-_—

Wil PLALNLY:

THE DIVISION OF HEALTH OF MISSOURI

vy

STANDARD CERTIFICATE OF DEATH

State File N’o

18158

Town  Kansas City tommablo}

OR
TOWN Kansas

City

BIR hLLD MAY 21 1953 REG. DIST. NO. _ﬂ_ PRIMARY REG. DIST. NO. /_%. chulfar:Nn 2&14
I. PLACE OF DEATH 7 USUAL RESIDENCE (Whers deceased lved, If & ; Hence befors
a. COUNTY Jackson a. STATE Missouri b. COUNTY Jackson.dmx-lon)

b. CITY (1 cutelde corpurate limita, write RURAL and give GTH OF || e CITY 4. Is Residencs within Umaits of

PR

d. FULL NAME OF {If not in hoapital or institation, ive strect addn
HOSPITAL

VK% 20 g JZ

10a. USUAL oCCU P2T[0N {CHve kind of work
done d most orking lite, evan If retired)

7

and Stata or Forajgm Cwntry)

.

INSTUTION General Hospital No. 1
‘OEceasto u&“’% rt b- (Middle) :§ o {Lesty ~ A OATE " (Moot) (Dep) (Yem
{ Type or. Print) -Hobe Martin peAH b - 29 -1953
5. SEX u D] 6. COLOR OR RACE 8. DATE OF BIRTH 5. AGE Gayesnf = u&n YO | 5 Boen u s,
1 t on! Days | Hours | Min,
whitd 10-7-11 X'/ |
1. BIRTHPLACE

12 Wiﬁf WHAT

,M‘ Pl tos

- Enter only ongcanse per

5 WAS DECEASED EVER IN U.S. ARMED FORCES? | 6.

DISEASE OR CONDITION
lins for {a), (b), and (¢}

MEDICAL CERTIFICATION

pneumonia

via

"HUSBAND' OR WIFE

1
DIRECTLY LEADING TO DEATH*(,, _ Broncho

«This doet not meanm | ANTECEDENT CAUSES

acute hepatitis, uremia and

Morbid comdilions, if any, giving PUE TO (b)
rise to the abore cause (o) Hating

the mode of dyfing, such
a2 Aeart faflure, asthenie,

-

DATE REC'D BY LQCAL RAR'S SIGNATJRE g

Z1 ot 7

(Licensed Em!u!mru Statement on Reverse Side)

“Wete. It means the dia- | ‘he underiying cause last alcoholism, acute and chronic.
ease, injury, or complica- DUE TO (¢} ]
tion which caused death. | 11. OTHER SIGNIFICANT CONDITIONS /g [} -
" Cunditions contributing to the death but not i :
related to the disense or condition causing death. .
12a. DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION 20. AUTOPSY T
TION B .
vs K] wo []
21a. ACCIDENT {Bpecity) 21b. PLACEOF INJURY (e.g..inorabous | 2c. (CITY. TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE bome, farm, factory, street, ofice bldg., st0.} .
HOMICIDE . o
21d. TIME {Month) (Day} (Year) (Hour) 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
'WHILE AT NOT WHILE
INJURY o = | “work AT WORK
2. I hereby certify that I atiended the deceased from _Ll"_25 19_53._ to __LL__2.9_ 19_53. that I last saw the deceased
alive on ‘= , 18 and that death occurred at _S2 Q0P m., from the causes and on the date atated above.
2. SIGNATUBE B. 1. Purns (Degroeort le)a 23b. ADDRESS . 23;. DATE SIGNED
o . '2‘ - % & General Hospital No. 1 A=30-53
CREMA- | 24 TE ' RAME OF C ERY:OR Cl .




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was e
Lo 3 e+ LT - R P bmneaeas . Student Embalmer No.......

working under my personal supervision..

Student....cooii it
Signaturs of Studenc Embalaer

Licensed Embalmer No..‘fé

P. O. -Address K@J

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

if embaimed by a STUDENT, he also shall sign in his OWN handwriting.

7F this body is not embalmed, fact should be s0 stated above.




