THE DIVISION OF HEALTH CF MISSOUR!

2. I herely certify that I atiended the deceased from M 1555 5 to —"&ff—?— 1955. that I last saw the deceased
19;‘5:5 and that death oceurred al M& , Jrom the causes and on the dale siated above

2. s:W &(@H‘ im@mmeo 75‘ ADDRESS C; J 2% Z" e

24a. BURJAL, CREMA- | 24b. DATE ﬁd.c M\'HE TF %EMEI’ERY OR CREMATORY ’
TION, OVAL (Bpeeity)

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

No. 300 :
10.48 l HLED OCT 8 - 1955 STANDARD CERTIFICATE OF‘ DEATH Siate File Nogs@ai_
! BIRTH NO. REG. DIST. NO. 42 PRIMARY REG. DIST. KO. . 1.0. 00_- Registrar's No.w. ,1925_--
1. PLACE OF DEATH ; 2. USUAL RESIDENCE (Where decstsed lived. ! inatiwtion: residence befors
: a. COUNTY . PR a. STATE b. COUNTY inimaiont.
0 Buchangn Miessouri Buchana¥f
. CITY (I outeid Limits, write RURAL snd ¢. LENGTH OF [| ¢ CITY :
oR Qu e corpurate Limits, write [1.1 r.:i’n..h!p) ETAY (e b ploea) oR d. l.IER“ﬂidﬂlﬂ wiwnwlhnlw::;
a TOWN St, Joseph 2 weeks Town St. Joseph .- 0 ]
& d. FULL, NAME OF (I not ia houpftal or instiution, glve strect sddrem or location) ||  o. STREET (If rural, give location) 0 [
HOSPITAL CR . ADDRESS
3 INSTITUTION  St., Joseph Hospital - 27230 Sacramento Street
g 36“&%!\&%5%% 8. (First) b. (Mlddle) ¢ {Last) 4. DATE (Month)  (Day) (Year)
H { T¥pe or Print) Fyrn S.. . Jenkins DEATH Septembsr 27,1955
g 5. SEX 6. COLOR OR RACE | 7. M]AD%%}EB glEvoEscfgéRR!ED. 4| 8. DATE OF BIRTH 9.1:\'GE (In yexrs LII m&n | YER | P UNDER K K.
, ED (Bpaclif)” t day) on Days | Hours | Mia,
g Femele |White ivore September 20,18 l |
e 102. USUAL OCCUPATION {Giwekindof work | 10b, KIND OF BUSINESS OR IN- | 11. BIRTHPLACE
E doudu:lnﬁn{nulﬁatkln‘Llh.'vunllrutrr:l) = DL!SI'RY (City and State or Foreign &unny) C’ IZ-CSLTI%EN?OFWHAT
A epper Insurance office | Warsaw, Missouri.
< 138. FATHER'S NAME 13b. MOTHER®S MAIDEN NAME 14, NAME OF HUSBAND’OR WwIFE
9 George Smith | { Ann Vance , Arvil Jenkins
b 15. WAS DECEASED EVER IN U,S. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
e (Yes. no, 0 unkoewsn) | (1f y-.rl‘e*w‘rir ditg of service) NO,
= No * s Mrs, Mary Ann Coffman  St,Josephj Mo.
i 'L 18. CAUSE OF DEATH MEDMEAL CERTIFICATIO 'NTERVAL BETWEEN
‘Engeron]yo];emmm 1. DISEASE OR CONDITICN i - - oy ~
i Z | tne for (), (1), and (@ | DP'RECTLY LEADING TO DEATH®(s) S Mt
- ® «This docs mot mean | ANTECEDENT CAUSES C’ 4_ 4 Z - é 7
| the mode of dying, tuch | Mortdd conditions, if any, glring DUE TO (b) »- o /- : P
! 3 a heast fallure, asthenfe, rise to the above couse () slating
| ~ cie. It meams the dis- the underlying cause lagd. B
i o eaze, injury, or complica- DUE TO (c)
5 P tion which caused death, | 11. OTHER SIGNIFICANT CONDITIONS
: = Chnditions contribuzing to the death but not . / 7 5 X
: 53 ] redated Lo the disease or condition causing death.
: by 192. DATE OF OPERA- | 190. MAJOR FINDINGS OF OPERATION ’ - 20. AUTOPSY?
i = TION D @
i = YES ND
: 21a. ACCIDENT (Bpacity) 21b, PLACE OF INJURY (e.g.,inorabout | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
[}
- h SUICIDE bome, farm, fastory, street, office bldg.,ee.)
A HOMICIDE
| g 21d, TIME {(Mopth) {Day) {Yesr) (Hour) 2le. INJURY OCCURRED | 2ir. HOW DID INJURY OCCUR?
WHILE AT [ NOT WHILE
>|-4 INJURY WORK AT WORK
i
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2

inl Sent 27 10551 B, W. Newcomers ns Kansas City uri.

8
DATE RECD BY LOCAL | RE ISTRAR'S SIGNATORE F & I runanL TRECTOR' 8 mn:%@nss
Oct 7, 1955 : 2 W %m St,Joseph,Mo. '

on Revalbe” Side)
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STATEMENT BY LI\CENSED EMBALMER
2w : fo e W

- L}

byme, or by . .ciiiiiiiiiiii *** ........ *“'* ........................................ Student Embalmer No sy
working under my personal supervision..
. \
ok "ok : (
15357 s (=3 1 DRI Signed.. g A Ll CATDnlh 2l A T
Signeture of Student Embalmer

Licensed Embalmer 7 2.58

P. O. Address..Sk...Jogrefh,. .}

‘Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his 'OWN HANDWRITING. (Fe
to comply with the above constitutes grounds for revocation o{ hcense)

If embalmed by a STUDENT, he also shall sign in his OWN handwr1t1ng

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




