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

THE DIVISION OF HEALTH OF MISSOURI

S St 17 1953 STANDARD CERTIFICATE OF DEATH State File No. 24&73__"_
!alaTQm.L—___ REG. DIST. NO. _/_ZL R IusRY AEG. 01T W0: 2 & OZerFegistrar's No
T, PLACE OF DEATH - 2. USUAL RESIDENCE (Whars decoased lived. If latltotlon: residence befors
a. COUNTY Jackson a. STATE M4 gsouri b. COUNTY Jackson sd.nimioal.
b. CITY (H cutnide corpurats limits, write RURAL and give ¢, LENGTH OF c. CITY d. Is Residencs within Hmits of
OR ¥ oR . . g
TOWN  Kansas City e R ey o ToW Kansas City EETRTDT
d. FULL NAME OF (If not in hoapital or institution. give streot address of focation) o- STREET (If sural, give locwtion)
HOSPITAL OR DRESS
msnTution. General Hospital No. 1 AE 8217 Locust 5 q tf 87\
3. NAME OF a. (First) ' b. (Middle} ‘ \c. (Last) 4, DATE (Month) (Day) (Year)
DECEA! g OF 2
(Type or Print) Clyde S. McConnell | oeam 6 53
5. SEX O | & COLOR OR RACE | 7. MARRIED. NEVER MARRIED, | 8. DATE OF BIRTH 9. AGE (Ic years| ¥ Uromx | TeAR | & WOER 11 1as.
WIDOWED, DIVORCED (Bpecify) i ast birthday) Mouth, Days Bnuul Mig.
Male Vhite Married '/ ¥ 21 1897 56
10a. USUAL OCCUPATION (Givekindof work | 10b, KIND OF BUSINESS OR IN- | 11 BIRTHPLACE .. ] © | 12_CITIZENOF WHAT
(Cicy and Stute or Foreign Country)
A it DUSTRY -, COUNTRY?
FIEuF Mt e r-<S¢ahdard [M112ing Co. Clay County, Missouri & . 8.
13a. FATHER'S NAME 13b. MOTHER S MAIDEN NAME 14. NAME OF HUSBAND'OR ¥IFE
SAMUEL McCONNELL | CATHERINE YATES INIS CON L
I5. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16, SOCIAL SECURITY |77 INFORMANT' 5 S5|GNATURE OR NAME ADDRESS
(Yes. 000, o7 gnknown) | (If ywe, xtve war or daten of servics) . L}Y\
No 4-8'7-'0/- 'Jns‘l \.0-.,.‘4 ¢
18, CAUSE OF DEATH . ' . MEDICAL CERTIFICATION . . ; 'ggnérvi'ﬁ SEJ"‘E,ET?
per | 1. DISEASE OR CONDITION'
. lli:nn::nm(:g?;a;::?g DIRECTLY LEADING TO DEATH® (5 ‘Bronchopneumonia and severe 1nterstiti§l
| aTecevent causes -pulmonary hemorrhage
Bronchogenic carcinoma with
the mode of dping, such ﬂ‘{mudmmgm, if 7:;1;, m DUE TO (b} —'E— : o
heart failure, exthenia, e to the abope cause (@ ax .
ol el | g o . extension to pleurs
cae, injury, or complica- DUE TO (c) =
tion which caused death. | 11. OTHER SIGNIFICANT CONDITIONS . _ \2 3= 4
' oo : ' Conditions coniributing to the death but not' : - : . \ - '
related to the disease or condition causing death. !
19a. DATE OF OPERA- | 15b. MAJOR FINDINGS OF OPERATICN . ] . 2, AUTOPSY?
TION . . . . ;
ves X o ]
21a. ACCIDENT (Bpwclty} 21b. PLACE OF INJURY (a.e..inorabout | 21¢. (CITY, TOWN, OR TOWNSHIP} {COUNTY) (STATE)
SUICIDE - home, larm, [astory, strest. offics bldg., s20.) < - r .
HOMICIDE . .
21d. TIME Ofeats) (Day) (Yea) (Hous | 21e. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
WHILEAT NOT WHILE,
"INJURY WORK AT WORK
221 hereby certify that I attended the deceased from _ _May 2L 10.53, to _.Lune_?.h_ 1953 that I last saw the deceased
alive on _Jnne._2l;__ 19_5._3_. and that death occurred at ., Jrom the causes and on the date stated above.
Zia. SIGNZ Be Ts BUTTLS (Degres or Litle) ,| 23b. ADDRESS ] Z%. DATE SIGNED
" 2lth & Cherry 6-24-53
ENETERY OR CREMATORY | 244, LOCATION (Olty, town, or county) . (State)
TION, REMovm. uan-dm . . )
_MQmL.QliIei’._ Migsouri
i 25, FUNERA DIRECTOR™ S sa SHATURE ADDRESS

rdA 20 West Linwood




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side, gf this certificate was embalmed
byme, oo=loy .....covvreniinnna.. et eeam st eecaiacaeesmat-iesisscnaneasannans PR , Student Embalmer No..-cocvoairanna... .

working under my personal supervision..

Student ..ot e iiieiaai e Signedm . @ ..... Q 4“242‘4—-4‘-’&14# -

Signature of Student Enbalmer
Licensed Embalmer No.-..ll"z /’-f O

P. O. Address..\:ﬂj.@.-i?..’!‘.@ .........

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER i in his OWN HANDWRIT[NG (Failure
to comply with the above constitutes grounds for revocation of license}).

If embalmed by a STUDENT, he also shall sign in his OWN handwriting.

T4 this body is not embalmed, fact should be so stated above.




