THE DIVISION OF HEALTH OF MISSOURI v

. Mp.300
] e -~-= STANDARD CERTIFICATE OF DEATH srte Fite o SOALT
BIRTH RKO. NOV 2 1953 REG. DIST. uo._ézz_rmmv rec. 01T, 0. ZOD e | Registrar's No QOG
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decemsed lived, If inenl rasblones before
COUNTY . STA i adumiosion
g = Jackson a STATE Mjggouri b. COUNTY Jackaen%;%ﬁ;
b. CITY Of oateide corpurate Umits, write RURAL and give ¢, LENGTH OF ¢. CITY ) 4 I» Residence within Limits of
Tows Kansas City emmis) STgO‘Y?Q""’ oun Kansas City TR
d. FULL NAME OF {If not in hosplial or Institution, give strect add: arl ASD]?;REEESTS {1f raral, give location)
INSTHOTION Research Hesp,K.C.Mo. £ 3709 Paseeo
3 NAME OF o, (First) b. (Mifdl’e)' ] = 7 o (Lem) . |4 DATE (Momth) (Day) (Yemr)
(mdent) MRS, NELIR 2R a st ity THIM pearn Oct. 15,1953
5, SEX 6. COLOR OR RACE | 7. MARRIED. NEVER MARRIED. | 8. DATE OF BIRTH 5. AGE (la yeurs| 7 wnota + Tuan | ¥ Wioen 1
Female | White WEEBWER """ |0ct,.11,1874 7Y e gy il e ey
10a. USUAL OCCUPATION (Give kindofwork | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE - | 12, CITIZEN OF WHAT
ing o - wven (Cicy and State or Foraiga Cnnr.ry}
doos during gt~ E U e ¥ CWIRY L Warrensburg, Mo, RTRY?
13a. FATHER'S NAM 13b. MOTHER'S MAIDEN NAME . 14. NAME OF HUSBAND'OR ¥IFE
Alfred B ‘Harrisen Blizabeth Prancisce Rebt.XK.Thom Dec,
I5. WAS DECEASED EVER IN U5, ARMED FORCES? | 16. SOCIAL SECURITY | I7. INFORMANT'S S1GMATURE OR NAME ADDRESS
(Y sa, Do, or nnkmown) | (llmm"rmd‘mdm) Nene NO. Mrs ‘F.’E. MODI‘e Inﬂep , M.O .
, 18, CAUSE OF DEATH _' . MEDICAL CERTAY 'gggﬁsw
* I Enter only onecauseper 171, DISEASE OR CONDITION aal
line foo m" (';; and () | DIRECTLY LEADING TO DEATH/ ;) o L.q

“This does not mean ANTECEDENT CAUSES

the mode of dying, such | Morbid conditions, if any, giring DUE TO {b)
ar heart fallure, asthenio, | rise Lo the cbove couse (o) dating -

. M ste. <t means the dis- the underlying cauae last. . . S, P
caze, infury, or complica. DUE TO () o
tion which cayred death. | 1. OTHER SIGNIFICANT CONDITIONS . - .
P ' Conditions contributing to the death bud not ' ot ’ H {’
related to the diseaze or condition causing death.
192. DATE OF OP_FII-BAﬁ 19b. MAJOR FINDINGS OF OPERATION ) , . . | 20. AUTOPSY?.
YES NO D
21a. ACCIDENT (Bpecify) 21b. PLACEOF INJURY (eg..Incrabout | 21c. (CITY, TOWN, OR TOWNSHIP} (COUNTY) (STATE)
SUICIDE home, farm, fastory, strest, office bldg. ete.}
HOMICIDE , _ .
21d. TIME (Month) (Day) (Year) {Hour) Zle, INJURY OCCURRED | 217. HOW DID INJURY QCCUR?
or WHILEAT[—] NOT WHILE
INJURY : WORK AT WORK o/
_—
2. I hereby U'y that attcndcd thg deceased from O /j1¥ 19ﬂ lo .__’_g—ﬂn:, 19.1‘3, that I last saw the deceased
alive on ’ and that death oceurred at&LQ.rAvm., from the causes and on the date siated above,
%"N’UREC a c Fhrley. r title)D \ . | Zic. DATPAIG
D Vowg [0 /0
Y W 24b. j 24c NAME OF CEMETERY OR CREMATORY 24d, I.OCATIOH (Glty. tnw'n. or cotmty) / (sme)
1o Oct,17,195 ‘Woodlgwn Indep, ¥o ,

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

DATE RECD BY LOCAL | REGISTRAR'S SIGNATURE 3 FUNERWWAWRI T aooRESS
Lso-fs=ss w—mep' Mo,
(Licensed Ernbalmer’s Staternent on Reverse Side)




FO G PRV - PRV L0 eMNDT

. eh DL Lsei
. (" . PO R R
. i "1 ) rr
.f-L...!.!\J_L .U oo —r ke ! L [N i
1 , -
Vo T e - wd L i
|
' ¢ PR FPPRV IS W |
B . . . - g LT .=
. - - . r.‘J [ 0 O S ¥ D S AP FE) PRSI T N T Y I
. et .
. ‘ . S . . [P R [

STATEMENT BY LICENSED EMBALMER

1 hereby certify that the body whose name is recorded on the reverse side of this certificate was embal;

by me, or by %6/ ......................................... R ,. Student Embalmer No,.....-....--.
working under my personal supervision..

Licensed Embalmer No. J?&Zn

P. O. Address W}ﬂ

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 his' OWN handwntmg ool L

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

Student ... ... i e ' Signe
Signature of Student Ezbalmer
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