No. 300
10.48

-:"' LN

!BIRTH NO.

LUEDOCT 29 1954

THE DIVISSON OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

ree. oisT. wo. 2T eriuary res. pisT. %0./ @0 Risictrars No

34103

State File No,..... T e

1. PLACE OF DEATH

2. USUAL RESIDENCE (Where doccssed lived.

Tt lostitution: resldence before

a, COUNTY Jackson a. STATE Ml SSOUI’i b. COUNTY Jackson adinimlon).
b. CITY (I ouwide corpurats limits, writa RURAL and give _ } e LENGTH OF c. ng ' . .1 Residencs within Lmits ;W
TOWN Kansas City reiel| B Srell  town Kansas City | TR
d. FULL NAME OF (If zot in koapital or inatitutlon, give streot addreas or lccation) STREET (I rural, give location) g
HOSPITAL O ADDRESS 3
INSTITUTION  St,. Luke's Hospital I(Z Y 5740 McGee 3¢
= (v
33!5%!%%5%!?0 a. (First) b. (Middle) c. (Last) 4. DATE (Month)  (Dey)  (Year)
(tvpeor Priney  LLEWELLYN REESE peAmSept. 23, 195l
5. SEX [ 6, CCLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH 9. AGE (Io years| W UNDER | YEAR | WF unDER u pms.
l WIDOV/ED, DIVO-RCED (Bpecify) laat birthday) Mﬂﬂhll Days | Hours | Mia.
M W Married +| Sept. 28, 1881 | 72
W0a. USUAL OCCUPATION (Ghvekiadof work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE : - 12. CITIZ
dons during mulol-orkinxlilu ovan‘:! reur:d) DUSTRY {Ciry sad State oz Foreign ?u"” ' COUNTE':}?OF“HAT
(s P s Co. Pennsylvania b
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WiFE
- Reese , Untknown Bessie B, Reese
15. WAS DECEASED EVER IN U,S. ARMED FORCES? | 16. SOCIAL SECUR{NITJ 17, INFORMANT'S SIGNATURE OR NAME ADDRESS
{You. 0o, or unknowa) | (If yes, xive war or dates of service) N .
4,86-05-7529 | Mr.R.L.Reese,5740 McGee, KC Mo.

. Enter only oneceuse per

18, CAUSE OF DEATH
1. DISEASE OR CONDITION

line for {8}, (b}, and (c) DIRECTLY LEADING TO DEATH® (o

*This does ol mean ANTECEDENT CAUSES

MEzCiL CZTIFICATION ; 7‘4

mw

INTERVAL BETWEEN

Morbid conditions, if any, giving DUE TO (b)
#ise Lo the above cause (a) sating
the underiying cause lgst.

the mode of dying, such
as heart fatlure, asthenia,
edc. It means the dis-

ease, injury, or complica- DUE TO (cle °

i

231 i

tion which caused death, | 1. OTHER SIGNIFICANT CONDITIONS

(/TAY

oew—,uuw 1'7‘2’-;—:?1@3

Conditions contributing fo the death but nof . .
reluted to the direase or condition causing deatlyl o //ML&'_
19a. DATE OF OPERA- | 190, MAJOR FINDINGS OF OPERATION 20, AUTOPSY?
TION m .
_ YES vo [
2ta. ACCIDENT (Specify) 21b. PLACEOF INJURY te.x. inorabout [ 2lc. (CITY, TOWN, OR TOWNSHIF) (COUNTY) (STATE)
SUICIDE bomae, farm, fagtory, sireet, office bidg.,era.) .
HOMICIDE
21d, TIME (Month} (Day} (Year) (Hour) 21e. INJURY OCCURRED | 21t. HOW BID INJURY OCCUR?
WHILE AT NOT WHILE .
INJURY WORK AT WORK
/-7 1933 1 f-23 195.1 that T last saw the deceased

2. I hereby certify that I auended thedeceased from L =L & . , ,
v/ _alive on _iy_l.'!__ " and that death occurred at 040, m., from the causes and on the date stated above

Ba. SIGNA@P/ P.I. Byerg /?Br r.ir.le)o

B8 Wy anda Y, £ €12, M| /3 oy

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

gl% B g ER MI SJ.ALCREMA- 24b. DA 24\. NAME OF CEMETERY OR CREMATOHY | 24d. LOCATION (Clty, town, or countgf /(5iate)
{Bpeciiy)}
hemoval 9/23/5) e Chanute, Ks,

DATE REC'D BY L%%%L REGISTRAR'S SIGNATURE
. ¥

25. FUNERAL DIRECTOR'S SIGNATURE ADDRESS

STINE & McCLURE, Kansas City, Mo.

{livensed Embalmer’s Statement on Reverse Side)



W, \

/7

STATEMENT BY LICENSED EMBALMER

I.heréby certify that the body whose name is recorded on the reverse side of this certificate was emb
L :

by me, or DY et et PP ' J , Student Embalmer NO,....onnn.-

working under my personal supervision..

Student .. ... i i aaaiiaaaraan, Signed.. D S a e R e
Signature of Student Embalmer

Licensed Embalmer No. "Zé?°

P, O. Address(K.,..én- .......

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

If embalmed by a STUDENT, he also shall sign.in his OWN handwriting.
I¥ this body is not embalmed, fact should be so stated above.




