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FILED- JUN 41955

lIRTH NO.

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

rec. oist. wo. _ZiS _Q ralmv'au%

18394

St628 File No.owueirssenssssssscorsinm srrremst e

Regisirar's No.... gﬁh S

1, PLACE GF%EATH

8. COUNTY Jackson

2. USUAL RESIDENCE (Whets deconsed lived. If ioatitution: residence before
a. STATE b. COUNTY adinbmion),
Missouri Jackson

b. C(])TY (If outeids eorpurate licsite, writse RURAL and give ¢. LENGTH OF

c. CITY (I cawids sorporats timits, witte RURAL and cive townshin)

. . . . e
WRITE PLAINLY—USING UNFADING BLACK INE—MAKE A PERMANENT RECORD

townghip}| STAY (in this plaew)
TOWN Rural Prairie davs TOWN Kansas Clty 3 é 7?
FH'&%P#AT.EOOF (It not ia bospétal or institution, give strect addres of location) "'a%ré‘:fgs (If rural, give location) /
nsTiTuTioN Jackson County Hospital 4821 Walnut Street
3. NAME OF a. (First) b. {Middle) o. (Last) ] 4. oATE (Moothy  (Day)  (Yean)
(Tymor Pit) _Nora 4. Suggett | oam May 26, 1953
5. SEX 6. COLOR OR RACE | 7. MARI;EB. gﬁggcléSRRlED. 8. PATE OF BIRTH 9. l:(‘iE e rl):n ;‘:&n |$ F IDOER B
- {Bpacily) . birthday] Houms | Min.
female: | white A e April 8, 1878 | 74" |
10a. USUAL oc;:UPA'r:ON (Giwekind ol work | 10b. KIND QF BUSINESS OR IN- | 11. BIRTHPLACE (Stata ot forelgn eountry) 12, CITIZEN OF WHAT
et of worklog Hfe, sven if retired) DUSTR i COUNTRY?
AT ETonn e .. Ellis, Kansas 7.5 A
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR—~WITE
Danigs . LS Anvwa MAR Eu Suage
5. WAS DECEASED EVER IN U S.ARMED FORCES? | 16. SOCIAL SECURITY 17. INFORMANT' S S5IGNATURE OR NM ADDRES
(Ywa, 80, 0runknown) | (If yes. sive war or dates of servios) , W LAOT.
P <. No NE Mz
18. CAUSE OF DEATH MEDICAL CERTIFICATION INTERVAL
' Enteronly oneceumper | I- DISEASE, OR CONDITION x : ONSET AND DEATH
lins fer (a), (b}, and <) DIRECTLY LEADING TO DEATH'(a) ’
*This does not mean ANTECEDENT CAUSES ) 241 Z i & :Z: e y) ;
the mode of dying, such | Adorbid conditions, if any, giving DUE TO (b)
o# beart foflure, asthenta, .|  viee (o the above cause (a)atating ... .. T ... ... .0 . . . . e wmiwr mme 2| =m
ete. It means the dis. | the underlying couse lost.— -+ : el E T Ee e e e e - e
ease, infury, or complico- — DUE TO_(c) —
tion which caused death, ] 11. OTHER SIGNIFICANT CONDITIONS AL LS e t-
Conditions coniributing to the death but not
related to the disease or condition causing dzath.
19a. DATE’OF‘OP{EE,“;Q 1 19b. MAJOR FINDINGS-OF ‘OPERATION-. * 8 4% ‘..~ - 2w a2, AUTOPSY?
| 4/ 5 & ves (1 wo [X
21a, ACCIDENT (Bpecity) 21b. PLACE OF INJURY {e.5.,inarabout | 2lc. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE bome, farm, factory, street, offics bldg.. e} o T |
HOMICIDE
21d. TIME (Month) (Day) (Tear) (Bm) 2le. INJURY OCCURRED | 2tf. HOW DID INJURY OCCUR?
B R - WHILEAT NOT WHILE| PR
INJURY m. | woRrk ATWORK S . reoes -
'S et far 5-26-53 - ‘.
2. 1 hereby certgfy that I atlended the deceased from to , 18 . that I last saw the deceased
alive on = 19___, and that death nccurred al=fS L °from the causes and on the dale siated above.
=] NATURE d {Degree or /mlu) 23b, ADDRESS Zic. DATE SIGNED
j. MM . _h'Independence, Missouri 5-26=53
I"Bl.lRl.AL CREMA- | 24b, DATE 24c, NAME OF CEMEFEH-\‘-G'R CREMATQRY 24d. LOCATION (Otty; town, or county); - (Btpte) -
OVAL (Speeity) 3 /u . ) * .
Boemazion May.22-1853 \DW. XS g (7 ISSov
DATE REC'D BY LOCAL | REGISTRAR'S s| ATURE Lf %/ 5§ = | 25. FUNERAL DIRECTOR'S SIGMATURE ADDRESS
/j a ” . ur& O, b‘ﬂr

Ebalmet's Statemant o Reverse Side) .



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

....... , Student Embslimer WNo.

working under my personal supervision,

SEUABNE ceversenscusnrrerennrnanrananonanns smiwmlq.:ﬁl%um

Student Embaimer
Licensed Embalmer No :5/7.? 7

P. 0. Address 242 5" %1” XGQ

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

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

’I



