THE DIVISION OF HEALTH OF MISSOURI X %
STANDARD CERTIFICATE OF DEATH Stae File No 21606

- FiLep .
' BIRTH uB,UN 23 185, REG. DIST. NO. _Lernmmv REG., DIST. Wo. /O @ Resictrar's No 2849
D “1. PLACE OF DEATH 7 USUAL RESIDENCE (Whare decoased lived. 1! Institution: resideacs befare

. COUNT : ) : ] eimtons,
* ™ Jackson 8. STATE 14 ggotird b COUNTY ronleaon i ‘
b. Ccl’TY (If outnide corpurate limit, writs RURAL and ¢. LENGTH OF 6. CITY (If outalds corporate limite, write RURAL and give townahip)

TOMN Kansas City “?é‘“ gl 1Sin  Kansas City |

mhin)

d. FH!..SLPE{_PAT_EO%F (If not in hui ;i or looatlon) toeatian)
INeFOTion genera HosPita # 1 (AA%D RESs 1616 Jarboe
3, DNEAC%ES %FD a., (First) b. (Miadle) )} 10«; (Lést) 4 DSF (Menth) _ (Day) (Year)
; {Typeor Print)  ROY mprris Jamgg - DEATH 6 6 53
] 5. SEX ol® COLOR OR RACE | 7. mkﬂﬂED NEVER DESRRIED 8. DATE OF BIRTH % | % AGE (ln:u}ln oo ) T | 7 e u
(Spacity) : birthday] ooths| Days | E Min,
| male white FRERs A 2l Oct. 1900 4] ™|
10a. USUAL OCCUPATION (Give wark | 10b. KIND OF BUSINESS OR IN- | 1. BIRTHPLACE . .
%, USUAL QCCUPATION (st af sk | 100 K1 oy (Ctr wn S o Forsign Comirn | o STTTEENOF WHAT
! 13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME . NAME AND OR WIFE
William James . : Clara Bunk
15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY | 17 INFORMANT'S 5!IGNATURE OR NAME ADDRESS
(Yos, nyorunkno'n! | at .vwﬂw or dates of sorvies) NO.
es 509-/l-72- | K a
18, CAUSE OF DEATH MEDICAL CERTIFICATION ’ lngéER'}riLuo TS
. - 1. DISEASE OR CONDITION '
[ inater (o, (o, amd 1 | TRECTLY LEADINGTO BEATH? ) Congenital polycystic disease of .
T doet mot mean | ANVECEDENT CAUSES kidneys and liver; uremia
ihe mode of dying, mch | Morbid conditions, if any, giving DUE TO (5)
s heart failure, asthenia, - .rise o the above couse (o) dating . . .- .. R R - . .. N PR
de. It theans the dis- the underlying cause lat, - - -
cass, infury, or complica- . DUE TO (¢} .
fion which caused death, | 11. OTHER SIGNIFICANT CONDITIONS ~ - Lt s - 57
Conditions contributing to the death bul nol 7
related to the dizense or condition enuxing death.
~||'19a." DATE OF OPERA- | 196}'MAJOR FINDINGS OF OPERATION "¢ ... . "L «. .7 L. LDt sl |20, AUTOPSYY
. TION
e ey ves K. wo [
2ia. ACCIDENT (Specity) 21b. PLACE OF INJURY (s.s.. inoraboat | 21c. (CITY, TOWN. OR TOWNSHIP} (COUNTY) = . (STATE)
SUICIDE . bame, burm, tastory, sirest, ofies bldg., eze) Twme T v e At
HOMICIDE i - ) - i
21d. TIME .(Month) (Dayd (Yess) (Houn | 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
. QF . WHILEAT [} NOTWHILE
INJURY o | WORK AT WORK L LT ;
- 2. I hereby C?Wé auendety deceased from w, to .._!Ilne_6___.., 1953_, that T last saw the deceased
alive on and that death occurred al 11 from the causes and on the date staled above.
23a; SIGNA -B. 1, Burns {Degree or zmeﬂm ADDRESS ) Z%. DATE SIGNED
; . 24ith & Cherry. Sts.- - | 6/6/53
24a. BURIAL., - | 24b, DATE . NAME OF ETERY OR CREMATORY 24d. LOCATION (Otty, town, or county) . . .. (Siate) .
TION REMOVAL (Bpecity) s i CToe

—Huria 8 Jur _Elomlnn- T } ‘
021: REC‘DBYLDCA.L REGISTRAR'S SIG : 25 FUNERAL DIRECTOR' § su;u.rn.m:;5 y Hiﬂasweﬁ.}_—.

6’:.3 Floral Hills Memorial Chapels K.C., Mo,

L d Embalmer’s & co Reverse Side)
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STATEMENT BY LICENSED EMBALMER

I hereby cértify that the body whose name is recorded on the reverse side oi this certificate was embalmed by me, of by

-

Student Embalmer No.
working under my personal supervision,
SEUIENL .evsaessrrrsancsnorsnrssrraaaene . Signe

/ W 0/
Studlﬂt Eub.llsnr N s -

h v e L etr - Licensed Embalmean df_;j
N P. Q. Address 7/ C W

T N(i-fez The ahove MUST BE SIGNED BY THE LICENSED EMBALMER. ln‘nl OWN I'IANDWRITNG- (Failure to comp
the above constitutes grounds for revocation of license,)
If this*body:is fot embalmed, fact should be so, stated above. * 17 - TrE
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