300 . THE DIVISION OF HEALTH OF MISSOURI 418@6
(- K
e | FLEDJAN 51957  STANDARD CERTIFICATE OF DEATH s LD
'BIRTH NO. REG. DIST. NO. z i 2 PRIMARY REG. DIST. NO. ___é/do Kegistrar's No, .. ..................j..‘....j..'....
1. PLACE OF DEATH B 2. USUAL RESIDENCE (Where daconssd lived. If institution: residence before
& COUNTY Jackson . s STATE Missouri b- COUNTY Jackson ‘="
b. CCIJ"I;Y (It outeide corpurate Limits, writs RURAL and give c. LENGTH OF .C. Clng (I outaide oorporste limits, write RURAL sud give townshin)
ywnahi;
@ 1own Kansas City omnatin gﬁ TOWN Kansas City
d. FH(I).%PI;ITAALII_EOOF (If not 13 Bousital or institution, give stract address oyfocaion) dAsggng% (If rursl, givs locstlon) V
| INSTITUTION General HOSpitkl #2 2441 Flora j
3. NAME OF . {First b. (Middl . (Last
DECEASED Aal( ) d ¢ ? & (ast + Cor (Hopen) (5' ) e
{ Type or Print) exander Russell DEATH
5, SEX 6, COLOR OR RACE | 7. MARRIED NEVER hEﬂSRRIi 8. DATE OF BIRTH . 9, AGE (In yesrs] ¥ UNDER 1| TEAR | & UNDER a Kis.
Male Negro WD BWRREEC @il | ) _15-79 AT [Monse] P | Heem | e
10a. USUAL OCCUPATION (Giekind of werk | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (State or foreign sountry) 12, CITIZEN OF WHAT
douns during most of working lite, sven if retired) DUSTRY COUNTRY?
Laborer Douglas Co, Kansas Americs
13a. FATHER 13b. MOTHER'S MAIDEN NAM 14. NAME OF Hljsa R WIFE
Lﬁégﬁ ? /@ﬁ Notlamewn

5. WAS DECEASED EVER IN U,S_ARMED FORCES? | 16, SOCIAL SECURITY | 17. INFORMANT ' S SIGNATURE OH NAME ADDRESS
(Yes.no,orunknowsn) | (1f ves, xive war or dates of service) NO.

— —_— Della Jones 2550 Brooklyn
18, CAUSE OF DEATH MEDICAL CERTIFICATION INTERVAL BETWEEN
Eater only onecauseper | ). DISEASE OR CONDITION ONSET AND DEATH

"Mne for (a), (b), and (¢ | DVRECTLY LEADINGTODEATH*(,y _ Benign Hyvertrophy of prostate.

*This does not mean | ANTECEDENT CAUSES

the moce of dying, such | Aorbid conditions, if any, giving DUE TO (b)
as heart failure, asthenia, | rige to the above cause (a) stating . - - . - . -
ete. It means the diz- the underlying cause lost.

caze, injury, or complica- DUE TO (e) -
tion which caused drath. | 11. OTHER SIGNIFICANT CONDITIONS Senility ' E \ ~

-

Cunditions contributing to the death but +of
related Lo the disease or condition causing death.

UNFADING BLACK INK-—MAKE A PERMANENT RECORD

- 19a. DATE OF OP%S&: 155, MAIOR FINDINGS OF OPERATION ‘ . : ’ 20, AUTOPSY?
] ves [ wo

" 21a. ACCIDENT (Bpecity} 21b, PLACEQF INJURY (a.g.inorabout | 2lc. (CITY, TOWN. OR TOWNSHIP) (COUNTY) . {STATE)

. s-' . * SUICIDE - ’ heme, [arm, fastory, strest. office bldg., et0.} : vt
o HOMICIDE -
g 21d. TIME (Mont) (Day) (Year) (Houn | 2le. INJURY OCCURRED | 21f. HOW DID INJURY QCCUR?

OF WHILEAT [~} NOT WHILE )
| INJURY = | woRK AT WORK
» . e A
:; 22.°] hereby certify that I attended the deccased from 12-19-51 , 19 , lo .E:?.g_‘."_il_, 19..._, that I last saw the decéased
:: alive on _12722=51 | 19____ and that death occurred al _5230p m., from the causes and on the date stated above.
= || 23a. SIGNATORECS 7T Frank E1XIE (Degros or title) Eb. ADDRESS 23, DATE SIGNED
-4 N “J0 6
) 3¢ O 00 East 22nd Sireet .. . 12-26~-51
n C_ - Nws. (et . t
E  |[Z2a. BURIAL, CREMA- | 24b. DATE RG=_TAME QF CEMETERY OR CREMATORY | 24d. LQATION (Oity, town, or county) (State)-
= || TION REMOVAL @ \ > 2y . ) ;
3 “ g il BT IR A It At Yz et ALy y V2 I
DATE REC'D BY L%CE%LJ REGETRAR:E SIGNATURE o 25. FUNERALZDIREC SIGNATURE g ADDRESS
g I 7 )
lh 2757 4”. R LR s Ak et/ Al e Z LR RS
4

(Licensed Embalmet’s Staternent on Reverse Side) N




!
||

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.._.

. .. . dent Embalmer No..ieewresnonnas trresssans
working under my persona! supervision.

3ignedesssieccennanans S sessrsesseenssaaa .

oy ani : Licensed Embatmer No.... 24502

L
P. O. Address _/dg o ¢

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

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




