s THE DIVISION OF HEALTH OF
- o.200 P}LE{J SEP 111953 STANDARD CERTIFICATE OF DEATH State Fite No... R8638

. 10.48 oo
"BIRTH WO._______ . REG. DIST. w0, _Lﬁ_ PRIMARY REG. DIST. WO, MA Registrar's No, 4087
oll © PLACE OF DEATH - Z. USUAL RESIDENCE (Whero deccassd lived. If iastiion Sdenoe before
a. COUNTY a. STATE . . b. COUNTY adinisglon).
Jackson Migsouri Ja.okson
b, CITY M outxide imits, writs RURAL and gi . LENGTH OF . CITY
cutide corporate Hmita. writa > awrsbip)| STAY (iz thie placel|| _OR VIS Qorvarmied ot
E TOWN Kansag City h yrs. TOWN  Kensas City - ° 0
d. FULL NAME OF (If not in hospltal or institution, give sirect address or loemtion) o STREET (! rurs), give loeation)
HOSPITAL OR ADD .
8 INSTITUTION. St. Mary's Hospital fyfl)& 6108 Rockhill’ Road 3 % }‘ %D
8 = NAME OF = (i) b. (Middie) 0 © @aw LOAE (Mmt)  (Den (v
!:-‘ ( Type or Print) Ruth I. HAMMER pEatd  August 16, 1953
E 5. SEX 6. COLOR OR RACE | 7. m&rwég grl-:‘\;ggc ESRRIED. 8. DATE OF BIRTH 9. AGE In yum| @ moc | Yaar | o woeR u W
N {Bpacity) last birthday, onths ] Dsys | Hours | Min
g Female White Widowed 2— _ 9-19-93% 59 ' I
5 10a. USUAL OCCUPATION (i kiad ot work | 10b. KIND OF BUSINESS OR N | 11. BIRTHPLACE (1) vug Stace or Forgien Goustrr) 12, CITIZEN OF WHAT
A er Acme Soale Service Davenport, Iown
< I!Ba. FATHER'S NAME 13b.. MOTHER" S MAIDEN NAME 14. NAME OF HUSBAND'OR WIFE
» John E. Collins Mary A. Doonan | Bugene J, Hammer
kg || 5. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT' S S!{GNATURE OR NAME ADDRESS
(Yes, 0o, of unknoawn) | (If yes, ive war or dates of service) go.
3 no ,95-28-3058 |E. J. Hamner,BBOL; E.72d St., Hiokman Mills
| 18. CAUSE OF DEATH MEDICAL CERTIFICATION INTERVAL BETWEEN
¥ || Enter ont *I, DISEASE OR CONDITION ; TH
% [ '1ine fos (0, (o, and o | DIRECTLY LEADING TO DEATH* ) Garciﬁomg‘ of. cervj,x_ with metastasis -mont:
E «THis dors not mean | ANTECEDENT CAUSES
e the mode of dying, such | Morbid conditions, if any, giving DUE TO (b)
| as heart foflure, asthenia, | ride to the above cruse (o) ciating
B [ ae. It meone the du- | e tnderiving cante o . 1 \ \1\
o || cassingurs, or complca DUE TO (c)
5 || tiom which caused deats. | 11. OTHER SIGNIFICANT CONDITIONS
= S " Comditions contributing to the death but not . :
3 related to the diseate of condision eausing reanDiabetes melli tus. 6 vears.
= || 19a. DATE OF OPERA. | 19b. MAJOR FINDINGS OF OPERATION 20, AUTOPSY?
= TION : . :
= : yes (1 wo &)
o |[2e AccipenT (Bpecity) 21b. PLACE OF INJURY (s, Enorabost | 2lc. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE . home, tarm, fagtory, street, offiee bldg.,ete.} i
Z HOMICIDE . .
g 21d. TIME (Mouth) (Day) (Yew) (Houn | 2le, INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
. aF WHILE AT NOT WHILE
J' INJURY m. WORK AT WORK
|| T hereby certify that 1 agended the deceased from APTIL " 1953 4o _August 16 19 53 that 1 last saw the deceased
; alive on A0 St'f 1953 | and that death ocourred at Z.EZ_Q;_p 1., from the causes and on the date stated above.
g |z SIGNATU . dson ar tigle) 4 23b. ADDRESS Z%. DATE SIGNED
. %, Z 1010 Professional Bullding 8-17-53
E 74a. BURIAL, CREMA- 24b. DATE 37 NAME OF CEMETERY OR CREMATORY | Z4a. LOCATION (Olty, town, ot tounty) (State)
TION. REMOVAL. (Bpucity TN
& ! Burial 8-19-53 Mt. Olivek Kensag City, Missouri
DATE RECD BY L%:AEGL REGISTRAR'S SIGNATURE .- . FUNERAL DIRECTOR" S S1GNATURE ADDRESS
P/ E-53 M Mellody-McGilley-Eylar, Kansas City, Mo.

(Licensed Embalmer’s Ststement on Reverse Side)




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embaln
Lo o o LI < 5 O e , Student Embalmer No............._

working under my personal supervision..

Student ..o i ner e
Signature of Student Embalmer

Licensed Embalmer No. ./ &

P. O. Addre

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. aily
to comply with the above constitutes grounds for revocation of license).
lf embalmed by a STUDENT, he also shall sign in his OWN handwntmg
" ¥ this body is not embalmed, fact should be so stated above.




