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WRITE

PLAINLY--USING UNFADING ﬁLACK INE—MAKE A PERMANENT RECORD

3

.

FILED JUN

BIRTH NO.

16 1955

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

18822

State File No.

REG. DIST. NO. LVL__ PRIMARY REG. DIST. NO. /@ 02y | Registrar's No..._g:l-ﬁﬁ-.-—.

1. PLACE OF DEATH

2. USUAL. RESIDENCE (Where ducoased lived. If Lostltution: resklence before

. COUNTY . STATE ,, , . b. COUNTY dintmlos).
2 Jackson. ) ° Missouri Jackéon e
b. CITY (f actalde corperate fimits, write RURAL and give . LENGTH OF || c. CITY :

OR o fimits, write townahip) ?‘;TAY (lg this placo} ¢ OR gy muﬁ:ﬁ”hﬂ";’,‘;ﬁ

TOWN .  Ka sasCity 0 yrs TOWN Kamgas City yes ™ =7

d. FULL NAME OF Gf not in bospisal o Institoiion, givs streot address or location) . STREET (If ronal. ghve location) N LD
HOSPITAL OR ADDRESS 3
INSTTUTION  Residence P #0855 . 43t 6408 E, LOth St.

3. NAME OF a. (First) b. (Middle) A= . R (Last) 4. DATE . (Month) (Dey) (Yoar)
{ Type or Prin) Nola Mae Harkus DEATH  May 17, 1955
5. SEX 1 | 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, | 6. DATE OF BIRTH 8. AGE (In years| IF GNOKR 1 YEAR [ IF UNDER 20 W03,
. WIDOWED, DIVORCED (Bpecity) Inat birthday) {Months| Days | Hours | Min.
female | white married : Mar, 2, 1897 58 . , |
10, USUAL OCCUPATION (b kind o vk | 10b. KIND OF BUSINESS OR IN | 1 BIRTHPLACE (¢4, g Seace o Faseign Guatey) 12, CITIZEN OF WAAT
Nurse Attendant Hospital Jackson County, Mo, USA

13a. FATHER'S NAME
James A,

Skinner

13b. MOTHER"S MAIDEN

Dora Penningt,

5. WAS DECEASED EVER IN U.5. ARMED FORCES?
{If yee, rive war or dates of servics)

{Yew, Do, ¢r guknown)}
no

none

16. SOCIAL SECURITY

¢} s
7. INFORMANT®S SIGNATURE OR NAME

14, NAME OF HUSBAND’OR WIFE

4_Joseph Marlns .

NAME

. Enter unly onecause per

,18. CAUSE OF DEATH
line for (8), (b), and (c)

*This doer not mean
the mode of dyimg, ruch
a# Beari fallure, asthenia,
elc. "It means the dis-
care, injury, or complico-

o

1. DISEASE OR CONDITION
DIRECTLY LEADING TO DEATH‘{a)
- . g i -

ANTECEDENT CAUSES

Morbid conditions, if e, g'blng DUE TO (b}
rize to the aboee canse (a) dating
- the ynderlying canse last.

L85 22 88l

DICAL CERTIFICATI

ADDRESS

Joseph Markus, Kai sas city, Mo, :
. .« | INTERVAL BETWEEN
- ONSET AND DEATH

DuE TO {©)

tion which cauaed death. .

1. OTHER SIGNIFICANT CONDITIONS

Conditions contributing to the death but np
related to the discase or condition causing cath [

15a. DATE OF OPERA-
_ TION

19b. MAJOR FINDINGS OF OPERATION

21a. ACCIDENT
SUICIDE
HOMICI]

YA

-2]1b. PLACEOF INJURY (a.g..1n or sbout
boma, farm. Inetory., street, office bldy.,.aw0.}

20. AUTOPSY? |

ves (] (A

(STATE)

{COUNTY)

21d. TIME

4
{Mouath}
*INJURY :

>

(Duy) (Yeur)

'
L

(Hoxgr)

m.

1 2le. INJURY OCCURRED

WHILE AT NOT WHILE
WORK

AT WORK

211, HOW DID [NJURY OCCUR?

2 I hereby certgfy thaf I allended the deceased from
, and that death occurred at Mm., Jrom the causes and on the dale slaled above.

19 to 19—, that 1 last saw the deceased

alive on )

s SIGNAE, el , He OWeng (Degreoor citic)) | 235, ADDRESS -/ . 3 Izig_m fnzn
Y, y - , o 7/
L\(J AAL ’ KAt oty /U & ﬂ._/.f__z (LA, 45
2k B fa"‘r At CREMA- | 24b. DATE | 24c. NAME OF CEMETERY OR CREMATORY | 24."LOCATION (Olty Ag#D, or county) _ (State)
ONLH I:EZ!I odfy) f . R
s £ /20 55 Chapel Hill Cemetery Jackson Colfty. Mo,

DATE REC'D BY LOCAL | REGISTRAR'S SIGNATURE UMERAL CIRECTOR'S SIGNATURE = ADDRESS

- -t g ;‘-— 1.7 &

(L:

A Ermbalrer’s &
»

on Reverse Side)



.
— e—— .

STATEMENT BY LICENSED EMBA_LMER

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

by me, OF By .ot fereerraeana- , Student Embalmer No...........

working under my personal supervision..

Student .. ... i iaiaaiaaaa
-Signature of Student Embalmer

P. O. Address

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).

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

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




