THE DIVISION OF HEALTH OF MISSOURI

No. 300 Y
o2 HILED OCT 4 18%4 STANDARD CERTIFICATE OF DEATH state Fite No.... A3 0B T6.
.gq.m. NO. e/ S"F0 ’\5—% REG. DIST. NO, Z 22 PRIMARY REG. DIST. N0/ @ O2 Kegistrar's No“4320 .........
o 1. PFRLACE OF DEATH 2. USUAL RESIDENCE (Where dscoased lLlved. If lasticution: remidense before
a. COUNTY a. STATE b. COUNTY dwimion).
Jackson Kansas Johnson "
b. CITY (If outslde corpurate Limits, write RURAL and give | ¢. LENGTH OF c. CITY l 4. Is Residence within Umits otm
19%n Kansas City el 7R Iugs oun Santa Fe Hills | ‘#CHTTREG™
d. FHIC;IS-PF[{\AP'IIEO%F {If not in hoapital or institution, give sireet adiress or location) ASS-DRREE'IS {If ryral, give location) Y ’ ISJ"' [~
instrrution Ste Luke'!s Hospital b B63¥% Maiden Lane 4
3 NAME OF a. (First) b. (Middlt:) : ©. (Last) 4 DATE (Month)  (Day)  (Year)
(Topeor Print)  PAMELA CTHY LARSON peatH September 7 1954
5, SEX [} 6. COLCR OR RACE | 2. \I‘\JIAD%R"’IJED ER{ERC%ARRIED o 8. DATE OF BIRTH 8. I.;A.GEirgl:i";“ L:: U:::n 1 YEAR | IF unDER u Hes.
- R {Bpacity) t ay on D, H M
Female White ever Married "™ Kepzr 7 /95 i i e B
10a, USUAL OCCUPATION (Givekiadof work | 10b. KIND QF BUSINESS OR IN- | 11. BIRTHPLACE
gon-durinlmutal-orklu llia.ovan?{ retited) DUSTRY @" sad State cr Foreign Countryig) 12COC{JT;'IZ'ERWF WHAT
- - AansAs CriTy, Missouri i o -S4 .
13a. FATHER'S NAME 13b. MOTHER™S MAIDEN NAME 147 NAME OF HUSBAND OR WIFE
William Larson Heren R (PERT -
15. WAS DECEASED EVER IN U,5. ARMED FORCES? | 16. SOCIAL SECURITY | 17, INFORMANT'S SIGNATURE OR NAME S ARDR
(Yes, no. or unknewa) | (I yes. give war or dates of service) NO. ANTA P'g "S
None William Larson, 863% Maiden Lane, KansAs

INTERVAL BETWEEN
. ONSET AND DEATH

AL CERTIFICATION

i8. CAUSE OF DEATH EASE OR C - M
 Eaoter oniy onecauseper | I DIS OR CONDITION ~ . " . °
Iine for (a), (b}, and (¢} DIRECTLY LEADING TO DEATH* (o3

ANTECEDENT CAUSES )

*This does not mean ' C 7’- ‘l . .I A ‘ I‘/ 'ﬁl / ’ M

the mode of dying, such Lforbidhmﬁﬁm' if ,;mj.. gfg:'ng DUE TO (b} LAFTAA, 1 MW é

a8 heart failure, asthendg, | rise to the abooe cause (o) stating ’: > : -

dc. It meana the. dis- the uflde_rlyir.w caure luall_. - . L - S A 7 W vl—of_m e - ?

case, injury, or complica- DUE TO (&) ! hd

tion which caused death, | 1. OTHER SIGNIFICANT CGNDITIONS 1 Lﬂ ! D

o | . Conditions contributing to the death but ot
related to the dizease or condition causing death.

USING UNFADING BLACK INE--MAKE A PERMANENT RECORD

19a. DATE OF CP_IEIFgN 19b. MAJOR FINDINGS OF OPERATICN i 20, AUTQPSY?
) ] : 'vm wo L]
21a. ACCIDENT {Bpecify) 21b. PLACEQF INJURY (e.x..norabont | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE . homa, farm, factory, street, office bldg.,ste.)
_HOMICIDE _ o,
21d, TIME (Month) (Day} (Year) (Hous} | 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR? .
‘ WHILEAT ] HOT WHILE
INJURY . . . L . WORK AT WORK
e — -
; 22. | hereby certify that I eltended the deceased from i_L, 19_-‘:2, lo ._LL, 1931, that I last saw the deceased
ﬁ - - alive = : 19 * and hal death occurred at 38 sm., from the gnuses and on the date stated above.
= |l= ATARE 5. N EY(DW%an?yW i & g I % SIGNED
E"_'.' 24a. R Ml , CREMA- b. DATE— /fr%c NAME OF CEMETERY OR CREMATORY 244. LOCATION (City, town, or county) (smte)
E TIDN REMOVAL (Bpecify) f PT 7/?f¢ : ’ .
Z 1 < Foreat Hill Cemetery | Kangas City Migsouri
. A DIRECTOR™S SIGNATURE A ]
DATE REC D‘B)i‘lj)‘CAL REGISTRAR'S SIGNATUBE 1331 Bﬁggfl Screek Bl
2.9 27 Kangas City, ri
Fd

(Ticensed Endbaltmer’s Statement on Rweru Side)

L~ G




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was emba
DY IME, OF By o i e , Student Embalmer No,...........

working under my personal supervision..

Student ... iiiaiieiasaraiaraarnae,
Signature of Stodent Embalmer

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).

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

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




