THE DIVISION OF HEALTH OF MISSOURI

. 300

‘e ’ "H.ED JUN 18 1055 STANDARD CERTIFICATE OF DEATH State Fite No
/ :2 0
"BIRTH NO. REG. DIST. NO. PRIMARY REG. DIST. NO._&&Z_ KRegistrar's No. ""C‘Oj
1. FLACE OF DEATH i 7 USUAL RES|IDENGCE (Whare decoased livad. If Mptitation: resllence befors
a. COUNTY ‘ a. STATE b, COUNTY adinisaion).
; JACKSON v . vvo .. _ MISSOURI by
b. GITY (If ouside corporate limits, write RURAL and'giva | 5. LENGTH!'OF [i> c. Y ) Hestdence withi Usmlts of
OR ST, ncorporated town?
Town KANSAS CITY embiel| STRY fee e *Town ‘INDEPENDENCE g mf‘v“c“,’\\’
S = ]
% d. FH'CS%PI;‘?AI\?_EO%F {If not in hoapital or lnstitution. give strect nddress or location) ' AS'DTI?REEE‘;TS (If rural, give location) 4 U/U /
D \NSHToTIoN VETERANS ADMINISTRATION HOSPITML “” 1,15 SQUTH FOREST
a ¥ DECEASED a. (First) b, (Middte) T -l (Last) 4 DATE  (Month) (Day)  (Yean)
H {Tvpeor Prine;  ORA THOMAS JONES DEATH May Ig) 1955
ﬁ 5, SEX 0| 6. COLOR OR RACE | 7. \"{“IADROFC'I.'EB EIEJSFR‘.CPEISRRIED. 8. DATE OF BIRTH I 9. AGEW&:;:O;n ;{F ENDER 1 YEAR | & UNOER 4 wRS.
s {8peclfy) t ¥ onths | Days | Hours | Min.
: Male White Married 7 |March 4, 1892 | 63 ~|
2] 10a. USUAL OCCUPATION (Ghve kind of wor 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE -
o 4 i :onldurinlmutotwurkiuu(hu:cni! redr:d]; DUSTRY (Ciey and Stute o F““”’c““”, l Izcgl[JTP}%E{;{(?FWHAT
i Taborer —_— Sedalia, Missouri iU.S.A.
< 13a. FATHER'S NAME ~ [13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
a George Jones | Mary Vaughn Mynie
% I5. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY | 17, INFORMANT 'S SIGNATURE OR NAME ADDRESS
< (Yes, no, or unkbown) | {1f yes, rive war or dutes of service} NO.
= Yes 499 07 6,07 | VA Hospital Official Records, K. C. Mo.
1 18, CAUSE OF DEATH eas MEDICAL CERTIFICATION 'g;gghg%iﬁ
-1 || Enter oply cnoceuseper | |. DISEASE OR CONDITION - L . .
2, |V ime for (ny, (by, and (@ | DIRECTLY LEADING TO DEATH: o) Pulmonary edema and congestion 2 days .
B *This does not mean | ANTECEDENT CAUSES . ; s .
© |l the mode o dping, et | asors 4 condtons, if ny, iing OUE TO (,,,Acute urinary retention 3 days
o ::"eﬂfr:!:i';:; astheni, T R ks Sioting Biﬁterﬁa ugeteral transplantation to 6 d
o || core injurs,ircomaiiea- ' DUE TO () ~11€0 dder . R ays
Wz tion'which coused d'mib H. OTHER SIGNIFICANT CONMDITIONS (d) Tran51tlona1 cen carcmoma Of
.o Conditions contribuling to the death but not a2
a related to the dizease or condition causing death. urinary bladder - ? l ?7 1 mo,
i 19a. DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION ’ l v 20. AUTOPSY?
> TION .
= ] ves beJ w0 [
o 2la. ACCIDENT (Bpecify) 215, PLACEOF INJURY (o.g..inorabout | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
h SUICIDE, homse, farm, factory, sireat, office bldg..eve.)
Z - HOMICIDE
. g 2id. TIME (Month) {Day) (Year) {(Hour) 21e. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
OF WHILEAT NOT WHILE
bl-n- INJURY - VA WORK AT WORK .
? 2. J pereby certify that //attendcd the deceased from Appedl 12 _, 18 o May 29, 1995 , RENDORUKNR BRI LN
= A BERT SAAD Y and that death occurred al H 'm., from the causes and on the date stated above.
E {Degres or title) 23b. ADDRESS 23c. DATE SIGNED
o D lya Hospital, Kanzas City, Mo. 5/20/55
E‘ 24a. } 24b, DATE 24c. NAME OF CEMETERY 24d. LOCATION (Oity, town, or county) -~ (Btate)
m~ )
1 4
_ g 5""2 - 55 Y} 55
T DATE REC'D BY LOCAL | REGISTRAR'S SIGNATURE I GNATURE 3.3' ADDRESS ’ .[‘ m“
REG. . I { y
ok PR v wd ) kBLvd -

(Licensted Embazlmer’s Statement on Reverse Side)




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was emt

by me, OF By .o , Student Embalmer No..........

working under my personal supervision..

Student ... ...ooin i iiiiaiiiiaaa
Signature of Student Embalmer

«~ \Note: The abeve 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,




