Mo, 300
10.48

WRITE PLAINLY—USING UNFADING BLACK INK—MAKE A PERMANENT RECORD

THE DIVISION OF HEALTH OF MISSOURI v

oo ¥
FILED OCT 25 1855 STANDARD CERTIFICATE OF DEATH Stte File N0 DD O D
BIRTH RO. REG. DIST. NO. / 22 PRIMARY REG. DIST. MO. &A— ReaulraraNo [ 3(‘.:1 ......
1. PLACE OF DEATH 2 USUAL RESIDENCE (Wasre deconesd tived- 1f loatitation: residence belore
a. COUNTY - - - a. STATE b. COUNTY adininalon!.
/ - Acesas
b. CCI)'II;Y (!l}mld-ynlo limlu?RUR.AL “dw‘:l';.hip) gTALYEt:EIh?s pl?:!) C1TY d. i-{?;dsg‘;wwéwwﬁ; q
TOWN JZaclts (&  rey \Zo EAES ToWN Jall ¢ ? z n, . ~0 7
d. FULL NAME OF (Il uot in hoepital of imlil.n(nn slva streot agdrem or loeatlant || ye. STRE (if rursl, d“ loutl A b [)
HOSPITAL ‘Y‘ * * bPADDREﬁ o
RSTTOTion _§ 2z Tl d Tt Aveau e
3 NAME OF, b ( . (Last) 4 DATE  “(Momgh)  (Dey)  (Yean)
{ Type or Print) JAM,N . EZ!'f—
5. SEX & 6. COLOR OR RACE | 7. MARRIED. NEYER-WRRRIED, 4| 8. DATE OF BIRTH 9, AGE (In yesrs| IF UNDER 1 YEAR | o oxDER 24 s,
. WHEOWER B O RGEDEpaciiy) l Laat birthday) 'Monlhl ] Days | Houmn , Min.

M_M_TMMW__J- e 11893 | 22 | _
10a. USUAL OCCUPATION (Ghekiod of work | 1 KIND OF BUSIN QR _IN- | t1. BIRTHPLACE Ny ; . 12, CITIZEN OF WHAT
COUNTRY?

r Foraign Country)

dooe during moat of working [Ee. even 1f retired) m NIAS ) YDUSTFEY ‘&‘W
LIECTRIciAN Teammwic Rawwav Menve Co., K nrsr ! Lo .

13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBANT—OR*¥IFE

 Tames MeCall \Hagrwa  WHITE | .

15. WAS DECEASED EVER IN U.5. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT" §
L e . ! . NT'S5 SIGNATURE OR 9}"“‘.

(Yep.no. orunknown) | (Al yes, give war or dutes of service) .
iﬁ'ﬁ l.dog[.n IJA:: I Fs5~@p-76/5 /e

18. CAUSE OF DEATH ) MEDICAL CERTIFICATION

. Enter only onecauseper | 1. DISEASE OR CONDITION
line for (8), (b), end (¢} DIRECTLY LEADING TO DEATH® ()

INTEGAAL BETWEEN

“This does not mean ANTECEDENT CAUSES

the mode of dying, such | Morbid conditiona, if any, giving DUE TO (b}
at keart fallure, asthenia, | Tite {0 the nbove cause (a) stating

ete. Jt means the dis- the underlying cause last. .
case, injury, o complica- BUE TO (c)
tion which caused death, | 11. OTHER SIGNIFICANT CONDITIONS q ')/ O I

Conditions eontributing to the death but 2ot
related to the disease or condition cousing death,

19a, DATE OF OP_F{ROJN | 1Sb. MAJOR FINDINGS OF OPERATION 20, AUTOPSY?
} ) YES D NO E‘
21a. ACCIDENT Bpecity) 21b. PLACE OF INJURY (e.g..inorabout | 21c. {CITY, TOWN, OR TOWNSHIP) ' (COUNTY) (STATE)
homa, farm, fnctory, street, ofice bldg., et0.)
- HOMICIDE A/ wcn/
21d. TIME {Month) (Day) (Year} (Hour) 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
WHILE AT NOT WHILE[—] .
INJURY WORK " AT WORK

22. [ hereby certify that I aitcnded the deceased from __La__a_ _/_O_i 19.:.& that I last saw the deceased

aliveon . __ L@ - & | 19857 and that death occurred at ..{:ﬂﬂm from the causes and on the date stated above.

-

24s. BURIAL, CREMA- | 24b. DATE 24c. NAME OF CEMETERY OR'&‘R'EM*TO‘HY 24d. LOCATION (Olty, town.&county) (Btate)
ON, REMOVAL (Spedify)

UR AL Ot W 1955 _(WMemorsar Porke Cemeriny | Kansas Crty MisseuRi

a".aa SIBNATURE M1C L. (Owens (Degreo or title) 4 | 23b. ADDRESS 2. DATE SIGNED
ﬁd;{ Qyé b, |r08y Bdlls il faus Ll Ky 70-4-5

DATE REC'D BY LOCAL REGISTRAR'S SIGNATURE 25. FUNERAL ;lﬂECTUR 8 SISNA'FUHZ W, EEEE“

/8 ~/ »..s‘.s"
(Licensed Embalmer’s Sutemcnt an Reveru Side)



afoe STATEMENT BY LICENSED EMBALMER

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

DY ME, OF DY oo niiiiriiriiirrceneiiacitsectietraasessanaamecacasoaasasasiansssis beaeeens » Student Embalmer No...........

et e

Licensed Embalmer No..

P. O. Addreu...%(... .

working under my personal supervision..

Student. ..ooouiisiisioiiioniinerrizat e Signed.
Signature of Student Embalwer

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Fe
to comply with the above constitutes grounds for revocation of license).

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

1€ this body is not embalmed, fact should be so stated above.




