FILED FEB 17 1956

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

0104

. Eater only onacause per

line for (a}, (b}, and (c)

*This docs not mean
the mode of dying, such
as heart fellure, asthenia,
ec. It means the dis-
eare, infury, or i

1. DISEASE OR CONDITION

Stats File No. .o mensassasa
5 - 465
' BIRTH MO, REG. DIST. NO. _/‘Z,Z_ PRIMARY REG. D1ST. W0. /O 0.8 Regirtrar's Novo... _.......Q._..._.
1. PLACE OF DEATH 2. USUAL RESIDENGCE (Whare decessed lived. Il institution; residsnce befors
a. COUNTY a. STATE b. COUNTY adicimiom).
Jackson Kansas Wyarndotte
b. CITY (If outzide corpurate Umits, write RURAL and give c. LENGTH OF ¢. CITY (U outsids eorporate lmits, write RURAL asd cive townahip) ,
OR townabip)| STAY (in thie place) R . A0
TOWN  rhansas City z3 TOWX _Kansaqs City A
d. FULL NAME OF (If oot in hospital or Institation, give strest sddres or loeation) d. STREET {1 rural, give location) lb!" L]
HOSPITAL OR ADDRESS
INSTITUTION 7 ’ So. Valle
3. g&“&ﬁﬁ% 8. (Firsty b. (Middle) ¢. (Last) 4. Dé}'la (Month)  (Day) (Year)
( Type or Prin) Dovia Eldora Stroud oA Jan. 29, 1956
5, SEX ; | 6. COLOR OR RACE | 7. #IAER.QD}.‘II% Eﬁgﬂ MARRIED, P 8. DATE OF BIRTH l 9. AGE (In youm| ¥ mom ;v | oo o i
- . - . - . oo oars | Mi,
Pemale | wWhite widowed. o | Mare 31,1895 | 80 | I
10a. USUAL OCCUPATION (Give kind of work | 10b, KIND OF BUSINESS OR_IN- | 1. BIRTHPLACE (Btats or forsign country) 12, CITIZEN OF WHAT
doudnrh.mmd-o:mg_m..muuw) . DUSTRY . COUNTRY?
Housewi fe: at Home Desota, Kansas TeSuAe
138. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
william Thomas Branum | Altha Ann Kirkman James Thomas Stroud -
I5. WAS DECEASED EVER IN U.S.ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT' S SIGNATURE OR NAME ADDRESS
(Yo, 8o, or unknown) | (1f yes, cive war or dates of service) NO. )
o none Carl Stroud IZ10 So. Valley K,C.KsS
18, CAUSE OF DEATH MEDICAL. CERTIFICATION - Iﬁnmé:ﬁl&wtn
TH

DIRECTLY LEADING TO DEATH*(oy __Carcinomatosis, lungs, bones, etg.

ANTECEDENT CAUSES

Adeno-carcinoma of body and tail of pan-

Morbld conditions, if any,
rize o the above cause {a)} stating
the underlping cause last.

Jioing DUE TO (p€T €8S With metastisis to regional lymph
nodes, liver, lungs, pleura &
e 70 ¢ Hypertrophy of heart '

ones

tion which cautred death.

[l. OTHER SIGNIFICANT CONDITIONS

Cunditions contribuling to the deaih but not 2
related o the disease ot condilion enusing deats.  ODES1ty, marked

‘g’l‘i\

19a. DATE OF OPERA- | 18b. MAJOR FINDINGS OF OPERATION 20. AUTOPSY?
TION
_ ves (X no L]
21a. ACCIDENT (Bpecity) 21b. PLACEOF INJURY (sg..ineraboct | 21c. (CITY, TOWN. OR TOWNSHIP) {COUNTY) (STATE)
SUICIDE home, farm, factory, strest, offics bids.. ete.) ’
HOMICIDE
210. TIME (Moath) (Dey) (Year) (Hour) 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
WHILEAT [—] NOT WHILE
INJURY = | “work AT WORK

2. I hereby certify that I attended

alive on _J 811

1955, 10980 29, 19 50 that 1 last saw the deceased

gc deceased from Oct. 31

, 19 , and that death occurved af

m., from the causes and on the dale staled above.

WRITE PLAINLY—USING UNFADING R

23, SIGNATURE

L Z0

or {Degreo or title)>

E‘G.Ni

Z3b. ADDRESS _ 2. DATE SIGNED
K - C * K -

1,20 So. L2 St, 1-30-56

24a. BURIAL, CREMA.
TION, REMOVAL ]

removal

DATE

‘Wj’i Jan 56

DATE REC'D BY LOCAL

| /3/50" >

REGISTRAR'S SIGNATURE

24c, NAME OF CEMETERY OR CREMATORY

25. FUMERAL DIRECTOR' S SIGMATURE ADDRESS

24d. LOGATION (City, tovn, or county) (State)

Floral Hills Chapel KeCuESe

(T-—'ﬁlr S

on Reverse Side)




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, 0T by — oo,

....................... . Student Embalmer No,

working under my persona! supervision.

StUdBnt cuviierrrncasoarnonsonosnsasnrroans
Student Embalmer

P. O. Address— / ((é/

Note: The zbove MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITH\TG (Failure to comply
the above constitutes grounds for revocation of license.)

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




