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THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

REG. DIST. No. _LZZ_ PRIMARY REG. DIST. wo./ @OK . Reau!mrJNa.._....;!‘_.(}?..gm.

HILED MAR 27 1956

State Filc Ne

BIRTH RO.
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decoased lived. 1f iostitation: reaidence befors
a. COUNTY a, STATE b. COUNTY adinisslon}.
Jackson Missourd Jackson
b. CITY (If cutcide corpurate limits, writa RURAL and give ¢. LENGTH OF c. CITY 4. In Retidence within Limits of
OR township) 5‘5}6 {in thia phu\ OR ) & glty o incorporated tawn?
TOWN Kansas City TOWN _ Kansas City - =
d. FULL NAME OF (If not in hoapital or lastitution, eive streot sddress or location) . STREET 1! tursl, give location) ,:D
3SPI /' ADDRESS 33 'o
INSTITUTION 3718 Brooklyn 254 3718 _Bracklyn
3.515%!\&% 25 6. (First) b. (Middle) c. (Last) 4. DATE (Month)  (Day) (Yean
( Type or Prin) Frances Remonia Tucker DEATH Mare9 1956
5, 5EX } 6. COLOR QR RACE | 7. MARRIED, NEVER MARRIED, / | 8. DATE OF BIRTH 9. AGE (In years| F totm 1 YEAR | F UnDER 22 ams,
. WIDOWED, DIVORCED (Bpecify} Last birthday) Muthl' Days | Hours | Min.
Female White Married Ma |
10a. USUAL OCCUPATION (GWekindofwork | 10b. KIND OF BUSINESS OR IN- | I1. BIRTHPLAC " . - 12. CITIZE
:nmdurinl mmto{wnrﬂumn..:unﬂn'or) - DUSTRY (City and State or I’orn.no(hunl.ry? COUN%RI‘Q{?FWHAT
Housewi.fe 3RRHNE Clay County,Missouri UsA
13a. FATHER'S NAME 13b. MOTHER™S MAIDEN NAME 14. NAME OF HUSBAND'OR WIFE
William Henry Ghrist Laura Drisce |_Hiram Tucker
15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
{Yes, no, or unkeown} | (If yea, xlve war or dates of sorvice?
e _ ' No Hiram Tucker 3718 Brooklyn Kas.Clty, Mo,

. Enter only onecsuse pet

18, CAUSE. OF DEATH .
r | 1. DISEASE OR CONDITION ~
DIRECTLY LEADING TO DEATH‘(a,

MEDICAL CERTIFICATION

INTERVAL BETWEEN
ONSET AND DEATH

line tor (s}, (b), and (¢)
ANTECEDENT CAUSES
Morbid onditions, if any, gising DUE TO (b)

*This does not mean
the mode of dying, such

Lonemery R

3 gaera ple

rise to the above cause (a) sating

h I3
o4 heart fatlure, asthenia, the underlying canae last.

ec. It means the dis-
eaat, injury, or complica-

DUE TO (c)

I8, OTHER SIGNIFICANT CONDITIONS

Conditions contriduling to the death dut not
related Lo the diseare or condition cousing death.

tien which coused death,

. q'yU‘L

er

&c

Ba R

_ WRITE PLJ‘INLY;USING UNFADING BLACK INK—MAEKE A PERMANENT RECORD

) DATE REC'D BY Lo%ﬁ(\;l. REGISTRAR'S SIGNATURE )
3.r2 »—,fé }) Ll Mﬁﬂ

19a. DATE OF OP_II:Z[%AN- 19b. MAJOR FINDINGS OF OPERATION 20. AUTOPSY?
_ s 0 w0
21a. ACCIDENT (Boweily) 21b. PLACEOF INJURY tes..fnorabout | 21c. (CITY, TOWN, GR TOWNSHIP) (COUNTY) (STATE)
SUICIDE bome, [arts, fastory, street. offioe bidg. #to.)
HOMICIDE .
21d. TIME (Mooth) (Day) (Yemn) (Houn | 218, INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
WHILEAT NOT WHILE
INJURY WOoRK AT WORK
2. I hereby certify that I altended the deceased Sfrom %_lf__ 19.}_._?’ lo M_L 19576 | that I last saio the deceased
alive on , 1951e ., and ihat deathoecurred at ZJj_A m., from the causes gnd on the dale slated above.
Za. SIGNA (Degres of titte)D] 23b. ADDRESS 40 00 /2A LG rarar ac DATE SIGNED
24a. BURTAL. CREMA- | 24b. DATE 24c. NAME OF CEMETERY OR CREMATORY 244, LOCA (Oity, I;own,oreounty) Ci 'ésu!te)
TION, REMOVAL (Specits)
1 Ma |__Green lawn Cemetery Kansag City,Missouri

25. FUNERAL DIRECTOR’S SIGNATURE

Mrs C.L.Forster Funeral Home Kas. CoMo,

ADORESS

(Licensed Embualmer's Staterment on Reverse Side)




e

N, Y-

STATEMENT BY LICENSED EMBALMER

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

by me, OF BY . it it iiicra et . PO , 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. (]
to comply with the above constitutes grounds for revocation of license).

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

T4 this body is not efmbalmed, fact should be so stated above.



