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

"BIRTH KO.

THE DIVISION OF HEALTH OF MISSOURI
FILED OCT 19 1955 STANDARD CERTIFICATE OF DEATH State Fite No

REG. DIsT. No. LY 7 PRIMARY REG. DIST. N0. L@ 82 Hecivsars N9_4.1§8..

33469

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decossed lived. If inatitution: residepce befors
a, COUNTY a. STATE b. COUNTY adinimion),
JACKSON MISSOURI JACKSON i
b. CITY (It cutside corourate limits, writa RURAL and give c¢. LENGTH ©OF c. CITY d. 1o Residence within Umits of
OR . townabip){ STAY (in this place) OR N " & gity of intorporated town?
ToWN  KANSAS CITY years ||y Towy _ KANSAS CITY G o s
d. FH(%%P{‘AAI\?_EOOF (If not in hoapitsl or ioatitution, Kive streot addyess or location) %T' Tos {It reral, mive locatlon) é t’,} Sl
T FSRVETERANS ADMINISTRATION HOSP 1, ADDR 1019 0
3 DECEAS%FD 8, {First) b. (Mtddle) ¢. (Last) 4 DS}'E (Maonth) (Day) (Year)
{Typeor Print) PERCY W. PICKLES DEATH Se ptember 25, 1955
5, SEX o | & COLOR OR RACE | 7. MARI%EB. glli‘\"lEschElSRRlED. 3 | 8 DATE OF BIRTH 9.11::65 (ll;:u;rl LI;’ UKOER | YEAR | F UMOER M HES.
. (BpecliyY ¥, onthe! Days | Hours | Min.
Male White January 3, 1888 T A ]
10a. USUAL OCCUPATION {(Givekindof work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE . : -
:nmduri‘n;mulol workiul.lh.o"nnﬂ ronlir::l) 3 DYSTRY (Cicy aad Stace or Forsign Country) 2 CI.I;:?I:E,{?OFWHAT
_Retired Operator of balry | Nebraska ‘ Sk,
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND'OR WIFE
B P, T - »
John Pickles Stellas==zid sed6. Sheffield:
I15. WAS DECEASED EVER IN U.5. ARMED FORCES? 16. SOCIAL SECURITY | 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
{Yes, nit, 07 unkoown) | (Il yes, xive war or dates of sorvice) NO. i l N b
Yes Wil None John Morford Lincoln, Nebr.

. Enter only onecansoper | |. DISEASE OR CONDITION

18, CAUSE OF DEATH M ICAL CE_RTIFLC-ATION

line for (a), (b}, and (¢) DIRECTLY LEADING TO DEA'I'I:{'(l)

“This doer not mean ANTECEDENT CAUSES

INTERVAL BETWEEN
ONSET AND DEATH

the mode of dying, such | Morbid conditions, if any, giving OVE TO (B)
o1 heari follure, asthenia, | Tise fo the aboce cause (o) stating
de. It means the dis. | ihe underlying conse last.

raze, injury, or complice- DUE TO (¢}

tion which caured death. | 1. OTHER SIGNIFICANT CONDITIONS

Conditions contribuling o the death but not
related to the disense or condition causing death.

593

19a. DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION 20. AUTOPSY?
TION
ves [ ] wo E

2ia. ACCIDENT Smacifpr—"" 21b. PLACE OF INJURY (e.e-.inorabout | 21c. (CITY, TOWN, OR TOWNSHIP) {COUNTY) (STATE)

SUICIDE bhomae, farts, faatory, atrest, ofice bldg. e10.) »

HOMICH '/ !
21g6. TIME {Mooth) (Day) {(¥ear) (Hour) 2le. INJURY OCCURRED |} 2)f. HOW DID INJURY OCCUR?

oF WHILEAT [~} NOT WHILE

INJURY m. | woRK AT WORK

- 4 hereby cerlify that / attended the deceased fronﬁﬁpta.-_zs_ 1958 0 M 1955
9115 P

'm., from the causes and on the dale slated above.

ERN RS AN R R N XA A0

r title). 3| Z3b. ADDRESS

23c. DATE SIGNED

D o
24a. BURIAL, CREMA- | 24b. DATE 24c. NAME OF CEMETERY DR CREMATORY 244, LCK:ATlON.(City. town, or county) (State)
T Removal " | 9-26-55 Sheridan Auburn, Nebraska
DATE REC'D BY LOCAL | REGISTRAR'S SIGNATURE FUNERAL DIRECTOR"S SIGNATURE ABORESS

?-Lb-;RjE' WM

L0

A C Py

{Licensed Embalmer's Statement on Reverse Side)




STATEMENT BY LICENSED EMBALMER

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

BY IMIE, OF DY toiiiiuiiineimrenrmamtetmmmasasaestsascamntaeaasrnsaaneacramssarsnsnas . , Student Embalmer No.........

working under my personal supervision..

SEUAEDE ceveeeeeerrreaenaaeseaseeaesezezeeaaaananns Signed.ﬁ.M 6’ % .............

Signature of Student Embalper
Licensed Embalmer No.‘{&

. . . - . N /
o i ) " - . o P. O.-;Addreu_s hA’qﬁzf

°  Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in hls OWN HANDWRITING {]
to comply with the above constltutes grounds for revocation of license),
If embalmed by a STUDENT, he also shall sign in his OWN handwriting.
Tf this body is not embalmed, fact should be so stated above.




