No . 300
10.48

. r THE DIVISION OF HEALTH OF MISSOURI _ v
’ -+ STANDARD CERTIFICATE OF DEATH S Fil .. 989

nm'r‘uLﬁJM REG. DIST. no._a_f_b_nmuv REG. DIST. wo. /. £ O egistear’s Nom 148

| PLACE OF DEATH . 2. USUAL., RESIDENCE (Where decoased lived. 1f ingtitution: residence befors
a. COUNTY Clay ' 2. STATE Missouri +'s . b, COUNTY Clay adiniston),

b

b. %};Y (I ogteids mrp.ulln limits, write RURAL and give ; [ Al:{ENGTH OF c. CI('JI’F}' d. Is Bestdence within Jimits of
M aship) (1z: thi H - a el raf town
town  Kansas City North™™| T GaslkE™| 5% Kansas City North|- o B

d. FULL NAME OF (If oot in hospital or instisution, give strect sddress or losation}

«. STREET (1 rursl, location) -
NetmoTion. 3846 Hill Haven Road ' Y 3846 Hiil Haven Road K4 94

3‘[;‘E‘ACME OIB a. (First) b. {(Middle) f T g, {L.ast) 4. DATE (Month) (Dﬂy) (Year)

{ Type or Print) EVA MAE RANDOLPH

IF UNDER M4 iEXs.

OF
peatH January 10, 195k
5. SEX | | & COLOR OR RACE | 7. WARRIED NEVER WARRIED. ™| '3 DATE OF BIRTH
Hours l Mig

9. AGE (In years| r unoER © YEAR
WIDOWED, DIVORCED (Bpucity)

F I _ Married  / February 13, 1883_1— I - ek Mm'ln'"

Imm(:mﬁz?mﬁwxb‘?mﬁ 10b. KIND OF BUSINE:'\SD?JETIRN; 11. BIRTHPLACE {City aad State or Forsign Country}

At home Mi ssouri b

12, CITIZEN OF WHAT
COUNTRY?

13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND'OR WIFE

Cuve. Root - Robins Preston Randolph

15. WAS DECEASED EVER [N U.S. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT" ') SIGNATURE OR NAME NORTH ADDRESS Mo
(Yem, s, &r poknown) | (If yes, cive war or dates cf service) NO

No | ' None '|Mr.Preston Randolph,38L46 Hill Haven Rd.,KC

| Enter anly cnstumeper | |, DISEASE OR CONDITION °

line for (s}, (b), and ¢ | DIRECTLY LEADINGTO DEATH® .

MEDICAL CERTIFICATION INTERVAL B '
18, CAUSE OF DEATH X - - ONSET AND gﬂ
*This does nol mean : u s -
the mode of dying, such | Afortid conditions, if any, giving DUE TO (b) _ B 1AL/ ‘

as heart failure, asthenia, | rise to the above couse (o) Hating ;
e Tt oy the ala. | b€ underlying cruse fo. S - - g
case, injurg, or complics | DUETO ) 7= E,g, 4

tion which caused death. | 1. OTHER SIGNIFICANT CONDITIONS

ANTECEDENT CAUSES

" Conditions contriduting to the death bt not . 33' .
related to the disease or condition causing death.
19a. DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION . 20. AUTOPSY?
TION : . ' . : . . :
ves [ wo [
2%a. ACCIDENT (Boweify) | 21b. PLACEOF INJURY (e.g..inorabout | 2tc. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE . bomse, farz, fagtory, surmet, oﬂ!uhld; e
_ HOMICIDE . . N
21d. TIME (Moth) (Duy) (Year) (Hour) Zle. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR? -
OF . WHILEAT NOT WHILE
JURY WORK AT WORK

2. [ hereby gfy attended the deceased from _);Al_, 1 to _M. 19&'4,/ that I last aaw the deceased
alive on . and that death occurred at , Jrom the causes and on the date stated above.

Ba. SIG TURECl de M. Smﬂth or titte} ﬂb% _ - |'ac. DATE SIGNED
s ' Yo Y ~Sy

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

Z4s. BURIAY. CREMA- | 24b. DATF. _ 24: NAME OF CEMEI‘ERY OR CREMATORY / 24d. LOCATION (City, town, orconnly) - (State) 7.
n%r%%‘va St | ) 11 /5) — Blackwater, Missouri
DATE REC'D BY LOCAL | REG S SIGNATURE — . 2. FUNERAL DIRECTOR'S SIGNATURE' C ABBZEESS i
; - S CLURE, Kansas bity ssour
Jfl ST TINE & Mo ’
4 (Licensad Embalmer’s Staterment on Reverse Side)




ﬂ&A‘- . /f:‘fx-* ’ iff"//\ .
bz -7 F’i\"“"%{w?ﬂ' ' : A A

T ekn (oot ik :

“ " 1- -
STATEMENT BY LICENSED EMBALMER

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

3

working under my personal supervision,.

SEUAENEt .euttiiiin it aee e eaaaaaas Signed ﬂ JMM v Q . @ ..................

Signature of Stadent Esbalmer .
Licensed Embalmer No‘r76.

P. O. Address Kcm

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. {

to comply with the above constitutes grounds for revocation of license). e
If embalmed by a STUDENT, he also shall sign in his OWN handwriting.
¢ this body is not embalmed, fact should be so stated above.

v




