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THE DIVISION OF HEALTH OF MISSOURI ;
8237

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

STANDARD CERTIFICATE OF DEATH State File No
. Y
BIRTH J'L[E APR 7 195& 'E‘ GIST. NO. ,l/f PRIMARY REG. DIST. N.NL“L—. Registrar's No. 1‘3711
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decoased llved. If institution: residence before
a. COUNTY Jackson a. STATE Missouri b. COUNTY Jackspn admissiont.
b. CITY (2 outetds corporate imits, write RURAL and , LENGTH OF || . CITY L a e
outeids Sorportss Fmita, e omabip) §'ng wamses| . & 1 Roidenoe witis timts o
TowN . Kensas City :§ town Kansas City | TR
. FULL NAME OF (1t hospital or lnatizutl dd STREET rarsl, loos!
d HoSe e (If not in or 0, give strect or} .- Pl o give tln‘n)A i %0 6
INSTITUTION.- 5935 Brooklyn Avenue f1aY] 59356 Brooklyn Avenus o
3DNEAChEIE\S°EFl.) . 8. (First) b. (Middle) ﬂ c. (Last) 4. DS}-E (Mm}?) %)‘,) 1(Ym)
{Type or Print) Leora Elizabeth Slocomb peAtH Marc 0, 1954
5, SEX I 8. COLOR OR RACE | 7. MARRIED, NIE‘\IIEECHE'.SRRIED 8. DATE OF BIRTH 9. AGE (lnn;n 1: :::l |ng o QMDER 3 WIS
. (Bpecify) tagsbjpsadar o H Min
Female White W& ° 2 July 10, 1890 b3 | =]
10a. USUAL OCCUPATION (Gl-nnndofwak 10b. KIND OF BUSINESS OR iN- | 11. BIRTHPLACE (City ead 8 . ) 12, CITIZEN OF WHAT
- DUSTRY City tate or Foraign Comntr
o e e Wougewi T Kansas City Missouri O COU”"TRS" A
'y [ [ ]
13a. FATHER'S NAME . 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND'OR WIFE
Edward Morris . . | Elizabeth =—— | Joseph Albert Slocomb _
15. WAS, DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT'S SJGNATURE OR NAME ADDRESS
{Yes, no, or unknown} | (If yeu. £ive war or dates of service) N NO. 7&&
K o : one nRé- oRoTHYy JAR BoE, i £.- 3t. KC. M.
18. CAUSE OF DEATH o ] MEDICAL CERTIFICATION ' | INTERVAL BETWEEN -
| Enter oniy onecause per - DISEASE OR CONDITION . ’ : - - i — . ONSET AND DEATH
Line for (a), (b), and (c} DIRECTLY LEADING TO DEATH® () @W— . . -2
ETr—— ANTECEDENT CAUSES A ETV s 1% v
the mode of dying, such | Aforbid conditions, if any, gising DUE TO (b} —
aa heart fallure, asthenia, | riee to the above caure (o) sdoting
de. It means the dig. | e underlying cause last. . . . .
eare, injury, or complica- . DUE TO () '
tion which caused death. | I1. OTHER SIGNIFICANT CONDITIONS "\
- Conditions contributing fo the death bul not = : : ’ 2
related to the disease or condition causing death.
13a. DATE OF OP_FIlgN 19b. MAJOR FINDINGS OF OPERATIOI\.IF . ] 20, AUTOPSY?
2 gz . St O D rectem & Ao e ror ves 3 wo (B
2ta.. ACCIDENT A\ Cifipecily) . .| 216, PLACE OF INJURY (s.5.,tnerabout | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUHCIDE i \ home, farm, fastory, strest, offiee hidy..eve.)
HOMICIDE -— ——
21d. TIME (Month) {(Dsy) (Year} (Hour) | 2la. INJURY OCCURRED | 2Mf, HMIMURY OCCURT
WHILEAT ™} NOTWHILE
INJURY = | WORK AT WORK
217 hereby cerlify that I attended the deceased from _ALL_ 19933 to 2=L2 1950, that I last saw the deceased
aliveon 3 =/ 7~ 1984, and thal death occurred al I_LM m., from the canses and on the dale stated above.
Za. SIGNATURE §_ R, Tyddon Jr. (Demear ti:la)a[ 23b. ADDRESS 23c. DATE SIGNED
o) T S &= Pt ~fc
%—C?.&;M,fﬂ.z& 27 ’ PR
24a, BURIAL, CREMA- | 2607 DATE 3 . NAME OF CEMETERY OR CREMATORY 24d. TION (Oity, town, or county) (St&ta)

AR

N, REMOVAL (Bpwelly] .
URiAL ) arew 231954 Caval ry GEMETERy ANSAS LiTy /77,5 o
s.ﬁm g Y E FUMERAL ' DFRECTOR' 8 81§ ATpEES ‘
- ’ -
1 a ', - d -




STATEMENT BY LICENSED EMBALMER

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

by mMe, OF by L. e iiieieisraee e eneanaas udent Embalmer No............

working under my personal supervision..

Student..... s ed e aabeacaieieensasnsianiaeres
Signature of Student Embslwer

Licensed Embalmer N yp

B P. O. Acldreséyf/ﬂjsdjI

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

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

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




