No. 300
10.48

WRITE PLAINLY-“-USING UNFADING BLACK INE—MARE A PERMANENT RECORD

485 -0

F"ED MAR 19 1958 THE DIVISION OF HEALTH OF MISSOURI 8196

STANDARD CERTIFICATE OF DEATH State File No.... .
'BIRTH NO. ) REG. DIST. NO. __ 42 PRIMARY REG. DIST. mﬂ. Registrar's No 272
1. PLACE OF DEATH 2. USUAL RESIDENCE (Whers decoased lived. If lostitution; reridence before
a. COUNTY a. STATE b. COUNTY, y sdinkmical.
Buchanan Migsouri Buchanan >
b. CITY (I outeide corpurate limits, write RURAL and give ¢. LENGTH OF c. CITY (I outxdde vorporats timits, write BUBAL acd give township)
OR township) | STAY (in this place) OR p
YoWN  St, Joseph 0 hrs, TOWN Rural-Platte 110
d. FULL NAME OF (If not in hospital or Inatitution, give atrect adidress or locatlon) d. STREET (! runal, aive location) ~ 0 '
HOSPITAL OR ADDRESS /
INsTITUTION Missouri Methodist Hospital Edgerton R.F.D. #1
3, gE%%ES%% 5. (Ficst) T b. (Mlddle) c. (Lasty DATE (Month)  (Day) (Year)
(Type or Print) Pearl West DEATH March 9, 1956
5. SEX .~} 6. COLOR OR RACE | 7. mﬁn%ﬂgg. gls\\;'ggcrgsamso. 8. DATE OF BIRTH 9. !.A'?E Un ven 7 wooH 1 AR | 7 S u v
. (Bmdl o Duys | Hours | Mia.
Male | White Married Aug, 26, 1882 | F3° i
10a. USUAL OCCUPATION (Qivekind of work | 10b. KIND OF susmssoogr g«l‘; t1. BIRTHPLACE (Stata or forelgn ocuntey) ~Tl 12, CITIZEN OF whaT
done dzcing mostof working Ufe, sven if retired} - Yt
Farming Farm Platte -County, Missouri o8TRY
13a. FATHER'S NAME 13b. MOTHER'S MAIDH‘ NAME . 14. NAME OF HUSBAND OR WIFE .
John Madlson West | Elijgabeth H " Mabel West
15. WAS DECEASED EVER IN U,S. ARMED FORCES? | 16. SOCIAL SECURINTY » SIGNJTURE OR NAME ADDRESS
{Yes. 00, or unknown)} | ({If yea, iva war or dates of service)
Gntcnown | 93-42-2712 W '77’ Edgerton, Mo.

18. CAUSE OF DEATH MEDICAL CEHR IFICATION INTERVAL BETWEEN
 Enter only onecauseper | 1. DISEASE OR CONDITION _ :‘21, é ONSET AND DEATH
line far a), (b), and {c) DIRECTLY LEADING TO DEATH @) .

the mode of dping, such Aforbid conditiona, if any, giving DUE TO (b} ¥ af . /21144'0

ar heast failure, asthenia, rige Lo the above cause (u}udhw .. .. . . U, -

e’ It means the dis- - 'the underlying cause laat 2 - --- et S U e———t et . e -7 AlT - - --

case, injury, or complica- __ DUE 7O (c) . _
tion which caused death. | 1. OTHER SIGNIFICANT. CONDITIONS. © .- %~ IR -
Conditions contributing lo the death but not - '
related to the disease or condition causing deatd.
19a..DATE QF °P1§E:Aﬁ 15b. MAJOR FINDINGS OF OPERATIONU.  ~ o - doa R woca-te 2 -0 raset 3l 03 Vi) 20, AUTOPSY?
. ‘—-'-_-'-’__-‘ .
s H260 | wll wlE-
Z1a. ACCIDENT {Epacity) 21b, PLACEOF INJURY (s.5..Incrabout | 21c. (CITY, TOWN, OR TOWNSHIP) ~  (COUNTY) (STATE)
SUICIDE . homy, farm, fantory, strest, offios bldg.,eta.) R I o N L T LTI
HOMICIDE — o .
21d. T(l)a\Fu-: (Month) (Dsy) (Yeas) (Hewn | 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCURZ
. INJURY —t w:lol.::'l‘g NOT'I\'HILEE fonae
2.1 hereby certify that I atiended the deceased from —% 18 S é!o _.(_Z 195_ é that I last saw the deceased
+_alive on _Mm and that death offurred at _ﬂ: Jrom the causes and on !he date stated above.
|l 23a. SIGNATURE iyl l/z3b, ADDR M 23c DATES!GNED
R 0. f w7 fAS5E
%1% Nau E MIA\}_ CREMA— Zab, DATE 24c, NAME OF CEMF.TERY OR CREMATORY . ,.z4a LOCATION gdny. toWR, oF county) . _,(sme), )
{Bpecily) N A - oo
Baria 3/11/1956 Hebron_ Ceme , G_crug_:_', Missouri .. -
DATE REC'D BY LOCAL RAR'S SIGNATURE (T za.n. DIRECTOR 71 GHATY ADDRESS
Mar 12, 1‘5%% n, Mo,

(Licensed Embalmar’s Statemnent on Reverse Sldt)




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose

ne is recorded on the reverse side of this certificate was embalmed by me, of by e,
o AL 2] 28
working under mfy persona! supervision, /

SEUTONE cevrecerravianaran emennmenaneaenes Signed //W/M ;j M

Student Embaimer
e ) Licensed Embalmer o.......g ? L/ 7

Studont Enbslmer No.

(S ———

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HAND G. (Failure to comply witl

the above constitutes grounds for revocation of license.)
If this body is not embalmed, -fact should be 50 stated above.




