“No.s00  HLEDNOV <6 135] THE DIVISION OF HEALTH OF MISSOURI '%’?2’?5

No. 300 2
o3 { STANDARD CERTIFICATE OF DEATH Stte it N
’ /¥ %
mn/ X
: BIRTH KO, . REG. 0/ST. @'ﬁt—;;:z &L. et Wm‘;mm 1 No. ....'.5(‘?..-.._
0 . 1. PLACE OF DEATH K -.“65’ M= ® "A‘if_gUAL RES'DENCE {Whars decosssd lived. If iastitution; fr-u!anoa before
a. COUNTY a. STATE adminion),
Jackson Missouri b O Y hariton "
b. CITY (If outcide corpuratn limit, write RURAL and give ¢. LENGTH OF c. CITY (M outaide corporate Hmite, write RURAL ncd give township)
. townabip) | STAY (in this placw) OR ?_ / 0
TowN  Kangas City Dayd| Town Keytesville \/ J
d. FULL NAME OF (If not in hospial or institution, give streot address or loeation) d. STREET (If rural, give location} A /
HOSPITAL OR AD|
INSTiTUTION Jeneral Hospital DRESS
3 gECEAS%I-'D a. (First) b. (Middle) ¢. (Last) | 4. DATE (Menth)  (Day)  (Year)
{ Twpe o1 Print) Raymond LEsrIE. Faris DEATH 11- 11- 1951
5. SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH 9, AGE (In yenma| IF UNDER [ YEAR | [F UNDER 24 s,
WIDOWED, DIVORCED (Bpecity) . Iaat birthday} |[Monthe| Days | Hoyrs | Min.
Male White __Single /) 2-1321961 | [
10a. USUAL OCCUPATION (Give kind of work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (8 i
done during most of working ke, eves if :L::r::i) ) DUSTRY fate or forelgn country} d IZCSLT;:_JZ_EE‘I; ?F WHAT
Laborer , Wabash Railiroad Miasouri U. S, A
13a. FATHER'S MAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE
Joseph N. Faris | Elizabeth S 1__None
I5. WAS DECEASED EVER IN U_.S. ARMED FORCES? | 16, SOCIAL SECURITY 7. INFORMANT'S SIGNATURE OR NAME ADDRESS
(Yes, no, or unknown) | (If yew, give war or dates of service}
NO 3 Hoﬂa?ﬁ Mr. :l B o hay 8% A 10
18. CAUSE OF DEATH W DICAL CERTIFICATION -~~~ INTERVAL BEYWEEN
ONSET AND DEATH

| Enteronly onecauseper | 1. DISEASE OR CONDITION

line for (a), (b), and (c) | DIRECTLY LEADING TO DEATH® (4) =iry fa'l (AA LA A /.M v Zia

. f
“This docs mot mean | ANTECEDENT CAUSES q / p p 7 , ’7 of A ) ; J"
the mode of dying, such Morbld condifions, if ary, giving DUE T 14 7\ VLN LI £ AR ]
as heart fetlure, asthenia, riae to the abore cause (a) stating
the underiying cause last

jﬂ

— - ~ B
de. It means the dis- - ’ M Jy, / /
caze, infury, or complica- DUE XDA:)@ / J .|, ALY LI ML LB ' /439 oy

tion which caused deagh. | 11 OTHER SIGNIFICANT CCNDITIONS

" Cunditions contributing to the death but not {\ Q 4 gq ,

related Lo the disease or condition cousing death.

19a. DATE OF OPERA. | 18b. MAJOR FINDINGS OF OPERATION : Lo '5'5 20. AUTOPSY?
] Ny "ESE no [
2ic. (CITY. TOWN, OR TOWNSHIF) " (COUNTY) LSTATE)

ICIDE
MICIDE

rm. factory,strast

21a. ACCIDENT (Bpld!y) Z 21b. PLACE OF INJURY (e.g.. in or about
EHoe bl 1)

o SO &7; ‘h o

Zld T(!’I:_IE tMont.h) LDw) . (Year) (Houn 2le. INJURY OCCURRED 2tf. HOW DID INJU QCC
-y WHILE AT NOT WHILE .
& INJURY %)“U‘. = /457 = | “work AT WORK @// R <o)
— - - L™
22. I hereby certify that I attended the deceased from 19 , lo , 18 , that I last saw the deceased
y~ alive on , 19 and that death occurred at . m., from the causes and on the date stated above.
_SIGNATYRE UGN o His OVENS "% (Degree or title) | 23b. ADDRESS

. 23c. DATE SIGNED

[~ /251

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

%NB IC.JA‘;. CREMA- 24b. DATE l 24c, NAME OF CEMETERY OR CREMATUR . , Or county) (Siale)
Burial & | 11.14-1951 Roanoke
DATE REC'D BY LCCAL REGISTRAR'S SIGNATURE 25, FUMERAL DIRECTOR'S SIGNATURE ADDRESS
W= s2 - -5 Mrs, C.L.Forster , Kansas City , Mo

(Licensed Embaimet's Statement on Reverse Side)




'Y 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 —

7

- . s Student Embalmer No.

working under my personal supervision.

Student R e il ...............{.' Signed.... >l ... . A P B

“Student Embalmar, N, s s~

‘ 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. ' oo

L - v ! - . *




