn St.Nevada

| [l's. cause oF pEATH - MEDICAL CERTIFICATION R n@m

& || Enteronty cnecsuseper | 1. DISEASE OR CONDITION . ONSET

% | imotor (o, (b, and ey | DIRECTLY LEADINGTO DEATH" ) Aecole /]/clpﬁ PIZZ 5

i «T2ts does mot mean | ANTECEDENT CAUSES _

the mods of dying, tuch |  Mortid conditions, if any, gistng DUE TO (1) hd
-3 |l s heartsoure, asthenta, | rise to the above conse (o) etating _
[+ atc. It meoms the dis- | SR underiving cauze laat. ’ ) \i
o zare, infury, or complica- DUE TO (e) AN

= || tien which couscd deazh. | 11. OTHER SIGNIFICANT CONDITIONS - Zien
« 8 " Conditlons contributing to the death but not b

< related 2o the disease or condition causing deadh.

& [ ta. 0ATE oF oPERA- | 19b. MAJOR FINDINGS OF OPERATION 20. AUTOPSY?
= TION
LB ves N wo [

»  |[21a AcCIDENT @owclly) - | 21b. PLACEOFINJURY (s lnorabous | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)

b SUICIDE boma, farm, fastory, street, offios bldy.. #te.)

z HOMICIDE

Z |21 TIME  tcsm) e (Fmn Eoan | 2le. INURY OCCURRED | 2H. HOW DID INJURY OCCURT

I IUURY . ) WHILE AT NOTWHILE

o m. WORK AT WORK

E 2. I hereby certify that I atlended the de d from , 18 . bo , 18 , that I last saw the deceased

< alive on 19 A and that death occurred ai _______ m., from the causes and on tha date siated above.

b |l Ze. SIGNATURE Richerd G Schaﬂ' {Degron o7 title)_ | 23b, ADDRESS K:C, Mo I 2. DATE SIGNED
g Ckaned O St fil %d Re NP, 7- 29-57
| E 242, BURIAL, CREMA- NAME O RY OR CREMATORY | 24d. LOCATION (Dity, town, or county) (State)

Tion Rznovuca-um M3 . :

§ Removal # 1/ 2951 Nevada, Missouri

DATE REC'D BY LOCAL | REGISTRAR'S SIGNATURE 25. FUNERAL DIRECTOR 8 S|GNATURE - . ADORESS
7. 3p- _‘../REG-E - STINE & McCLURE, Kansas City,Missouri
.

(Licensed Embalmer’s Statement on Reverse Side) Y




P RASE

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

wotking under my personal supervision

Student Embalmer Mo,

frirerrarenresenae Hreerrarrararanns S:gm'.d W@ﬁ 2 64%
Student Embalmer

Ln:en-ed Embalmer No Lll( 7 y
biote: 7

P. 0. Address / < G) o : .
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,)

Student

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




