. Mo. 300

10.48

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

FILED FEB 17 1958

81aTH No. éﬁ/?'f REG. DIST. NO. /Vz

THE DiVISION OF MEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

<

. 2004

State File No. .
PRIMARY REG. DIST. NO.LCOI—  Repistrar's No...... 3..48..

10b. KIND OF BUSINESS OR iN-
DUSTRY

done durm; fﬂ. of warking life, even if retired)

1. PLACE OFE—E_‘&_T_H 2. USUAL RESIDENCE (Where decemsed lived, N inatitgrion: residence befors
R a. COUNTY J ac 6/5 p,‘/ a. STATE Missouri b, COUNTY Jackson rdinimgion),
b. CITY (If outzide corpurate limits, -rrh-o RURAL and give [ LENGE: DEF c. cgg d. Is Residence within limits of

wpahip) 1l m el ted {own?
0w A aysae CoTa Ty, weatin)) SRl 1own Kansas City =YY
d. FHlo_ls_Plli_lgME OF (I not ia bospitsl or or jpatitution, give strect addross or joeation) ASJDRHEEESFS (If rural, give locstion) é&j V‘\
INSTITUTION /C/é,doc__a_ é_c/,c4/ fp A " 3314 East 19th Street Terr.
3. I?ECPEESOE'E 8. (Flrst) b. (Middle) cﬁut) 4, DS‘EE (Monih) (Day) (Yean
(Tvpeor Print) <o e @ 0 1 /2 OTTER. DEATH /S -2 - St
5. SEX 7 l 6. COLOR QR RACE | 7. N:AR 8. DATE OF BIRTH 9. AGE (I» yesrs] IF UNDIR 3 YEAR | O UNDER M KIS,
last birthday) Munuu, Days | Hours | MIn,
2 j /25 3
10a. USUAL OCCUPATION (Give kind of work 1. BIRTHPLACE

{Cicy sad State or Forsign C'auny)

%—UJ#.S @7/ IR E-YVE. M

12/CITIZEN OF WHAT
cou

13a. FATHER'S NAME 13b. MOTHER"S MAIDEN

VS e Aobeal Fottir | Loite Co
15. WAS DE ED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY
{Yea, 0o, or unkoown} | (11 yes, give war or dates of service) NO

T eruetee iyl none-—

NAME LN HME OF HUSBAND'OR WIFE

17. INFORMANT'S SIGNATURE OR NAME ADDRESS

"|sidney R. Potter 3314 E. 19th, Terr

18. CAUSE QF DEATH

. Enter only onecaiae per 1, DISEASE OR CONDITION

line for (8), (b), end (&) DIRECTLY LEADING TO DEATH'(E)

MEDICAL CERTIFICATION

INTERVAL BETWEEN
ONSET AND DEATH

«This doey not mean ANTECEDENT CAUSES

the mode of dying, tuch

PremATORITY

‘Morbid conditions, if any, giring DUE TO (b)
rise to the abote caude {a) slating

as Eearf fallure, asthenia, 1
cartf ene the underlying cause lasd.

elc. It meany the dis-

case, injury, or complica- DUE TO (¢}

{

11. OTHER SIGNIFICANT CONDITIONS
Condilions contributing to the death bul ol

tion which caused death,

related to the disease or condition cataing death. J4 T.E"L 2cTASIS .,

A"

20, AUTOPSY?

15a. DATE OF OP'FIFE')AIQ 194, MAJOR FINDINGS CF OPERATION
ves [ wo OJ
21a. ACCIDENT (Bpecify) 21b. PLACE OF INJURY (e.x..lnorabout | 21c. (CITY, TOWN, CR TOWNSHIP) (COUNTY) (STATE)
SUICIDE . bome, farm, Isctory, sttest. affice bldg., ere.)
HOMICIDE
21d, TIME {Month) {Day) (Year) (Houn 2le. INJURY OCCURRED 214. HOW DID INJURY OCCUR?
WHILEAT ] NOT WHILE
INJURY WORK AT WORK

1896, to 19_5:(9 that I last saw the deceased

2. ] kereby certify that I atlended the deceased from _?S&si ﬁ&.&i
alive on , 19_515 and that death obturred at 21324 m., frofi the causes and on the dale staied above.

23. SIGNATURE J ose%orenstln (Degree or mle)o 23b. ADDRESS 2. DATE SIGNED
&W VR NAY e AREE AW L T e
% iouqic% g‘}ucneﬁm 24b. DATE 24z, Kmr—: OF CEMI:.TERY OR CREMATORY 24d. LOCATION (City, town, or county) (State)
h }
urial " 11/26/56 Green Lawn Cemtery | Kameas City, Missouri

DATE REC'D BY L%CE%L REGISTRAR'S SIGNATYRE

VT AP At % 2 %

25. FUNERAL DIRECTOR®

Earp & Sons unaral Home “K.E.,Mo.

(Licensed Embalmer’s Statement on Reverse Side)




.
§
1

"

STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was emb:
DY TN, OF DY ittt ettt ettt iieaiimaeeteiieeeceeaeeaeeveeenacanaanaees , Student Embalmer No...........

working under my personal supervision..

Signature of Student Enbalmer
Licensed Embalmer Nof/é'?

P. O. Address //d,/%

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

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

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




