.5, No.3M0
v, 10.48

THE DIVISION OF HEALTH OF MEYOURI SOy

FILEC SEP 15 1953 STANDARD CERTIFICATE OF DEATH St i g
BIRTH NO. RES. DIST. NO. ____,LZL PRIMARY REG. 013T. #0./ O O o Recictrar's Nowwtmnn, 1‘ R
1. PLACE OF DEATH . 2. USUAL RESIDENCE (Whae d d lived. It tastitutl id before
a. COUNTY a. STATE ., . b, COUNTY : admision).
Jackson Missouri Jackson
b. CITY (I oatcide Umita, write RURAL and give c¢. LENGTH OF ¢. CITY Residence
OR o sorpumte firslis, write towmbipt| STAY (in tbis plees) QR . "':;tu %mm“mumwtn“g
TOWN Kensag City ver 5 yrsl TO%NKansas City - =l
d. FULL NAME OF (If not in hospital or Instisution, give streat sddres or loeation) . STREET (I rural. give location) l" 3
HOSPITAL OR - " ADDRESS 3 -
INSTITUTION S+, Joseph Hospital a\e 8045 Brooklyn Avenue 0
%
3. NAME OF 8. (First) b. (Mldc.lle) c. (Last) 4. DATE (Month)  (Dsy) (Year)
(Type or Print) Joln Lewes Dalrymple oearn August 21 19853
5. SEX 6. COLOR OR RACE | 7. MARRIED, EE\\’ICE)ECPEISRRIED 8. DATE OF BIRTH 9.11\'GE (ll‘:’:’?n l: m:.m :D'r':n & UNDER M MRS,
(B okfy) on ays | H Min,
Yale White 1B red =4 | June 30, 1s0g | “44” l |
10a. USUAL QCCUPATION (GWekind of work | 10b. KIND OF BUS!NESS OR IN- | 11. BIRTHPLACE 12. CI
doas during moet of workina le, sves If !“" - 78 EN Y O (City asd State or Foreiga (‘aunny}) muﬁ%’{'?Fw"AT
o a0/ Fecd Misseunl (P
13a. FATHER'S NAME 13b., MOTHER'S MAIDEN NAME 147 NAME OF MUaBANG=—OR ¥IFE
e H  Datrymeiel Bearie' Owen 5 ACRYM,
I5. WAS DECEASED EVER IN U,S5.ARMED FORCES? | 16. SOCIAL SECURHg 17. INFORMANT' S SIGNATURE OR NAME f ADDRESS
(Yew, oo, or mkmowa) | (If res, lve war or dates of service} . 0
I a | . e et 90=09-88%1 ns Feo 45 /BRe0N YN
18. CAUSE OF DEATH . ) ICA.I. CERTIFICATION - i . INTERVAL BE
| Enter onlyonecauseper | I. DISEASE OR conpiTIoN o - . ONSET AND DEATH
Iine for (a), (b}, and (¢) | D/RECTLY LEADINGTO DEATH () : -
' *This does not mean ANTECEDENT CAUSES & 1 a s ‘:a.
the mode of dying, such | Morbid conditions, if any, Iﬁ’fﬂﬂ' DUE TO (b} ‘ ﬁ!!4
as heart fatiure, asthenia, | rise to the above cause (o) stating ]
ete. It means the dig. | the wrderiying couse lost. L
case, injury, or complica- |__ : DUE TO (°) .
tign wohich eatued death. It. OTHER SIGNIFICANT CONDITIONS
* | conditions contributing to the death but not : - / (ﬂ
related Lo the disease or condition causing death,
19a. DATE OF OPTE'I%AI*; 19b, MAJOR FINDINGS OF OPERATICON 2. AUTOPSY?
> 1Y .
Coair s ves 70 [
21a. ACCIDENT (Bpecily} 2ib. PLM:EOFINJURY (sg..lnarabors | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE . ham.! , fagtory, strest, offios bldg., eu0.}
HOMICIDE -
214. TIME (Month) (Day) (Year) (Hoar) Zle. INJURY OCCURRED | 21f. HOW DD INJURY OCCUR?
WHILEAT[™™] NOT WHILE
INJURY WORK AT WORK . R

»

2. I hereby certify that. I attended the deceased from Wm , that I last saw the deceased
[/ alive on 18 and that death occlered ai 5345 P, from The causes and on the date slated above.

mSIGNA%OY F[ﬁ e ( itio)p | #3b. ADDRESS 2. DATE SIGNED
_ A 230 m«/

. .
WRITE PLAINLY—USING UNFADING BLACK INE—MAERKE A PERMANENT RECORD

2Aa, agg&ﬂcm 24b, DATE " 24c. NAME OF CEMETERY OR GREMATORY 40, (OCATION (Oity, town, ar
- AU -A4/253 M he 2 Fak C’gmgzgnz D& N@FIFLD 4% 5,
DATE REC'D BY LOCAL | REGISTRAR'S SIGNATURE: . 75, FUNERAL DIRECTOR'S s ATIRT3 i aepnid 3 (e s
REG. X 7.
2y SEIT el i o Komaitd QW Necnsvitis bong Lrsida ko-
v {1 d Emb s & ant cn Reverse Side)




T ————— PPy ————EE——

STATEMENT BY LICENSED EMBALMER

'

I hereby certify that the hody whose name is recorded on the reverse side of this certificate was embals

byme, or by ............... cieeiaas e ibacaeseeananay Ceeresnesenessninres beeriees » Student Embalmer No..............

working under my personal supervision..

Student ... ..oooii i iiai i
Signature of Student Ecbalmer

Li'censed Embalmer No. ykﬁ

P, O. Address '{/@4

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

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

‘7€ this body is not embalmed, fact should be so stated dbdve.




