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WRITE PLAINLY—USING UNFADING BLACK INE-—MAKE A PERMANENT RECORD (T,

HEDOCT 11 1992 .
REG. DIST. NO. Vi i 21_

THE DIVISION OF HEALTH OF MISSOUR!
STANDARD CERTIFICATE OF DEATH

PRIMARY AEG. DIST. No. _ L0 X ® vittrar's No

21607

State File No.cwur.e.

ratireremnsnss reseans sem

28

"BIRTH KO.
I. PLACE OF DEATH 2. USUAL RESIDENCE (Whers decessed lived. If fnstitution: residencs befo:e
a. COUNTY Jackson a. STATE Missouri b. COUNTY 1 .leg opieimion:
b. CITY (I oatoids corpurste limits, writa RURAL and give ¢. LENGTH OF c. CITY (U outsids corporsts limits, wrisa RURAL and give township®
OR townghip) STAY {in this place) .
TOWN Kansas City SYEARS TOWN Kansas City rd (o
d. FULL MAME OF 11 in tal or jnstitution, sddress or loeatio d. STREET I 1, location)
HOSPITAL OR {Hl pot in hospital or glve strent or loeation) ADDRESS 69i6mnBadi‘es 3 ‘b \{)
. INSTITUTION  General Hospital No, 1
3. NAME OF a. (First) . b. (M1ddle) €. {Last) 4. DATE (Mouth) (Day)  (Year)
{ Type or Prini) Phyllis Coccern Frame DEATH 9 2L, 52
5. SEX l 6. COLOR OR RACE | 7. ":‘liARRIED BIE\‘I,EEQESRR'ED ), 8, DATE OF BIRTH 9.1.3;55 (ln n)ln .:' UNDER lﬂ ; L - N
DOWED, (Bpecify . bisthday] outhe ours | Min.
F Es "1 |Berre -£-(236 | 14 l |
10a. USUAL OCCUPATION (Olvekindof work | 10b, KIND OF BUSINESS OR N- | 11. BIRTHPLACE ; : 12, C
doudnﬂncmmd-uungm‘.mﬂnu:d) DUSTRY B (Cicy and State or Forsign cf‘“'!" O COI.I:II;}TZ'E!'\"?F WHAT
/oS En (CF t- s ETNANY MMJ‘ou&i S A
133, FATHER'S MAME l3b. MOTHER' S MAIDEN_NAME 14, NAME OF HUSBAMU Ok WHPE
; vot | Dor Ronenrt FRAmr
I5. WAS DE&EASED EVER IN U.S. ARMdED FORCES? IJ; SOCIAL SECURITY 17. INFORMANT'S SIGNATURE OR $ B A'DODRESS
(Yee. 00,01 nown) | (If yem, give war or dates of servics) 0. Es 2N UL
Alo S 972-3¢ - 17544 Ro s ne:
18. CAUSE OF DEATH MEDICAL CERTIFICATION INTERVAL BETWEEN
| Enter only cnecanssper | |, DISEASE OR CORDITION _ % 1 aiti ONSET AND DEATH
line for (2), (b), and () | DIRECTLY LEADING TO DEATH"(q) Acute pericar 8
*This does not mean ANTECEDENT CAUSES
the mode of dying, such | Morbid conditions, if anp, ﬁlﬂq DUE TO (b)
-as heart follure, asthenie, | Tide o the above cause (o} stating -
de. Il means ihe dis- the underlying cause last.
case, infury, or complice- DUE TO (c)
tion whick coused death, | 11. OTHER SIGNIFICANT CONDITIONS D ] u
Conditions contributing to the death bul not !
related to the disease or condition causing death.
9a. DATE OF OP‘FI%AN 19b. MAJOR FINDINGS OF OPERATION m._AUTOPSY?
21a. ACCIDENT (Bpeciiy} 215, PLACEOF INJURY (e.s.. Inorabont | 2Ic. (CITY, TOWN. OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE bome, farm, factory, strest. offlee bidg..et0) .
- HOMICIDE @ - R .
2id. TIME (Moath) (Day) (Year) (Hour) 21e. INJURY QCCURRED | 21t, HOW DID INJURY OCCUR?
: o ) 'WHILE AT HOT WHILE -
INJURY | = | “work AT WORK

2. I hereby certify that I attended the deceased from . Augs 18 1852 1o _ng,_zl._ 19_52. that 1 last saw the deceased

_52, and thet death occurred at T2 10Pm., from the causes and on the date stated above.

. alive on , 19

Z3a. SIGNA ameinr MD (Degeoor uue)) 23b. ADDRESS 23c. DATE SIGNED
AB/LQ‘L»‘/\ A 2hith & Cherry - - | 9-25-52
lli' EIA\!FAL{E;!,E&:] 2db. DATE 24c. NAME OF CE‘MEI‘ER‘! OR-GREMATORY A)CEATION {City, town, or eounty) (Eiate) ..
fgumu_ 7\ 5ep7-27-4/¥52 M?.demenwﬁmgnpy NIAS 0/7'1{ Mzssoum
DATE REC'D BY LOCAL | R RAR'S SIGNATURE 25- FURERAL DI RECTOR"S §IGNATURE ADDRESS

REG -
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STATEMENT BY LICENSED EMBALMER

I hereby ce ify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by— .
CEMM ........ 1O - OO VS . Student Embaimer o, . ¥ 7.2

working under my personal supervision.

Student Mlm i 7 ..~_....--..._.._._._....__.-.-_.,..%—._. et
. Licensed Embalmer No , CI‘ 6—2

Student Embalaer
: P. O. Address /K C & M

" Note: - The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING (Fadm-e te comply w:tl'l
the above constitutes grounds for revocation of license,)
If this body is not embalmed, fact should be so. stated above.




