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WRITE PLAINLY—USING UUNFADING BLACK INKE—MARKE A PERMANENT RECORD

THE DIVISION OF HEALTH OF MISSQURI
~TILED MAR 8 1956 STANDARD CERTIFICATE OF DEATH

REG. DIST. NO. li E

o)
PRIMARY REG. DIST. W-_@:_éh Registrar's No.

State File No..owwioreans

16. SOCtAL SECURITY
RO.

(Yos. 0o, 0r unknown)

None

(E! yea, mive war or dates of service)

None

! BIRTH NO.
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where dsconssd tived. If institution: residence before
a. COUNTY . STATE b. COUNTY dunlmtony.
Jackson : Missouri Jagkgon 7
b. CITY (It outcids corpurste limits, wtte RURAL and give ¢. LENGTH OF c. CITY 2. In Residence within Umits of
O township) | STAY (in this place) OR ity rporated fown?t
ToWwN  Kanses City 0 yrs Tows Kangas City A - =
d. F]EIJé'S_P?'I"‘AT_EO%F {If pot in hoapital or Iastitution, give strest address or location} Asl;rl;iREEE;rs {1f rural, give locatlon} L&}‘ O,D
INSTITUTION 8¢, Joseph Hospital o 1616 E, 30th Street 5
3. NAME oF a. {First) b. (Middle) c. (Last) 4. DATE  (Mamth) (Day) (Yean
(Type or Print)  RUBY V. NOLAND DEATH 2 19 56
5. SEX + | 6. COLOR OR RACE | 7. MARRIED. NEVER MARRIED, ¢/ | 8. DATE OF BIRTH 9. AGE (o ysars| i vnoeh 1 vYEAR | o onoer u pas.
WIDOWED, DIVORCED (8pacify) last birthday) |Monthe| Days | Hours I Mia.
|_White 1e13=1900 56
10a. USUAL OCCUPATION (Givekladofwerk | 10b. KIND OF BUSINESS OR IN- | 1i. BIRTHPLACE < . y 12, CITIZEN
done during most of working e, svan i resired) | DUSTRY (City and State or g"‘"' Conetry) COUNT y;OFWHAT
Home Alma, Missouri U.S.A.
13a, FATHER'S NAME 13b, MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND/OR WIFE
' Dre G. Co Logey . Fairy Sweinhgrt Grover F, Noland
IS. WAS DECEASED EVER IN U).5. ARMED FORCES? 17. INFORMANT'S S{GNATURE OR NAME ADDRESS

Grover Y. Nolend 1616 E, 30th Street

18. CAUSE OF DEATH
. Enter only one causc per
Ilne for (m), (b), nd (c)

1. DISEASE OR CONDITION

*This does nof mean ANTECEDENT CAUSES

the mode of dying, such
ot Deart fallure, asthenia,
ele. It meana the dis-
ease, infury, of complica-

rige to the abase cauzre (a) statiag
the underlying cause last.

DUE TC (c)

MEDICAL CERTIFICATION
DIRECTLY LEADING TO DEATH* ¢y _CAaPrcinomatosis

Mortid conditions, if any, giving OUE TO (9 _Adenocarcinoma of breast

INTERVAL BETWEEN
ONSET AND DEATH

2"3 yrs,.

1l. OTHER SIGNIFICANT CONDITIONS

Conditions omunhuiw to M: deqth but nod
relpted to the di. ¢ death

tion whick caured death,

y
1o

DATE REC'D BY LOCAL
REG.

2 20-5 (P& /as

19a. DATE OF OPERA. | 19b. MAJOR FINDINGS OF OPERATION 20. AUTOPSY?
TION
ves [ wo [0
21a. ACCIDENT (Bpecify)* 21b. PLACE OF INJURY (e.x..tnorabout | 2lc. (CITY. TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE homa, farm, fastory. sireet, offies bldx., 0.}
HOMICIDE .
2id. TIME {Moanis) (Dey) {Year) (Hour) 21e. INJURY QCCURRED | 211, HOW DID INJURY OCCUR?
F WHILE AT ] NOT WHILE
INJURY = | WORK AT WORK
22, I hereby cerlify that I attended the deceased Jrom 4-26 , 18 5 1 , lo 2-19 , 19 56, that I last saw the deceased
aliveon __2=19 _ - 1956 and that death occurred at ______ m., from the causes and on the date staied above.
2. SIGNATYRE e 110 o (Degres or title)® | 23b. ADDRESS J_zsc. DATE SIGNED
é%’é‘b M.D | 1222 McGee,Ksnsas City,Md 2-20-56
‘|t 24a. BURIAL. CREMA- | 24b, DATE r 24c. NAME OF CEMETERY OR CREMATORY ZAd LOCATION (Olty, town, or county) (Gtata}
TION, REMOVAL (Bpedify} .
- Kansas City Migsouri
REGISTRAR'S SIGNATURE 25 FUNERAL DIRECTOR'S SIGNATURE ADDRE 84

Mellody-MoGilley~Bylar 1800 E, Linwood

(licensed Embalmer’s Statement on Reverse Side}




L
.
4

STATEMENT BY LICENSED EMBALMER

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

by me, or by ........... O Heevesavaaierenmaraannnaaas PP » Student Embalmer No..-....... <

working under my personal supervision..

Signature of Student Enbalmer

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. {F
to comply with the above constitiutes grounds for revocation of license}).

If embalmed by a STUDENT, he alsc shall sign in his OWN handwntmg.

¥¢ this body is ri6f embalrned, fact should be so stated above. S e DURNE: SN

ST L e A T, - -




