300 THE DIVISION OF HEALTH OF MISSOURI 4 U? .; 1
w | PUED UAN 111956  STANDARD CERTIFICATE OF DEATH - s ric o v, ol
R/ & 4
! BLRTH NO. /33 4Pz I wEe. pist. wo. 1Y f PRIMARY. REG. 015T. ¥0.£O8A_  Regisirar's N,_,_S‘lﬁsm
! 1. PIESSNET?F DEATH 2. U?]-l;\'-?‘- RESIDENCE (Where duna-ugoliv-d. If lnasitutlosn: r-itlen‘rehl:eiforl._
a. a. E b. COUNTY adiniaion).
Jackson ¥issouri Jackson
b. CITY (If cutzide corpurats limits, writa RURAL snd give ¢. LENGTH OF e, CITY . d, In Resience within Lmits of
townphip) | STAY (in this place) OR a city or_Incorporated town?
TOWN_Kansas City, - Mer. TOWN_ Kansas City e b B0
d. FULL NAME CIF (1f not in hospital or inatitution, give strest address or location} F STREET (If rarsl, give location) i ” }L? -
HOSPITAL O w ADDRESS ’ : A ]
INSTITUTION LO6 West 17 St - WA LO6 West 17 Ste
3 gs%héﬁs%':: a. (First) b. (Middle) c. (Last) ‘ 4. DS}-E (Month)  (Day) (Yesn
{ Type or Print} | g_;']_an.. Marshall Mc Leod DEATH Dece 1,.!. 1955
5. SEX D | 6. COLOR OR RACE | 7. #IAR%}EB. NE\\:’OEECIEBRRIEEJ. )a 8. DATE CF BIRTH 9'1f.GE U yeurs] 7 u0CK | YOAR | bnDkn 4 s,
N {Bpecity t H Min,
Male White “BRele Jule26 1955 =58 78
10.:&‘1.13}‘1;:\“1; 2?.‘3%’:'22"&“‘2’:1‘5‘:3:&22‘; 10b. KIND OF BUSINESSD%}(RSTIRN‘; 11. BIRTHPLACE (i i St Foraige Country) ¥ lzbgm%%?r-‘wnn
1 West Plains Missouri
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 4. NAME OF HUSBAND OR WIFE
. William Alan McLeod | Carla UTlark - ~
I5. WAS DECEASED EVER IN U.5. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT 5 S1GNATURE OR NAME ADDRESS
(Yos.no, or unknown} | (If yes. xive war or dates of sarvice} NO.
N0 William Alans Me Leod Kas. City, Mo.
18. CAUSE OF DEATH MEDICAL CERTIFICATION ’ INTERVAL BETWEEN
. I. DISEASE OR CONDITION : - ONSET AND DEATH
- et only onecouseper | Ly RECTLY LEAGING TO DEATH®(5) &

line for (a), (b), and (c}
“This does not meen ANTECEDENT CAUSES

the mode of dying, such | Morbid conditions, if any, gising DUE TO (b)
s heart faflure, asthenda, | rise to the above mmfaﬁl) stating
e, It means the dis- the underlying cause A . :

case, injury, or complica-, DUE TO (¢}
tion which caused death. | 11. OTHER SIGNIFICANT CONDITIONS Ll q l 3\

* ’ " Cunditions contributing to the death but not
related Lo the direase or condition causing death.

19a. DATE OF OPERA- } 19b. MAJOR FINDINGS OF OPERATION 20, AUTOPSY?
TION
. ves (| wo []
21a. ACCIDENT (Bpeci{y) 21b. PLACE OF INJURY (e.x..in orabout | 2Ic. (CITY, TOWN, OR TOWNSHIP} (COUNTY) (STATE)
homa, farm, factary, strest. offics bldz.,e0.)
HOMICIDE . .
21d. TIME (Month} (Day) {(Year) {(Hour) 2le. INJURY OCCURRED | 2if. HOW DID iNJURY OCCUR? '
. . WHILEAT ] NOT WHILE,
INJURY WORK AT WORK
22. I hereby certzfy that I aitended the deceased from , 18 , lo , 18 , that T last gaw the deccased
alive on 19 and that death occurred at LL,B_O__A ., from the causes and on tha date slaled above.
SIGN Geo. C. Kealhorer {Degree or titley3 | 23b. ADDRESS 23%. DATE SIGNED
M 2 thrasen | 862) fredlss B dewd | 2sosiss

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

%Ala. BgERHzoA\}.A,LCREMA— b. DATE ‘ 4c. NAME OF CEMETERY OR CREMATORY 244. LOCATION (Qity. town, or county) {5tate)
. RED {Bpwdily) 4 . . ' . . .
urial Decl7 1955 | Kans-s C
DATE REC'D BY LOCAL | REGISTRAR'S SIGNATURE b 25. FUNERAL DIRECTOR'S S|GMATURE ADDRESS
REG. v
/2185 -85 vt e Mﬂ—é Mrs C.L.Forster Funeral Home Kas. City,Moe.
(Licensed Embalmer’s Staternent on Reverse Side) o e

-




STATEMENT BY LICENSED EMBALMER |
' |

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

L3720 v V-V o g e eeenmeeitmtasmananan P , Student Embalmer No..-..--..-

working under my personal supervision..

Student......... s Signed:....:’ﬁ.m@é.’.‘?ﬁ ......

Signature of Student Enbalmer

P. Q. Address K:C'/%

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 handwriting.

¥4 this body is not embalmed, fact should be so stated above.




