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WRITE PLAINLY—USING UNFADING BLACK INE—MAKE A _PERMANENT! RECORD

2

FILED OCT

BIRTH NO.

29953

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH 54610 Fill No-corcomrmrsmsnnsme.
6

REC. DIST. NO. /_Jé_ PRIMARY REG. DIST. #0.e2.0 8/ _ Reviurar's No.._mi....a mmmmm —

111955

" - dona during most of w
ETIRED~ D

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decewsed lived. If Institation: residence befors
& COUNTY JASPER ., . . [ *STAE M)ggouR] B COUNTY JAgPER *¢misies
b. CITY {1t cutaide corpurato limits, write RURAL and give . lENGTH OF ¢. CITY (If outelds corporate limits, write RURAL and glve towpahip)
TOWN JoPLIN el SPPegRYS)  toww JOPLIN L g4
d- FULL NAME OF (1 aot 1a houpital or tnstiatian, Eive strect addrams or losatlon) d: STREET, (11 rural, give location) T A
INSTITUTION ST. JOHN'S HOSPITAL 1811 MISSOUR1 AVENUE
3. NAME OF a. (Fiost) b. (Middle) c. (Last) 2. DATE (Moath)  (Day) o)
oo iy WELLIAM MERRITT RoOY oA SEPT, 29, |§§5
5. SEX - {J6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED,] | 8. DATE OF BIRTH 9. AGE (In years| ¥ kN | YIAR | & owonm & 0,
M W RCED (&pa AR. I l , |882 '?jlﬁd") Mﬁn‘h, Days Eemn, Min,

10a. USUAL OCCUPATION (Glve kind of work
orking Lifs, even if retired)

ISPATCHER

1i. BIRTHPLACE (8tate or forelgn country)

10b. KIND OF BUSINESS OR IN- /‘
HARPER, KANSAS

12, CITIZEN OF WHAT
LUSTRY
K. C. SOUTHERN ¥y

[

l

13a. FATHER S NAME

b

W P, Roy

13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE

CHARITY JONES

I5. WAS DECEASED EVER IN U.S. ARMED FORCES?
({If you, klvs war or dates of servion)

W-.Tj;aﬁknown)

16, SOCIAL SECURITC‘)( 17, INFORMANT'Q: SiGNATURE OR NAME ADDRESS
‘MRS, LESLIE GRAY, MINNEAPOLIS, MINN,

. Enter only onecause per

18, CAUSE OF DEATH
lioe for {a), (b}, end (c)

*This doea not mean
the mode of dying, such
a8 heart fallure, asthenia,
ete. It means the dis-
care, injury, or compli

MEDICAL CERTIFICATION INTERVAL BETWEEN
ONSET AND DEATH |

I, DISEASE OR CONDITION
30 Minutes

DIRECTLY LEADING TODEATH*1y _ Coronary Artery Disease

ANTECEDENT CAUSES
Morbid eonditions, if any, gising DUE TO (0 __Hymertrophy of Proetnte with
rise fo the abore couse (a) slati - .

the undertying cause last. ¢ Urinary Tension,

DUETO (& TUremin

tion which caused death.

11. OTHER SIGNIFICANT CONDITIONS

Conditions contributing to the death bud not
related to the disease or condition causing death.

A 3o/

19a. DATE OF OPERA- | t3b. MAJOR FINDINGS OF OPERATION 20. AUTOPSY?
TION
ves L] wo (8
21a. ACCIDENT (Bpecity) 21b. PLACE OF INJURY (o.g.. inoraboat | 21c. {(CITY, TOWN, OR TOWNSHIP) (COUNTY) , (STATE)
SUICIDE home, farm, factory, atrest, offics bldg..e10) ’
HOMICIDE .
21d. TIME (Moath) (Dary) (Year) (Hour} 2le, INJURY OCCURRED | 21f. HOW DIC INJURY OCCUR?
WHILEAT NOT WHILE
INJURY = | “work AT WORK

2. I hereby certif; that I atiended the deceased from _].D.,L]_j./_, 10847 to

“o/pfss

alive on

42&#, 1855, that I last saw the deceased

al death occurred at 1;125.5_34:1., from the causes and on the dale slated above,

b BILRTAL. C A
REMOVAL (Bpecity)

BUR'PA

TI

(Wt ADDRESS 32} Frisco Building | 2% DATESIGNED
2 ‘ Joplin, Misgsouri 10/1/55

24d. LOCATION (Oity, town, or county) (Stats)
JOPLIN, Missourt

:é
=
m
2
o]
b

DATE REC'D BY LOCAL

/o - -5

'{3%‘ 25. FUMERAL DIRECTOR'S 31GNATURE ADDRESS

TEVE PARKER MCRTUARY, JOPLIN, MO,

*e Statement 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 embalmed by me, or by ... __
working under my personal supervision, =~ FUTEOL EMRAIRAGT WOsecrerirrannan. revresanan
3IgNad.sanssecsanscarasnsrnasnsna ssanens .e P
ne Student Embalmer Licensed Embalmer No. 2— = /?
Note: The sbove MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN TING. - (Fazlure to comply wi

the above constitutes grounds for revocation of ficense.)
H this body is not embalmed; fact should be sb stated above. - -



