THE DIVISION OF HEALTH OF MISSOURI

o N
“ALED NOV 10 1958 STANDARD CERTIFICATE OF DEATH State File No
BIRTH NO._ aec. pist. wo. _ L F  priusry res. o1st. w0, £88L Repistrar's Nod 4669
1. PLACE OF DEATH 2, USUAL RESIDENCE (Where decessed lived. 1t laatitution: residence befors
£ a. COUNTY a. STATE b. COUNTY fon),
JACKSON KANSAS
b..CITY (r 3d. tmits, writa RURAL and . LENGTH OF . CITY Iz Reabdencs
OR euteide corpummie i, writa " lo"‘v'n.-hip} g‘r Y (in this placs) ¢ OR a chy hcn'r:a“‘:udumwt:-:;
TOWN TOWN PARSONS _ FH Dn.--
d. F#(IJ-%P?T‘?‘A“EE OF (If not in hospital or inatitulion, give strect address or location) !"ASD.I‘DRREEESTS - {If rursl, pive location) $1/_( C‘g
INSTITUTIN 4/ @ . . 210 S0 32ND STHEET ‘
3D'QEACPEEE%E 8. (First) b. (Middle) c. {Last) A | 4. Dé;l;E {Meonth) (Day) (Year)
(Typeor Print;  CARL E, SIIKEY DEATHQctober 28, 1955
5. SEX o 6. COLOR OR RACE | 7. \I:JIARI'\\”:.EB EFVEECBSSRRIED. 1| 8. DATE OF BIRTH 9. AGE {Ia Jrﬂn Ll; uz'u | YEAR | o oxoem uowes,
. . {8pecily) on Days | Boure | Min,
Male White Marrie August 29, 1890 ’ I
10a. USUAL OCCUPATION (Givekindof work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE - P - 12. CITIZEN
: dons during most of workigg lite, ".nn rel:r::) - DUSTRY (City and Stace or r‘;"“n Comntzy} UNTRY?FWHAT
| Sheet "metal wo congtruction Urbana, Illinois U.S.A.
, 13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND/OR wIFE
H. Silkey . Mollie McMaho -~ [ Lela '
15. WAS DECEASED EVER IN U.S.ARMED FORCES? | 16. SOCIAL SECURITY | 17, INFORMANT'S S| GMATURE OR NAME. ADDRESS
{Yes, no, orunknown} | (Il yes, give war or dates of service) NO.
; rds, K. C. Mo,
18. CAUSE. OF DEATH MEDICAL CERTIFICATION . 1:;;555}11‘\‘1;13%?
. Enter culy onecauss per I. DISEASE QR CONDITION
\ine for {8}, {b), and {¢) | DIRECTLY LEADING TO DEATH* (5) _Cachexia
ANTECEDENT CAUSES -
*T'his does not mean x 4 2 years
the mode of dying, ;uch | Morbid conditiona, if any, giving DUE TO (b) Retlculug cell SArCcoma, with ¥
as heart foflure, asthenia, | 7ite to the above caute (n) stating . metastasis.
ele. It meana the dig- | the underlying cause last. ) . 3
eese, infury, or complica- DUE TO (c) ] .
tign which caused death. | 1. OTHER SIGNIFICANT CONDITIONS Bronchopnewnonla , 2 WoTks
Conditions contributing to the death but not : .
rd:red to the disease oramndiuan causing death. PYG lonephritis R months
19a. DATE OF OP'FE‘)Abi 19b. MAJOR FINDINGS OF OPERATION ’ ) 20. AUTOPSY? |
7 . ' YES wo [J
21a. ACCIDENT {Bowcify) 21b. PLACEOF INJURY (eg..Inorabout | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE boma, farm, factory, straet, office bldg..eta.)
HOMICIDE . )
21d. TIME (Month) (Day} (Year} (Hour) 21e, INJURY OCCURRED 21f. HOW DID INJURY OCCUR?
F WHILEAT [ NOT WHILE .
INJURY R T = | WoRK AT WORK " o
2. I kereby certify lhaﬁ altended the deceased ﬁ’om .SEIJL.lﬂ__., 19_585,10 Qct, 28 | 1555 , (EEINESODODERR X
q n:r.-Zf-}T-ZOTGIIIOTOZ'.'OZOZOTOTQZQ")70’!‘0" that death occurred at L m., from the causes and on the daie stated above.
2. SIGNATURE egma or title) O] 23b. ADDRESS i ° 23¢c. DATE SIGNED
GUIDO PODRECCA, M. D. 96...9, VA Hospital, Kansas City, Mo. | 10/28/55
24a. BURIAL, CREMA- | 24b. DATE 24¢, l\A'\dE OF CEMETERY OR CREMATORY 244. LOCATION (Oity, town, or cougty) (State)
Lo — Y s DR L
Zz 0 - .1_;' ~85 _ M‘E) -
DATE REC'D BY LOCAL REGISTRAR'S SIGNATURE , 25. FUNERAL DIRECTOR'S 81 GNATURE ADDRESS |
L B Wt coniale LOn Kc. 7“‘"’
(Licensed Embalmer’s 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

by me, or by ..o eeaemssensiaaniiaans P . Student Embalmer No.....

working under my personal supervision..

Student ... ..oiioiiiiiiiiiitiiineeaeaaezai e
Signature of Student Fobalmer

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in hl.s OWN HANDWRITING,
to comply with the'above constitutes grounds for revocation of license).

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

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



