THE DiVISION OF HEALTH OF MISSOURI

. 300
" FILED JUL 1- 1955 STANDARD CERTIFICATE OF DEATH Stote File No...
—
BIRTH NO. REG. DIST. NO. _LZ,L PRIMARY REG. DIST. 0. @ O, Registrars No._2£).4.1.. .........
1. PLACE OF DEATH 2. USUAL RESIDENCE (Whbere deconsed lived. If [nastitution: residence before
O a-couNty  Jackson -a.STATE  Missouri b COUNTY Jackson ™"
b. CITY (f outside corpurate limits, wtite RURAL and give ¢. LENGTH OF c. CITY 4. 1o Residence within lizdt ;:
OR township) AY (in thia place) OR R 8 flty-or incorporaied tows?
TowN Kansas City . . TOWN Kansas City . e h{ N0,
d. FH(%%PIFIBAT_EOOF {If not in hospital or jzstitution. give sireat address o focation) ASI:-JFDRREEEgS (If rars), give loeatlon) ﬁ)D
insTiTuTion  General Hospital No. 1 % Lh0O St. John
36%3%%%5%% 8. (t“il‘st) b. (Middle) c. {Last) ] 4. Dé.ll_:E (Month) (Dn’.) (YW)
{ Type or Print) rannie MeNurlin DEATH & 1955
5. SEX I | 6. COLOR QR RACE | 7. MARRIED_ NEVER MARRIED, 8, DATE OF BIRTH 9. AGE (In years| i UmdER 1 YEAR | * ONDER b bha,
WIDOWED, DIVORCED (Bpecity} Last birthday) Mun!—h, Days | Hours | Min.
Female | White | Widowed 2 |Feb 14 1869 | 86 _ l
10a. USUAL OCCUPATION (Give kind of work- | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHFLACE . : . 12_ CITIZEN QF W|
done during most of workios Hlu.ovanuu rn!::::l) ) DUSTRY {City end State or Foreign Couatry) COUNTRY?OF HAT
Housewife Home __Ohio ! U,8. A,
138. FATHER'S NAME 13b. MOTHER S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
John Ferrier 1 Isabel Hel,; Charles Me Nurlin
15. WAS DECEASED EVER IN U,S5.ARMED FORCES? | 16. SOCIAL SECURITY { 17. INFORMANT' 'S S|IGMATURE OR NAME ADDRESS
(Yu.rmNot unknown) | (If rN wive war or dates of service} NO.
o one None Vearl Mc Nuriin, 1743 Laurel KC Mo
18. CAUSE OF DEATH MEDICAL CERTIFICATION INTERVAL BETWEEN

_Enter only onecsuse per 1. DISEASE OR CONDITION El'lﬁctation ONSET AND DEATH

line for (a), {b}, nnd (c) DIRECTLY LEADING TO DEATH® )

_ . [ N o

3
*This does ot meen | ANTECEDENT CAUSES A - T *
the mode of dying, such | Aforbid conditions, if any, giring DUE TO {b) = =
as heart fallure, asthenda, | rise to the above cause (o) stoting f -

de. It means the dis the underlying cause last. - .

case, injury, or complica- DUE TO (c) ‘el LI 7-'0 l

tion which caused death, | 1. OTHER SIGNIFICANT CONDITIONS "

Conditions contributing to the death bul ‘m(.r e

related to the disease or condition causing death. ' F S
19a. DATE OF OPElFé}i 19b. MAJOR FINDINGS OF QOPERATION 20. AUTOPSY?

PLAINLY—USING UNFADING BLACK INK—MAKE A PERMANENT RECORD

x
-l ves (R o [
21a. ACCIDENT (Spacity) 21b. PLACE OF INJURY (ex..incrabeut | 21¢. (CITY, TOWN, OR TOWNSHIP) {COUNTY) (STATE)
SUICIDE . home, fazrm, fastory, street, offce bldy.. s1a)
HOMICIDE
Py 21d. TIME (Mogpth} (Day} (Year) (Hour) Zle. INJURY OCCURRED | 2. HOW DID INJURY OCCUR?
: WHILEAT[—] NOT WHILE
INJURY WORK AT WORK » L
. ADril une ic
2. I hereby certify that I altended ke deceased from p 2 bb to J , 19 20 , that I last saw the deceased
alive on _‘-lﬂe_l_._, 19  and thal death occurred al __j_:_lipm from the causes and on the date slated above.
23a. SIGNATURE B.I. Burns {Degree or title} & 23b. ADDRESS 23c. DATE SIGNED
227 A 2lith & Cherry 6-13~55

24b, DATE 24c, NAME OF CEMETERY OR CREMATORY 24d. LOCATION (City, town, or county) (Btate)
Inde pendence, Mo

6/15/55 Mound Grove Cemetery .
DATE REC'D BY L%CE%L REGISTRAR'S SIGNATURE- FUMERAL DL?TO ‘g sl ATURE ADDRESS

{Licented Embalmer’s Sut:mnt on Reverse Side)

WRITLE




\
STATEMENT BY LICENSED EMBALMER

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

DY INE, OF By oottt raec e ettt mei et et , Student Embalmer No,.........

working under my personal supervision..

Student ... .ociociciiiincnceianmaartacsesaaararaaaaan
Signature of Student Embalmer

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in.his OWN HA WRITING (¥
to comply with the above constitutes grounds for revocation of lxcense) ) - T

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

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



