No. 300
10.48

0

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

HLED JUL 121954

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

rec. oisT. no. £ ¥ T erimsay rec. 015, w0, £ @Oder . Kegistrar's No

19064
EEG

State Filc No...

*This does not mean
the mode of dying, such
as heart failure, arthenia,
ete. It means the dis-
case, injury, or complica-
tion which caused death.

BIRTH NO.
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decsssed lived. If lostitution: residencs befors
a. COUNTY a. STATE b. COUNTY adicimion),
Jackson M.ssouri Jackson
b. CITY (1 cotzide eorpurate limits, write RURAL and give ¢. LENGTH OF c. CITY 4. Is Residence within Hmits of
R " townahip) FE&Y fin this place) OR 8 cliy op. Lncerporated town?
TOWN  Kansas City 5 yrs,. TOWN Kansas City ok _ "0
d. FULL NAME OF ( not in bospital o Loatisution, give strest nddress or loeation) || o STREET @ runal, give loeatlon) -2 93
HOSPITAL OR o ADDRESS 3 &
INSTITUTION - Regearch Hospital n/ 3128 Highl )
3. NAME OF . (First b, (pdIddle) . - c. (Last) ;
DECEASED . (¥irst) { ) 4. DATE (Month)  (Day)  (Year)
(Type or Print) Clarencs D, VETSKER DEATH June 6, 1954
5. SEX U | 6 COLOR OR RACE § 7. MARRIED, NEVER MARRIED, - | 8. DATE OF BIRTH 9, AGE (In years| 7 tNDER | TEAR | & UNDEN W WE.
WIDOWED, DIVQRCED (Bpeciiy) laat birthday) Mnmhl, Days | Hours | Min.
Male White dowe 12-28-80 75 |
10a. USUAL OCCUPATION (G kisd of work 10b. KIND OF BUSINESS OR IN- | 1. BIRTHPLACE ... . 12. CITIZEN
niuringmmr, woruumo.l:sn:fmh:) ) . DUSTRY (Gity “d_ State or Foraige Covnury) OOUNTRY?OF WHAT
Tension Env. Co. Near Lawrence, Kansas
13a. FATHER'S WAME Y 13b. MOTHER'S MAIDEN NAME 14. NQ.I!E OF HUSBAND OR WIFE
. Samuel Metsker Mary Flora | Dorothy D. Metsker
15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL sscuamr 7. INFORMANT' S SIGNATURE OR NAME ADDRESS
(Yes.no,or unkoown) | (I yes, give war or dates olrurvlee)
no LQLL.J._LL_L@()C) P. C. Metsker, Indianapoha , Indiana
( MEDICAL CERTIFICATION INTERVAL BETWEEN
18, CAUSE OF DEATH CEASE OR CONDITION AL DETWEE!
. Enter only onecouseper | !, DI EEADON(‘E'II‘O%EATH' ¢ ( e d°
Iine for (s}, (b), and (¢) | DIRECTRY IN @ M /

ANTECEDENT CAUSES

Merbid conditions, if any, gleing DUE TO {b}
rise to the gbove catise (a) :tntiiw
the underlying couse last.

DUE TO (¢)

11, OTHER SIGNIFICANT CONDITICNS ,ﬁ . < £ a t Z.

Conditions contributing to the death but not
related to the disease or condition causing death.

.-5'5‘)-4‘

19a. DATE OF OPERA- | 150, MAJOR FINDINGS OF OPERATION 20. AUTOPSY?
TION oo : =
— ves (] wo
21a. ACCIDENT Y (Bpeeity) 21b. PLACE OF INJURY (es..inorebout | 2lc. (CITY, TOWN, OR TOWNSHIP) {COUNTY) ) {STATE)
SUICIDE - to bome, farm, factory.sireet, offics bldg. 416}
HOMICIDE _— R oy o "
21d. TIME (Month) {(Day) (Year) (Hour) 21e. INJURY OCCURRED | 211, HOW DID INJURY OCCUR?
T OF - : WHILEAT[—] NOT WHILE
INJURY — =. | WORK AT WORK —

‘22 I hereby certify that I attended the deceased from

, 1LY, tﬁé_‘_L' 19.07% that I last saw the deceased
ngg_ m,, fdm the cauzes and on the dale stated above.

irenyed

alive on , 18 , and that death occurgdd a
2. SIGNATORE Herb glem egree or title) ;| 23b. ADDRESS [ / ;_ff /u.f 2. DATE SIGNED
?I’%Nalg ER MI gleL CREMA- | 24b, DATE "24c, NAME OF CEMETERY OR CREMATORY | 24d. APION (Clty, tewn, or county) ! '# ~{Blate

. {Bpecily)
Removal 6~9-5L — Overbrook Kansas
DATE REC'D BY LOCAL | REGISTRAR'S SIGNATURE 25. FUNERAL DI RECTOR'S SIGMATURE ADDRESS

REG. ’ v

b -5 CN _IMellody-MoGill ev-Evlar, Kansag Citv, Mo.

‘s Statement on R Side



STATEMENT BY LICENSED EMBALMER

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

working under my personal supervision..

Student......cccoaiciciacesmaneasrazcaazanrarnannnns
Signeture of Student Embalmer

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

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

1¥ this body is not embalmed, fact should be so stated above. - -




