y. 300
)-48

~USING UNFADING BLACK INE—MAKE A PERMANENT RECORD

-

WRITE PLAINLY.

FLED NOV 1 1955

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

" BiRTH Ko© 7/ 2\:-‘727 55 REG. DIST. NO. /22 PRIMARY REG. DIST. MO/ 2P0  weistrars No.. 4...4:?@

State File No

33241

1. PLACE OF DEATH
a. COUNT’Y —

2. USUAL RESIDENCE (Where decoased lived,

I Instltution:

residence befure

a. STATE . b. COUNTY an adwision.
c b s0N Kansas Johnso -
b. COI-{R'Y at nu'-nldl corpurato Umits, write RURAL snd give ¢. LENGTH OF . Cg’g - d— Mmu within lmits of
township} {in #jia place) . . or incorporated town!
' . i e
S danses L7, apidanr) S Merpiam [ CMETREE Z
d. FULL NAME OF (If not in hoapital or ln'l{h.uhon give ptrect nJ or Iaanl STREET © (I rursl, glve location) ’\s
HOSPITAL OR . ADDRESS 6348 Lowell '
INSTITUTION gs;l o pom X ' ) el -
3. NAME OF . (First bl (Middle c. (Last)
DETME QF e. (First) ( ) / J 4, Dg"I__'E (Month)  {Day) (Year)
{ Tupe or Print) L LA T /{A: —ladrrmran DEATH il -] + 7 <3
6, COLOR QR RACE { 7. MARRIED] o | 8. DATE OF BIRTH 9, AGE (In years| IF UNOKR 1 YEAR | # UsOER u WIS,
. WIDOWED, DIV (Hpacify)

whiLe

Q- 20 - 55

laat birthday)

Monthe | Days | Hours | Min.

] *-
102. USUAL OCCUPATION (Givekiadof work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE L CITIZ
dons during moat of working Mo.l:lnai!;u‘::; DUSTRY K {City ut‘! State cr Foreiga Cmu:rv) Yl COUNTEr{'OF“HAT
Al Ar aneer) ‘o | A .
13a. FATHER'S NAME ! 52 ! 13b. MOTHER'S uutzu?pus 14. N OF HUSBAND OR WIFE
0‘2401 UQ"w 'J—O_'U-/"‘J ot 2 * ettt

IS. WAS DECEASED EVER IN U.S. ARMED FORCES"

(Yoo, no, or unknown) | (If yes, give war or dates of service)

No

16. SQCIAL SECURITY
NO.

/VoA(e.

17. FORMANT"

m

5 smmlune OR NAME
A 7

ADDRESS

Hore,

. Enter only onecause per

18. CAUSE OF DEATH ’ .
1. DISEASE OR CONDITION

Iae for {8}, (b}, and (¢} DIRECTLY LEADING TO DEATH® (5, [4

“Thiz does not mean ANTECEDENT CAUSES

the mode of dying, suchk
as heart fatlure, asthenia,
ete. It means the diy-
caze, infury, or complica-

rise to the above couse (a) stating
the underlying cause last. .

DUE TO ()

1

MEDICAL CERTIFICATION

BLADDER
Morbid conditions, if any, giving DUE TO (b) Mﬂ,fA 4 Mﬂ”f}\l—l E.s

-

of.

INTERVAL BETWEEN
ONSET AND DEATH

v

L

1i. OTHER SIGNIFICANT CONDITIONS

Conditions contributing to the death but not
related L0 the direase or condition causing death.

tion tohich caused death.

WEYE

Dy k.

19a. DATE QF OPERA- | 15b. MAJOR FINDINGS OF OPERATION O 20. AUTOPSY?
TION
N . YES m NO D
21a. ACCIDENT (Bpecify) 21b. PLACEOF INJURY (a.g..inorabout | 21c. (CITY. TOWN, OR TOWNSHIP) {COUNTY) (STATE)
. SUICIDE bomae, farm, featory, sireet, office bldy.. e1e.)
- HOMICIDE - ' K . o " ~
21d. TIME (Month) (Day) (Year) (Hour) 2le, INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
or L WHILEAT [} NOT WHILE
INJURY WORK AT WORK
22, I hereby certify that I attended the deceased from , 18 , lo , 19____, that I last saw the deceased
alive on _ 18 and that death occurred at m., from the causes and on the date sialed above.
23, SIGNATURE DaVld M {z1lbson (Degres o title) @ | 23b. ADDRESS

245, BURJAL, CREMA-
T)QN, REMOVAL (Bpeelly)

24b. DATE )
20 QN 5 5‘

OF CEMETERY OR CREMATORY

I

S Lok etuﬁ_g E g
d LOCATION (Clty, town, or county)
Jaxl’ Oaad) C._,éq

(State)

DATE REC'D BY LOCAL | REGISTRAR'S SIGNATUBE
[e-tF-55 W

25. FUNERAL DIRECTOR'S SIGNATURE

WL e

h ifrge

(Ticented Embalmer’s Statement on Reverse Side}

RboRESS

Bk Ly




H

STATEMENT BY LICENSED EMBALMER |

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

L e

DY IIE, OF Y ottt ittt ea v e a e e eiee e ae o aiaaa e aaeamnnsae et , Student Embalmer No.......... |

working under my personal supervision..

Student .. oo
Signature of Student Embalmer

P. O. Addres W.C

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.

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




