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THE DIVISION OF HEALTH OF MISSOURI

FILED NGV 10 1954

STANDARD CERTIFICATE OF DEATH
REE. DIST. NO. / ! i PRIMARY REG. DIST. NO_L_—D 4 "_‘Reﬂiﬂmr'.l No.wwun

State File ?;'o

34116

4980

"BIRTH NO. - s AR

1, PLACE OF DEATH 2. USUAL RESIDENCE (Where d d lived, If { ig )‘ befors

a. COUNTY a. STATE . ot i b. cou - ] ldldi-iun)
Jackgon - “Manskig. v f’[uandoté
b, Ccl,};‘l' (I cutsids corpurats ums;:. writs RURAL .ndw.i'v;m . §T AL?EEEEL: _.___OF. c. CITY (M ooudde corpgrith limits, inh. BURALanS cive \ownshiz) Wy
TOW Kansas City 3 ¥ks. YOWN  Kansas City , “,0
d. FULL NAME OF (If not in hoapdtal ar institation, sive sirest sddrees or lowtion) || d. STREEY (11 mursl, give location) Jr
HOSPITAL OR ADDRESS ] %
INSTITUTION Regearch HoSD. 3738 Cambridge .

o o A s b. (Mliddle} T e (Lasy ‘ 4DATE  (Math) (Day) (Yemw)
(Typeor Prine)  Maruy MR RPoth DEATH Jct, 26 1954
S. SEX J | 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, | 8. DATE OF BIRTH 9. AGE (In years| 7 OOER | THR | O DHOON o0 WEs.

WIDOWED, DIVORCED (Specify) : tast birthday) Meau-l Days | Hours { Min,
. Female Fhite Married : Dec, 30,1888 85 l
10a. USUAL OCCUPATION (GiveXod ot work | 10b. KIND QF BUSINESS QR IN- | 11. BIRTHPLACE . . 12, CITIZEN
dooe during moet of work H(.Iu.wini! °’) ' = DUSTRY (City and Stats or Foraign Country) COUNTRY?FWHAT
Housewife At Home Thayer, Missouri. IS
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
A, N. Figgs _Mary L. Jenkins ___ | A
IS. WAS DECEASED EVER IN U.5. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT' 5 SIGNATURE OR NAME ADDRESS
(Yo, no, 0z unknown} | (If yea, xive war or dates of servios} ] I .
No 498-03-688 William ¥. Roth, K, C., XKansas
ION . INTERVAL
18, CAUSE OF DEATH . DISEASE OR CONDITION MEDICAI. CERTIFICATIO ; P mgw )
. Enter only onscauseper | 1.
\ina far (), (by, sad {y | DIRECTLY LEADING TO DEATH® ) \ 2 leped -
—_— A,._;, At o Wc-\. :

*This does not mean ANTECEDENT CAUSES ? . .
the mode of dying, rach | Morbid conditions, if ing. gising DUE TO (6) MMM%M—; Lonrty 25
ox heart failure, esthentn, | rise fo the above coudse (a) sating .o
ete. It meons the dip. | Ch¢ underiying cause lat. e P> / -
cane, Injury, or complica- DUE TO (c) M.
tion tobich coused deeth, | 11. OTHER SIGNIFICANT CONDITIONS . - - -

Conditions contribiting to the death bul mot
Condions cotributng b e deoh bk Sl 1SIA
190, DATE OF OPERA. | 190. MAJOR FINDINGS OF OPERATION . W RO Attin i~ . |-20. AUTOPSYT
£ O P g Cmq‘ — yes [ wo
21a. ACCIDENT (Bpecity) 21b. PLACE OF INJURY tes..loerabout | 21c, (CITY, TOWN, OR TOWNSHIP) (COUNTY) . (STATE}
SUICIDE ——rr———— ey, Earm, [astory, sireet, offios . . e . <,
HOMICIDE ' . ' - .
214. TIME (Month) (Day) (Yea) (Houn | 2la. INJURY OCCURRED | 21. HOW DID INJURY OCCUR?
" et e wuuatﬁ-umun‘@_- —
TNJURY m. WORK AT WORK

2. 1 hereby certify that Ijg' ended the deceased from S=2f =

alive on

18 1o /O - 2 & 1955 hat I 1ast saw the deceased

19575 and that death occurred ot _ LS Om., from the causes and on the date slated above.

WRITE PLAINLY—USING UNFADING RBLACK INE—MAEE A PERMANENT RECORD

2. SIGNATURE Graham Asher { or title} | Z3b. ADDRESS/2 3-0 /2. iy /36a4, .| Zx. DATE SIGNED
' £ uD : Lo d 7O ,??.. .4
AL, CREMA- | 24b. DATE 24c. NAME OF CEMETERY OR CREMATORY | 24d. LOCATION (Olty, Town, of Sounty) (Btate)
' . -
b 33 Oct.28,1954 Maple Hill Cem. Kansas Cit an
DATE REC'D BY LOCAL | REGISTRAR'S SIGNATURE 25- FUMERAL DIRECTOR'S 81GNATURE ADDRESS

'M%.AA

- -

Gates F%& {ons,

Jr'l_l__i&

on Reverss Side)




- !151(#
?H if Bl

STATEMENT BY LICENSED EMBALMER

I hereby eéttify that the body whose name is recorded on the reverse si_de of this certificate was embalmed by me, or by oo .

Student Emdalner Ro.

working under my persona! supervision.

Student covesavsancoscnernrstacvasivassnnians

Student Embalmer

P. O. Address Kansas City 11, Missc

Nfﬁe. The above MUS!' BE SIGNED BY THE LICENSED EMBAUV&R in his OWN HANDWRITING. (Failure to comply with
the above constitutes grounds for revocation of license.)

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




