ve.s00 | FILED NOV 23 1055 THE DIVISION OF HEALTH OF MISSOURI 36983

.48 STANDARD CERTIFICATE OF DEATH State Fite No. 30200 T
"BIRTH NO. REG. DIST. NO. /22 PRIMARY REG. DIST. NO. _Z@ 8d .  Registror's No. __4836.......
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where dacosset lived. 1 Institution: resldence befors .
' - UNT . adiniasion
a. COUNTY Jackson aSTATEJISSOU.T'I b. COUNTY JQCkSO <diniaion).
b. CITY rpurate limits, and give . LENGTH OF . CITY . e L
OR o ormdd'm porace limits, write RURAL udw‘:-mhlp) g‘l‘AY lin thia place) “ ~oR e . U Gy or Iaeorporstcd towst
TOWN Agnsas City NP, towsiensas City Yo 3 Mo (3
d. FH&SLPFTaAT.EO%F (If not in hospital or institution, kive strect addrom or i;mim Asl;)rDRf_SS (I rural, give location} . I §
Neririon 4639 Genesee - \ 4639 Genesee L )
3. NAME OF 8. {First) b. {Middle) c. (Last) 4. DATE (Month) (Dsy) ¥
DECEASED " OF- % ear)
DECEASED  Elizabeth Clara Rapicr peath Vov. 8,1855
5., S}X 7 | ‘ 6. C?_LLOR OR RACE | 7. MAD%RV!’EB gfggschééRRlED a | 8. DATE OF BIRTH 9. lf.GhEirii?i")‘n NI: UNDER | YEAR | IF UNDER M mas.
emale w (Bpecity) t LH opthe| Days | Hours | Mia.
i widcowed 3-27-1859 ‘Qﬁ,_ :
_10a. USUAL QCCUPATION {(Give kind of wor 10k, KIND OF BUSINESS OR IN- | 11. BIRTHPLACE . .
:ondurml towt of working iifs, mnnli nufod]; DUSTRY (Cicy and Seate o Foreign cn:“"] 1ZC8LH%EI§OFWHAT
housewife home Rockford, Illinois 'sa
13a. FATHER'S NAME 13b, MOTHER' s MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Moelendoff goodwin Mq,ry Jane Taeylor Darius Perrin Rapier
5. WAS DECEASED EVER IN U.5. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
(Yes, bo, or uznkonown) {If yes, giva war or dates of service) NO. !
no none Miss Wanda RQpler. KonscsCitu, Mo.
18, CAUSE OF DEATH MEDICAL CERTIFICATION INTERVAL BETWEEN

| Enter only onseauseper | 1. DISEASE OR CONDITION
line for (a}, {b), snd {¢) DIRECTLY LEADING TO DEATH® oy

u ONSET AND DEATH

“This does not mean | ANTECEDENT CAUSES
the mode of dying, such | Morbic eonditions, if any, giring DUE TO ()

as heart faflure, asthenia, | rite to the abore couse (o) stating '
ete. It means the dis. | ke undeslying cause lost. 1 5
. DUE TO (&) . - —1 I

case, infury, or complica-

!icm'whic’u caused deagh. | 11. OTHER SIGNIFICANT COMDMTIONS
Conditions contributing to the death but not u ﬁ \
: related to the ditease or condition causing death. af

19a. DATE OF OPERA- [ 15b. MAJOR FINDINGS OF CPERATION 20. AUTOPSY?
TION
ves [ wo [

21a. ACCIDENT {Specify} 21b, PLACE QF INJURY (a.x.. fnorabout | 21c. (CITY, TOWN, OR TOWNSHIP) {COUNTY) (STATE)

SUICIDE boree, farm, fastory. sireat, ofice bids., e10.)

HOMICIDE
21d. TIME (Mogth) (Day} (Year) (Houn 2te, INJURY OCCURRED | 2i1f. HOW DID INJURY OCCUR?

QF WHILEAT™] NOTWHILE

INJURY m. WORK

-
z I hereby certify that I ailended the deceased from _%ﬂ‘ QZ % I&h\s that I last saw the deceased
aliveon _____r—— _ 19____, and that death occ¥yred at , from the causés and on thg dale stated above.
son arl T@  (Degroe opitic) 0| 23b. ADDRESS ? 23c. DATE SIGNED __
Q-'&.h-v_ i '—""& S""OD i

I xSe
b, DATE N 24¢. NAME OF CEMEI'ERY OR CREMATOR_Y

244. LOCKTION (Oity, town, or county) (State)
TR ] 11-171-55 | Meple Hill Cemetery | “ansas Cztu is;'ans

DATE REC'D BY LOCAL | REGISTRAR'S SIGNATURE . 25, FUMERAL DIRECTOR'S SiGMNATUR
| LU=1f xﬁ?w Gates Funeral Home,Xansad C‘”J:K’GHS-
] - -~

' (i.iccnud‘Emb:!mn'l Staternent on Reverse Side)

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

' Lt v e




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was emba
DY INE, OF DY o et e e , Student Embalmer No............

working under my personal supervision..

Student ... i
Signature of Student Embalmer

Licensed Embalmer Noyéﬁj

P, O. Address A/éy%' .....

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

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

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




