THE DIVISION OF HEALTH OF MISSOURI
woso0 | FILED DEC 129955 STANDARD CERTIFICATE OF DEATH I

37125

censed Embalfuer’s Statement on Reverse Side)

1040
BIRTH NO. REG. DIST. NO. _L_g_‘_é__ PRIMARY REG. DIST. NM Registrar's Now ... g 7&(
1. PLACE OF DEATH M 2 USWUAL RESIDENCE (Where deconsed lived. I lostituricn: residecce before
a. COUNTY b T mmaas ‘__B..__S_T_ATE b, COUNTY adininslon},
Jackson . e .
b. CITY (Il outcida corpurate limits, writs RURAL and give ¢. LENGTH QF €. CITY d. 1a Residence within limits of
towngbip) Y (in this placs) achy %hwrp;solud town?
A TOWN Independence _9[@1&5 TOWN Independence yes 0
[+ 4 d. FULL NAME OF (If not in hospital or institution, girve strect addred or location) . STREET (If rural, give location) o
o HOSPITAL OR } * ADDRESS &2
Q INSTITUTION Residence 110 Qverton ey ‘
3. NAME OF a. (First b. {Middle, ¢. (Last}
ﬁ DAME OF (First) { ) 4 DATE {(Mouth)  (Day) (Year)
F { Twpe or Print; Norman R. Roberts DEATH Nov, 29, 1955
£ 5. SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH 9. AGE (lo years| IF UNDER | YEAR | & UNDER u WES,
o C
= 4 WIDOWED, DIVORCED (Bpecily, laat birthday) |Months| Days | Hours | Min.
; male | white i . June 2 QE_lQ_Dl_._Sh_ R B _ I
Y 10a. USUAL OCCUPATION (Gitwe kind of work | 100, KIND OF BUSINESS OR_IN- | 11. BIRTHPLAC . : u 12, CIT
[+ 4 done during most of 'urkiuuf-.-:an‘}! :al,!r:) h DUSTRY (City and State or Foraiga Country) / COU'J%E&'TOFWHAT
A Inspector Telephone Coa Springfield, Ills USA
4 13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND'OGR WIFE
g I_Frank Roberts . | Maude Hufim |___Mandell Roberts
% I5. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16, SOCIAL SECURITY | 17. INFORMANT S S{GNATURE OR NAME ADDRESS
- (Yes. 0o, or unknowan) (If yus. give war or dates of sorvice? O
= no none 496 03 9917 IMrs. Mandell Roberts, Independence, Mo.
I 18. CAUSE OF DEATH . . MEDICAL CERTIFICATION R « INTES'AAI;CSETWEEN
" 12 | Eoteronly onecouseper [ I. DISEASE OR CONDITION i MMA
é line for (a), {b), and {c) DIRECTLY LEADING TO DEATH'(a) = ‘
: *This does niol mean ANTECEDENT CAUSES \
| 2 the made of dying, such | Morbid conditions, if any, gising DUE TO (b)
| - as Beari foflure, asthenta, | rise to the abose cause (¢) stating
i =) ete. It means the dis- the underlying couse inat.
, o) case, infury, of complica- DUE TO (¢)
pd tion which coused death. | 11. OTHER SIGNIFICANT CONDITIONS
[} Cunditions contributing to the death but ntol 4£_€ (
E reloted to the disease er condition cansing death, 4
Ix: 19a. DATE OF OPERA- 19b. MAJOR FINDINGS OF OPERATION 20. AUTOPSY?
= TION
= YES D NO
- 21a. ACCIDENT {Bpecily) 21b. PLACE OF INJURY fe.x..dnorabest | 21¢, (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE) "
,L," SUICIDE bome, {arm, lagtory, dieeet. affica bidg..eta.)
f—; HOMICIDE
g 21d. TIME {Month} {(Day) (Year) (Hour) 21e. INJURY OCCURRED | 211, HOW DID INJURY OCCURT
OF WHILEAT[~] NOT WHILE
| INJURY WORK AT WORK
o
; 22, I hereby certify that I attended the deceased from , 18 , lo , 18 , thal I last saw the deceased
= alive on i , 19____, and that death occurred at ‘_Q_P___ m., from {he causes and on the dale staled above.
E:‘. 23a, SIGNATU egree pr YMel7 | 23b. ADDRESS /g 23c. DATE SIGNED
=
S /02 /3~y 'Jj
E | 2. BUR!ALk cxm- ; 2%, NAME OF CAMETERY OR CREMAT@RY | 24d. TION (Clty, towD, or county) (State)
o~ TION, REMOV. ¥}
5 Burial 12 /3/55 /Mash:.nzfon Cem, Kansas. City, Mo,
DATE REC'D BY LOCI:;L EG} AR'S SIGNATU ﬁl:ﬂlt DIRECTOR'S SIGNATURE AUDRESS
/9. z e Z ; Independe




Lo

ki

STATEMENT BY LICENSED EMBALMER

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

working under my personal supervision..

Student ... irerniiii e i cernaaaas Signe N o S

Signsture of Student Embalmer R
Licensed Embalmer No%f;

P. O. Addres

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

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




