THE DIVISION OF HEALTH OF MISSOURI
-2 | FILED OCT 19 1955  STANDARD CERTIFICATE OF DEATH S,N,F;,cw??@

0.48 :
' BIRTH NO. REE. DiST. NO. /22 PRIMARY REG. DIST. NO. /A B 2 Repistrars No...giiii,_..,.......

b 1. PLACE OF DEATH 2, USUAL RESIDENCE (Where deconsed lived., If nstitution: roaidonce before
8. COUNTY . a. STATE b. COUNTY adinission),
v AR SoN - Mi ssouri Jackson . __
b. CITY (lf outcide corpurate limite, writa RUURAL and give c. LENGTH OF c. CITY . di 1n Resldence within Lmits of
OR . township) AY (in this place) s city lnoorpanud town?
oW _etaysas Ay yrae _}i¢o TOWN Kansas City ™ ° D
d. FULL NAME OF (1f not in hospits or fstitatlon. give strect nddrees of locktion) STREET (1 rural, give location) 3 5 [4] B
HOSPITAL OR ADDRESS
INSTITUTIOLMW‘ 34,08 Harrison
3. NAME OF a. (First) b. tMiddie) e (Last) 4DATE  (Manth) (Day) (Yew)
(Typeor Print) (a0 42 Foc , Jr. DEATH ? o s3I
5, SEX o | 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, &} 8. DATE OF BIRTH 9. AGE (Io yeara] (F UNDER 1 YEAR | & UNDER L4 HRS.
WIDOWED, DIVORCED {Bpeclly) Last bmhdu) Months | Days | Hours | 3in.
Ma white |never married Jan. 16, 1935 , |

10a. USUAL OCCUPATION (Givekind of work | 10b. KIND OF BUSINESS OR IN- 11. BIRTHPLACE (i R
ity snd State c- FDI'II

12. CITIZEN
done during mout of working life, svan if retired) n Countrv) ] TRYOF WHAT

5

Draftsman Consulting Eng).nee _ New York ] USA
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE

Garald Pou'; SXTe Jll_s_ti!@ CO:!._Q | -
i5. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT'S 5|GNATURE OR NAME ~ ADDRESS

{Yea, no, or unknown} | {If yes, rive war or dates of service}

. NO. .
na Jolp-Up-F S0} Se Justine Pou, 3408 Harrison, K.C.MO.

I8, CAUSE OF DEATH MEDICAL CERTIFICATION INTERVAL BETWEEN

ONSET AND DEATH
. Enter only oneceuseper-| 1. DISEASE OR CONDITION . ga‘b‘&“_& . E . A
line for (), (b}, and (c) DIRECTLY LEADINGTO DEATH.(E')

“This dos ot mean | ANTECEDENT CAUSES 0)

the mode of dying, such | Aforti¢ conditions, if any, giring DUE TO (0) "‘z”“” [+ m‘
as heart faflure, esthenin, rise to the above cause (a} stating

cte. It means the dis- the underlying cause lost

care, injury, or complica- DUE TC (&)
tion which caured dcaih 11, OTHER SIGNIFICANT CONDITIONS

Conditions contributing {o the death but not
“related to the dizease or condition causing death.

19«% OF OPERA- | 195. MAJOR FINDINGS OF OPERATION

q- o u)baug&m qutalsy 2 o

21a. AECI DENT (Bpecify)

5ol
. 20. AUTOPSY?

| ves B, o L

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

EN 215, FACE OF INJURY Yo 5. 1o Habout | 2. . ) (STATE)
homs, farm, fa aireat, office bldg., )]
BoMicIbE N L F—-Y " .
21d. TIME (Month} {Day) (Year) (Hour) 21e. INJURY OCCURRED | 21f. HOW DID INJURY occurh ’ ’
WHILE AT ] HOT WHILE
INJURY . WORK AT WORK
2. | hereby certify that I atiended the deceased from ___ﬁ-__&, mﬂi, {o ___i:ﬂ, 19.5]5: that I last saw the deceased
J/ alive g _..2-_..2&._, 195K, and that death occurred ol Z3_slpokh., from the causes and on the date stated above.
23a. SIGBATURE Sanf Simon (Degros or iule) | 230, ADDRESS 23c. DATE SIGNED
‘  rrion . T | TO/ €. Cl KMo | 720,58
24b, DATE 24z, NAME OF CEMETERY,OR CREMATORY - | 244d. LOCATION (City, town, or com:lty) (State)
9=23-55 ' Mt, Morlah : Kansag City, Missouri
DATE REC'D BY LOCAL | REGISTRAR'S SIGNATURE  * 25. FUNERAL DIRECTOR' $' SIGNATURE .. "ADORESS'
REG. -
P2l s Z?2enaladl | STINE & McCLURR UND, CO,  K.C.MO,

(Licensed Embalmet’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 emt
by me, or by ....... R s

working under my personal supervision..

SEUA@NE . euietteseicaeeneezaeeen sz et eenanaes Signed.
Signature of Student Embalmer

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 handwrltmg. -

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

- - - - . -




