THE DIVISION OF HEALTH OF MISSOURI 35 115

4. TIME (Moath) {(Day} (Yeur) (Hour) 2ie. INJURY OCCURRED | 21. HOW DID INJURY OCCUR?

INJURY o H‘HILIAT NAU‘I'T'"“

2. I hereby certify that 1 attended the deceased from __ 9/23 _ 1983 ,to . 10/S | 19 53, that I last saw the deceaced
aliveon _10/3 ____ 19_53, and that death occurred at €302 m., from the causes and on the date stated above.

2. S ortitle) | 2. ADDRESS Tootle Building 2. DATE SIGNED
a‘oewéflﬁfua.«.q B0 St. Joseph, Mo, __110/6/53

. 300 ~
'« || FLED OCT 191853 STANDARD CERTIFICATE OF DEATH State File No...
FBIRTH NO. rec. pisT. no. _ 42 priMARY RE6. 0157, wo. 1000 | pesistrars ~..__.1085W..,._.'
0 1. PLACE OF DEATH 2. USUAL RESIDENCE (Whers deceased lived. If Instltotion: residence befois
. COUN : . STATE . R b. adizisaiont
& O puchanan - . Missouri CONTY Buchanyn ™™™
b. CITY (I cutsida corpurate limits, write RURAL -nnd‘::n_um gT LE&E&': DE'I:‘ [ ng (I oytaids corporsta limits, write RURAL and give townahiz' d// s
ToWN  5t, Joseph ‘5’ yrs| TowN St,. Joseph V4
a d. FULL NAME OF (If not in bospital or jnstisation, give stret address or location) d. STREET - (1f rmexl, give locatlon) :
o OSPITAL OR . . . ADDRESS 1 . .
0 INSTITUTION S, Joseph's Hosonit a2l 3024 Illinois Ave.-
E 3. gsﬁéhéi SF a. (Zf‘irst) . b. (MIddle) <. (Last) 4, DATE (Month) [ (Day)  (Year)
- (TrpeorPrin)  Lilliam Frances Trant peam Get.. 5, 1953
E 5. SEX /| 6 COLOR OR RACE 7. %%R'ED' Nsvagcgskml-:n. 8. DATE OF BIRTH 5. I;\“GE o yen| o oo 1 s | 7 oo 13
N " on! H .
Female | Whit e WIAgW e Wbl Nop. 27, 1871 | “31% | | e
% 10:;n % Sic‘:zi?lm (Obebtod ot nork 10p. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (City wad Stave or Foraien Covntry) Iztgl'l;}%l‘;?r WHAT
B | uousewife own home Osborne City, Kansas / e
< 13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE
5 Bonijamin Acen . Lonvigg A Jahm .. Trant ____
i || 15. WAS DECEASED EVER INU.5.ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT 5 S1GNATURE OR NAME ADDRESS
< {Yes,no, or unknowsn) | (If yes, xive war or dates of sarvice} NO. .
- Bo— - none Mrs, RBey Horpor ?ﬂ"l-l- F. .M i
| {18, cause oF oEATH MEDICAL CERTIFICATION INTERVAL BET
i .|| Enteranly onecamseper | 1. DISEASE OR CONDITION . OMSET AND DEATH
@ | 1netor sy, (0, end () | PYRECTLY LEADING TO DEATH(4) Congestive Heart Failure : : Unknown
5 “This doet mot mean | ANTECEDENT CAUSES . . . .
1he mode of dying, sueh | Aorbid conditions, ,,,,,,_ giring DUE TO (v __Generalized Avteriosclerosis "Ny
3 &8 Aeart fatlure, asthento, | riae fo the above cause “L ating
& e It means the dia- tAe underlying cauae last, -
o || s intury.or complica- DUE 7O ()
5 || tiom which caured deash, | 11. OTHER SIGNIFICANT CONDITIONS '
= Cundittons contributing to the death but not
9 reluted to the diseare or condition cousing death.
e || 19a. DATE OF OPERA- | 195. MAJOR FINDINGS.OF OPERATION 2. AUTOPSY?
E . TION s %wo
g - ves ) A EA
o [ 21a AcCIDENT (Bpacty) 21b. PLACE OF INJURY (e ks ovabuut | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY} . (STATE)
h SUICIDE bon, tarm, fastory, sureet, olioe bids..ewe) . :
Z HOMICIDE :
&
T
]
7
o

24s. BURIAL, CREMA- | 24b. DATE 24z, NAME OF CEMEI'ERY OR CREMATORY 24d. LOCATION (Olty, town, of county) (Btate)
TION REMOVAL (Speeity)
, Byprinl Oet, 71047 Memarial P Q g napn Mo
' DATE REC'D BY LOCAL RAR'S SIGNATURE™ 9,-3’:2 25 TERAL DipECIgN’ ATURE 2 ADDRE 53
Gel. 10, lg_g- | Clark runeral Home 120 Illinois Av

{Licensed omuﬂmﬁ)




STATEMENT BY LICENSED EMBALMER

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

Student Embalmer No.

Simim.é.&é_&'/ '

Licensed Embalmer No ‘ﬁ/z ax.

working under my persona!l supervision.

SLUAONE covvenccavsassasustssrassaranisanss

Student Embalimer

-

P. O. Addms_,‘gg L s

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HAND G. (Failure 'to comply wi
the above constitutes grounds for revocation of license.)
H this body is not:embalmed, fact should be so. stated sbove. r



