.

?\LED’éLEP 2

BIRTH NO.

41954

THE DIVIEUOUN Or AL Ur MiasAURI

STANDARD CERTIFICATE OF DEATH
REG. DIST. NO. z 't 2 PRIMARY REG. DIST. m-m:gul‘mrlh'a 4",35

State File No...

30852 -

1. PLACE OF DEATH
o COUNTY  rackson

2. USUAL RESIDENCE (Where d
e STATE Mi gssouri

d lved,

i i

1rath M

befors

b. COUNTY Ja CkS On adinimiont.

b. CITY (If outeide corpurate limits, writs RURAL and give

¢. LENGTH OF

c. CiTY

d. Is Hesidence within limits of

OR woatiip)| STAY place) OR : 2 clty 4p incorporuted towa?
Town  Kangas City o fz e Town Independence P L)
d. FULL NAME OF (If not is houpitat or institution, give strect ddress or losstion} . STREET {If rural, give location) 4? QC) J
HOSPITAL OR - . * ADDRESS
iNsTiTuTIoN 3537 HWain 1825 Vassar
3. DNE%%E S%Fb 8. (First) b. I(Middlr) c. (Last) l 4. DATE (Month)  (Day) (er)
{Type or Print) Mau.de . Stene ceamAugust 17,1954
5. SEX } | & COLOR OR RACE | 7. MARRIED, NEVER MARRIED, [ 8. DATE OF BIRTH 9. AGE {In yasrs| I* UNDER | TIAR | O UNDER # RS
WIDOWED, DIVORCED (Spectiy} last birthday} Mnnuu, Days | Hours l Mia.
Pemale Whike Married L April 9 ?18212 _17
10a. USUAL GCCUPATION (Citv - 10b. KIND OF BUSINESS OR_IN- | 11. BIRTHPLACI . . 12, Cr
done during mutof-irklnzll(!(:.wu:::?f’: vl DUSTRY (City ad State or Foraign Country) 268UE¥|E1§$FWHAT
Housewife Home Henderscon, Towa !/ SLA,
13a. FATHER'S MAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE
Augustus HeClenahan | Ida Schenck Ralph E. Stone
I5. WAS DECEASED EVER IN U.5. ARMED FORCES? 17. INFORMANT S SIGNATURE OR NAME ADDRESS

{Yw. no, or unknown)

lio

(It yeu, give war or dates of service}

6. SOCIAL SECURITY
Hone

'Ralph E.Stone 1825 Vassar ,Indep.llo.

. Enter only cnecauss per

18, CAUSE OF DEATH
line for (8), (b), and (¢)
*This doey not megn

the mode of dying, such
ar heart fallure, asthenia,

. DISEASE OR CONDITION ~

-the underlying cause last.

DIRECTLY LEADING TO DEATH* ()

ANTECEDENT CAUSES

Morbid conditions, if any, gicing
rise to the above cause (o) ntating

DUE TO {b) l‘ A

INTERVAL BETWEEN

Oﬁﬂ AND E

i

etc. It means the dis- - . \
ease, infury, or complica- DUE TO (c) LA £ . ¢ 1]
tion which coused death, ) 11, OT‘HER SIGNIFICANT CONDITIONS [ ol
" Conditions contributing fo the death but not :
related to the disease or condilion causing death.
122, DATE OF OP_FIFE&- '19,1}_.— MAJOR-FINDINGS OF CPERATION ’ 20. {\UTOPSY?
- ’ ves [ ] NO.E:
{Bpeciiy) 21b. PLACEOF INJURY te.z..inorabout | 21c. (CITY. TOWN, OR TOWNSHIP) {COUNTY) '

21a. ACCIDENT
SUICIDE
HOMICIDE *——~

homs, fure, factory, street. ofics bldg. et}
h—

——

(STATE)

21d. TIME (Month)
OF
INJURY o

21e. INJURY OCCURRED
WHILE AT NOT WHILE

(Day) (Year) (Hour)

WORK AT WORK

2if. HOW DID INJURY OCCUR?

2. I hereby certify rthat I attended the deceased from

alive on

£, 18 and that death oceurred al

1&5;3, lo

., from the

Va
4 19_52,‘ that I last saw the decessed

ges and on the date staied above.

23s. SlGNi‘?ﬁ f)

/J.BI'
O/'l/

732 m

TN s

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

2éa. BURIALY BREMA-"]
TION, REMOVAL (Bpecity)

Remnunl

E 24c.
20 KA

fye r%e-"r‘lre'l_':r Ce

ME OF CEMETERY OR CREMATORY

matery

24d.. LOCATION (O1t
Berkely

2. D SIGHED
34/ S
, OF counly) (Btate)

California

DATE RECD BY L%CAL

- -

25 FUNERAL DIRECTOR'S SIGNATURE

Holand R.

Al REZISfﬁ'AR‘S SIGNATURE g
N r »

Sneaks

ADDRESS

Indep. Ho.

(Licensed Embalmer’s Ststement on Reverse Side)




L ) [

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, OF By oot iiiiieiiiirtiestermraaemcaceraearrasiiaaiaaanaan P , Student Embalmer No,.ccevov-e...

working under my personal supervision..

Student...ccomriiiiiiieiiiaireit e esae e
Signature of Student Enbalmer

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Fai
" 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. : -

hd -



