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WRITE PLAINLY—TUSING UNFADING BLACK INE—MAEE A PERMANENT RECORD
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line tor (8), (b}, and (¢} DIRECTLY LEADING TO DEATH'(a)

ANTECEDENT CAUSES.

*Thir does not meen [
Morbid conditione, if any, gising DUE TO (b)

the mode of dying, such

" BIRTH NO.
1. PLACE OF DEATH . 2. USUAL RESIDENCE (Whare decesssd lived. If iostitution: residence before
a. COUNTY . . a. STATE b, COUNTY adinksion).
Jackson S Missouri Cass
b. CITY (I outside corpurate limits, writs RURAL and give ¢ LENGTH OF || ¢ CITY I Is Residence within Lzits of
Q . townabip) ETYCT. thia place} OR 8 city of Incorporated town?
Town Kansas City ays TOWN  Amoret o *n0
d. ?&SLPP'PAP‘I‘_EO%F (I not in hospital or i:uiiu:ﬁ?n. give streot nddrom or location) ' A%rl?RE% (If rural, give locasion) O / ? o)
INSTITUTION Research Hospital - /
3. NAME OF . {First b. (Middle! ’ c. (Last
DECEASED o (Flesty { ) - (Last) 4 DATE  (Month) (Day) (Year)
(Type or Print) GEORGE G YOLFE DEATH ~ Dec. 29 1954
5.SEX ~ p |6 COLOR'OR‘RACE { 7. MARRIED, NEVER MARRIED, | 8. DATE OF BIRTH 9. AGE (la yuan| @ wom 1 Tan | v Waoch i WS,
WIDOWED, DIVORCED (Bpecify} . h‘ﬁ‘ﬁ“’” Months | Days | Hours | Min.
male white marrie / April 27, 1902 i l ,
"10a. USUAL OCCUPATION (Gie kindot=erk | 10b. KIND OF BUSINESS OR IN. | 11. BIRTHPLACE (¢;1) 114 Seace cx Forvien Countrv) I 12, CITIZEN OF WHAT
farmer and Stockman Missouri a ,
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
David C. Wolfe f {Tella Mo Park .. ... . IThelma Uolfe
15. WAS DECEASED EVER [N U.S, ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
(Yoa. mo.arunknown) | (I yes, #ive war or dates of service) NO. .
no no Thelma Wolfe Amoret, Missouri
18. CAUSE OF DEATH . MEDICAL CERTIFICATI INTERVAL BETWEEN
| Enter only onscauseper | 1. DISEASE OR CONDITION * M | ONSET AND DEATH

Z/neﬁ%?'

rige to the abope cause (a) stating

as heart failure, asthenia, A
% the underlying cause last.

ete. It meana the dis-
ease, infury, or complica- |2 DUE TO {c}

tion whith conged decth. | 11. OTHER SIGNIFICANT COMDITIONS

Conditions contributing to the death but nol

| related to the disease or condition causing death.

' TR

Bk

19a. DATE OF OPERA. | 19k, MAJOR FINDINGS OF OPERATION 20. AUTOPSY?
TION o
. ves (1 wo 3
21a, ACCIDENT {Bpacity} 21b. PLACE OF INJURY (e.g., Inerabout | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) {STATE) .~
SUICIDE bome, farm, factory, street, office bldx., sto} - -
HOMICIDE
2td. ngE (Month) (Day) (Year) (Hour 2le. INJURY OCCURRED | 2if. HOW DID INJURY OCCUR?
WHILE AT NOT WHILE
INJURY o | “Work L AT WORK _ 9 ”
22. I hereby cegtify that I gtende deceased from 5 ) 19J ‘ﬁ to £ ? 19:5_6,( that I last saw the deceased
aliueA , 19 , and that death occurred al _8:30_%, Sfrom the equses and on the aled above.
23a. SIGNAT] / . DATE SIGNED

Z3b, ADDRESS 430l
Karvacs Dz " no | \Fse 2797

24b. DATE

1255, |

24a. BURIAL,

TIOPRE%& {Bpedify)

24z, NAME OF CEMETERY OR CREMATCORY

24d. LOGATION (City, town, or county) (State)

Butler, Missouri

DATE REC'D BY L%CE%L REGISTRAR'S SIGNATUR'E

- »

25. FUMERAL DIRECTOR'S SIGNATURE . ADORESS

K‘C .MO.

STINE & McCIURE UND. CO.

(Licensed Embalmer’s Eute:runl on Reverse Side)
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STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was emb
by me, or by

working under my personal supervision..

Student..... ... ..iiiiiiiiaa. s caaaaeaaaas
Signeture of Student Embalmer

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

If embalmed by a STUDENT, he also shall sign in histOWN handwriting.

1¥ this body is not embalmed, fact should be so stated above.

.
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