No. 300
10. 48

WRITE PLAINLY--USING UNFADING BLACK INE—MAEKE A PERMANENT RECORD

FILED JAN 12 1955 |
REG. DIST. NO. Fd E 2

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

409527

State File No. i sanenn

FRIMARY REG. DiST. NO-_&OLR«;{:!M"J Na......§.8.56-:....3..

- 8IRTH NO.
i. PLACE OF DEATH 2. USUAL RESIDENCE (Where decesssd lived. If Institution: reaidence befors
a. COUNTY a. STAT b, COUNTY adinissiond.
Jackson Missouri Jackson
b, CITY (1l outride corpurate Eimits, write RURAL and give ¢. LENGTH OF c. CITY . d. Is Residence within Umits of
OR - C towunship} z’AY (jo this place) OR . ;l:y or incorp;n!.nd townT
Town Eansgas City SJW TOWN Kansas City i = ° O
d. Fll.'ILLP?AME %F (If not is hospital or fustizution. give streat addroes oalﬂt.ion) %%}!EEESTS (If rursl, give locatlon}
SNSTITOTION 2711 Bast 6lst Street I 4% 2711 Rast 6lat Street
T Tt
3. NAME OF a. (Firs) b. (Middle) el e (Last) 4. DATE  (Month) (Day) (Yean
(Typeor Print)  CHARLES ROBERT DEATH 12 20 _ 54
5. SEX { | 6. COLOR QR RACE | 7. \I\Jﬁ)%!ﬂlég g[E\ygchgSRRIED. 8. DATE OF BIRTH 9. AGEi (}:i:'e)ln !:IF UNDER | YEAR |  UNDER u mps
. {8pecify) irthday. onths | Days | Hours | Min.
Male White Married ] g 57 l
10a. USUAL OCCUPATION (Givekind of work | 10b. KIND OF BUSINESS OR IN- I. Bl PLACE _ 12_ CITIZEN
danidurmxmml work.ln;lliu'::a:i! :‘;r:; DUSTRY {City and State ¢ F feign Countrv} I COUNTRY?FWHAT
ired-Digpatcher West. Pacs Railway Columbus, Kansas ! | USA
13a,, FATHER' S_NAME 13b, MOTHER'S MAIDEN NAME “ 14. NAME OF HUSBAND OR WIFE
: : Ella M. Gowen
15. WAS DECEASED EVER IN U.5. ARMED FORCES? | 16. 50CIAL SECURITY | 17. IWORMANT' S SIGNATURE OR NAME ADDRESS
(Ye%lknown) | (If you, rive war or dates of pervice! NO,
(e — Ella M, Gowen-2711 E, 6l§§.-K, Co, Moo

18, CAUSE OF DEATH
. Enter only onecause per
line for {(p}, {b), and {(c)

1. DISEASE QR CONDITION
DIRECTLY LEADING TO DEATH® (34

MEDICAL CERTIF‘ICATION

INTERVAL BETWEEN
ONSET AND DEATH

*This doey not mean
the mode of dying, such
as heart failure, arthenia,
ete. It means the dis-

ANTECEDENT CAUSES

< o -
Morbid conditiona, if any. giving DUE TO (b) W A

rise to the above cause {a) stating
the uaderlying caule lasi,

case, injury, or complica- DUE TO {¢} /‘D
tion which caused death. | 11. OTHER SIGNIFICANT CONDITIONS y’U
Conditions eontributing to the denth byt no? \,{
related to the dizease or condition causing death, °
19a, DATE OF OPERA- | 15b. MAJOR FINDINGS OF OPERATION 20. AUTOPSY?
TION
ves ] wo [J
21a. ACCIDENT (Bpecify} 21b. PLACEOF INJURY (e.x..inorsbout | 21, (CITY, TOWN. OR TOWNSHIP) {COUNTY) (STATE)
SUICIDE homa, farm, factory, street, offios bldg., st8.)
HOMICIDE .
21d. TIME (Month) (Day) (Year) (Hows) | 2le. INJURY OCCURRED | 2if, HOW DID INJURY OCCUR?
Q WHILEAT ] NOT WHILE
INJURY WORK AT WORK
2. I hereby certify that I atlended the deceased from , 18 , lo 19 , that I last saw the deceased
"~ alive on , 18 and tha! death occurred at m., Jrom the causes and on the date stated above.
23, SIGNATURE Geo. C. KealHoTET Degroo o titlo)g | 23b. ADDRESS 23. DATE SIGNED
6&)/4M AR Otced |22 /S
24a. BUER !SLALCREMA. YNAME OF CEMETERY OR CREMATORY 24d. LOCATION (City, town, or county) (State}
TI REM {Speelly)
Oremation Kansas City, Migsouri
DATE REC'D BY LOCAL R;ﬁlsrRA S SIGNATURE 25, FUNERAL DIRECTOR'S SIGNATURE ADDRESS
E 3 -
JL L2 -8 Pla ellody-¥eGilley-Bylar-Kansas City, Mo.

(Licensed Embalmet’s Sizumznr on Reverse Side)




STATEMENT BY LICENSED EMBALMER

I hereby certi{y that the body whose name is recorded on the reverse side of this certificate was emb,

..... %QK&(‘, Student Embalmer N05cj

working under my personal supervision..

LY
L
Student..¥ h byl ...l0.).. 7 e Signed.
lmer

-:‘Si.g;mr.;re of Student Emb

by me, or by ...}

Licensed Embalmer No.. g?/

P','O', Address /d (’"”

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}.
- 1f ermbalmed by a STUDENT, he also shall sign in his OWN handwriting.
I this body is not embalmed, fact should be so stated above.

v »




