THE DIVISION OF HEALTH OF MISSOURI 30853 i

.300 o )
- I PLEDSEP 241954 STANDARD CERTIFICATE OF DEATH State Fie No..
'BIRTH NO. REG. DIST. NO. __LZZ_ PRIMARY REG. DIST. w0, £ @O 2y Rpvictrars No 4(}\ )6
1. PLACE OF DEATH 2. USUAL RESIDENCE (Whbere decoased lived. 1f institution: resitence befors
a, COUNTY a. STATE b. COUNTY P admisston).
> JACK SON MISSOURI Cooper
b. CITY (If outsid limits, write RURAL and xiv , LENGTH OF . CITY . &
ok outzide corpurate ta, te 1 L] o %TAYﬁnthhth) ¢ OR dnwmmwuﬂ
TOWN KANSAS CITY 10 days TOWN BOONEVIIIE =g . *o
d. Fll:iJOLIS-PIN'I"ﬁA'?_EO%F (If not in hospital or insthution, give street address or location) Fq ASDTDRREEESI-S {If rursl, give location) D "'l "1 0
INSTITUTIONVETERANS ADMINTSTRATION HOSPTTRIZY RED # ) /
3[;‘EACNE1550EFB a. (First) b. (Middle) c. (Last) 4. DATE {Month) (Day) (Year)
{ Type or Print) GODFREY H STRATTON DEATH August 18, 1954
5. SEX © | 6 COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH 9. AGE (In yeam| & usbeh ) yiaR | o teoen 4 nas,
. WIDOW/ED. DIVORCED (Bpecity) last birthdsy} mm.’ Days | Hours | Min.
Male White Married ! |November 26, 1892 61 . |
102, USUAL OCCUPATION (Gie indof work | 10b. KIND OF BUSINESS OR | N | 11 BIRTHPLACE  ((4y aa Stare or Foreign Coustes) 12 CITIZEN OF WHAT
] Farmer Farming Lawrenceburg, Kentucky ! U.S.A.
|[I3a. FATHER™ S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Unknown Upknown  j—— — o i
I5. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16, SOCIAL SECURITY | 17, INFORMANT® S SIGNATURE OR NAME ADDRESS
{Yow.no, orunknown) | (If yes, xive war or dates of sarvios) NO.
Yes WnT none A Hospital OFficial Records, K.C. Mo,
5. CAUSE OF DEATH . MEDICAL CERTIFICATION IgTNSEEF:'ﬁ m&
. Enter only onecauw per 1. DISEASE OR CONDITION . -
Hastor (o, (b, and (@) | DIRECTLY LEADING TO DEATH® ) Carcinoma of 1.1ver'_ﬂ.,g_,ﬁ 3 mos.
*This does not mean ANTECEDENT CAUSES

the mode of dying, such | Morbid conditions, if any, giring DUE TO (b)
a2 heart fafluse, gsthenia, | THe (o the above cause (o) sating .
ecte. It menns the dig. | the underlying canse last. : .
raze, infury, or complica- DUE TC ()

tion which caused death. | 11. OTHER SIGNIFICANT CONDITIONS ; ‘ }55*

Conditions contrituting to the death but not
related to the dizease or condition causing death.

19a. DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION . ) . - 20, AUTOPSY?

WRITE PLAINLY—USING UNFADING BLACK INE—MAERKE A PERMANEN:T'RECORD

TION . .
8/11/54 Needle Biopsy: Adenocarcinoma ves (] xo &1
2ta. ACCIDENT (Bpeelly) - 21b. PLACE OF INJURY (a.x..inerabout | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) {STATE)
- SUICIDE v homa, farm, factory, street, offios bldg., ete.) -
HOMICIDE .
Z1d. TIME (Month) (Day) (Year) {(Hour) 21e. INJURY OCCURRED | 211, HOW DID INJURY OCCUR?
) oF . . WHILEAT[—] NOT WHILE
INJURY VA = | WoRK AT WORK
2. ] lgreby f attended the deceased from Bugust 8 1604 | to August 18 | 1954 XIEXNKIKEEE MOA0ENMX
l/ DY Iy QOB and that death accurred al _3230P'm., from the causes and on the daote staled above.
1G W__ - (Degree ar title) §| 23b. ADDRESS . ) _ Z3c. DATE SIGNED
THOMAS J. RANKIN, M.DJVA Hospital, Kansas City, Mo. |8/18/54
URHL CREMA- | 24b. DATE . . 24c ‘NAME OF CEMETERY.CR CREMATORY | 24d. LOCATION (Oity. wwn,urmty) ~ (State)
p REM ALM:) AL )(
MovA L LG za/qnf — : L bl oulsyillE SN TYCkY
DATE RECD BY LOCAL | REGISTRAR'S SIGNATURE . FUNERAL GIRECTOR" 8 81GNATURE ADORESS
. ;EG. - - K C
| P-Lo-S¢ . K. Plrconttis o L% P

{Licensed Embalmet’s Statement on Reverse Side)




‘"

STATEMENT BY LICENSED EMBALMER ‘
i
\

I hereby certify that the body whose name is recorded on the reverse side of this certificate was emba
by me, or b.y ....................................
woz:kiﬁ:g' under my persénél supervision..

Student..oonern e
. -  Signsture of Student Enbalmer

0.

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




