s00 \F".ED .. THE DIVISION OF HEALTH OF MISSOUR! v
- l (HLED MAR 271958 STANDARD CERTIFICATE OF DEATH g v e 3‘1&5 ..........
' BIRTH NO. . nes. oist. no, __ /Y J rrimary mec. 0151, %0.£0 @2 Registrar's No
1. PLACE OF DEATH 2. USUAL RESIDENCE (Whers decoased livad, I} institution: residence before
& a. COUNTY -- Jackson o —~-g: STATE Misso.ul'iu s < b. COUNTY JaCkson sdmimiont. -
b. %1’;\' (! outeide eorpurate limits, writsa RURAL and :h:m CST AI;FNGTH ﬁ?F) c. Clc')rr‘{f’ d. Is Hesidence within Limits of
tow 3] ) & e inecorporated town?
town Kansas City i yrs), tows Kansas City , ERETRTDT
d. F#é%??’#Ah?_EO{)RF (I not in hospital or instisation, ive sireot address or location) . ASDT[?IEBS (If rarsl, give location) é L{nb Qﬁ
NSTITUTION Queen of the World Jgo 2843 Park v
3. NAME OF a. (First) b. (Middle) ¢, {Last) | 4. DATE {Month)  (Dey) (Year)
DECEASED - OF
( Type or Print) Harvey, - Stovall veath  2/27/56
5. 5EX 4 | 6 COLOR OR RACE | 7. x&)‘gﬂf%g EEVER BESRRIED. , ¢| 8. DATE QF BIRTH 9. AGE o :r-n J W‘::I 1TER | o onoke 3 mey,
{Bpmeil, on Hor Min.
Male Negro PRy, » | March 8, 1890 i il Bl
10a. USUAL OCCUPATION jekiadof work | 10b, KIND OF BUSINESS OR IN- | 11. BIRTHPLACE 12. CITIZEN
done doring mce: of morking life, even f retived West Morta 8 5 ) 'Red F I‘:‘"A“ Stats or """' f‘"""’ COUNTRY?FWHAT
- Custodian g orX,.
13a. FATHER'S NAME . 13b. MOTHER'S MAIDEN NAME . 14, NAME OF NUSBAND OR ¥IFE
Smith Stovall | Unlmowm D S
i5. WAS DECEASED EVER IN L. S. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT S SIGNATURE OR NAME ADDRESS
(Yo, pg. orunknvown) | (If yes, give war or dstes of service) KO, -
0 None Delia Stovall 2843 Pax
MERICAL CERTIFI TIO INTERVAL BETWE
18. CAUSE OF DEATH Cl CA’ Pty DF.ATEIN

Enter anly snecauseper § |, DISEASE OR CONDITION ((A]

{F tine for (&), (o), amd &y | PIRECTLY LEADING TO DEATH® )

*This does ol mean ANTECEDENT CAUSES )

the mode of dying, such | Morbid conditions, if any, giving DUE TO (b)
ot heart follure, esthendo, | rite to the above cause (a} stating

de. It wmeans the dig. | he underlying couse laat. ) f !I i -
ease, infury, of complica- DUE TO (¢) . %4

tion which coused deoth, | 11. OTHER SIGNIFICANT CONDITIONS L\\,l Le ‘r\

Conditions contributing to the death but not
related Lo the dizease or condition catsing death.

19a. DATE OF OPERA- (195, MAJOR FINDINGS OF OPERATION . 20, AUTOPSY?
: TION
ves [ wo [

21a. ACCIDENT (Bpeciiy) 216, PLACE OF INJURY teg..inoraboat | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)

SUICIDE home, (aro, factory. sireet, ofics bldg., a10.) .

HOMICIDE .
21d. TIME ‘ (Month) (Day} (Year) (Hour) 21e. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?

F WHILE AT ] NOT WHILE

INJURY WORK AT WORK !/
2. I hereby ceglify thld atjglded the deceased from 3= 1/ , 19, fo A~ )7~ -’@ , that I last sow the deceased

v~ alive on nd that death occurred at om the causes and on the dale siated above.

23. SIGNATU, . rleml ¢} O] 23b. ADDRESS Y Z3. DATE SIGNED
3;;5'( 43 % 2 -Z—d

2s. BURIAL, CRE 24b, DATE [ 'NAME OF CEMETERY OR CREMATOR 244, ION (City, town, or cotnty) #5tate)

YION, REMOVAL (Blnd!r}

__Burjal | 3/1/56 | Blue Ridge Lawm Kans. City, Missouri

DATE REC'D BY LOCAL | REGISTRAR'S SIGNATURE 25. FUNERAL DLRECTOR S¢S GNATURE ADDRE 85
REG. v - d‘
3./-6¢6 Pl Fraba M

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

d.iunsed‘Embd_mef'l Statemetit on Reverse Side)




~, .

Pl

[
v

STATEMENT BY LICENSED EMBALMER

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

by e, OF DY .o i aa s , Student Embalmer No.--......

working under my personal supervision..

SEUAENE .eeeeerennssunnennnrmnnseneenececnscesnnnmnans Signed. @“"- . : ... é .. N M" .................

Signeture of Student Embalmer

Licensed Embalmer No... 7. !5:
|

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

If embalmed by a STUDENT, he also shall sign in his OWN handwriting,
1© this body is not embalmed, fact should be so stated above.




