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WRITE FLAINLY—USING TUNFADING BLACK INE—MAEE A PERMANENT RECORD

ALED APR 18 1956
RIEG. DISY. NO. Zgz -

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

State File N913118_
NG. .&9_?:: Kegistrar's No g :*m

PRIMARY REG. DIST.

BIRTH NO.
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deconssd lived. If Instltution: residence before
. COUNTY . STATE b. COUNTY sidinimston),
: Jackson : Missouri Jackson -
b. CITY (I outelde orpurate limite, writs RURAL and glve ¢. LENGTH OF c. CITY . 1n Realdence within lmita of
R townabip) | STAY (g this place)(} OR » ety corporated townl
TOWN  Kenses City ears TOWN Kansas City o B %0
d. FULL NAME OF (If fiot in hoapital or institation, aive strect addross or Jocation) F’ STREET (11 rural, ghvs location) lﬁ
HOSPITAL OR v ADDRESS 224
insTitution 1710 Jefferson Street 1710 Jefferson Street 2 n
3 NAME Of a. (First) ‘.b. (Middje) Tt o (Last) 4 OATE (Month)  (Day)  (Year)
{ Type or Print) LOIs PDaim A ATKINSON DEA'IH Mareh 31, 19586
5. SEX t | 5. COLOR OR RACE 7. MIAR%E% EIE‘\;'gEchEIBRR!ED, 4| 8. DATE OF BIRTH 3 I.-A.GE Un y-;n ; u'::.u 1$ ; UNDER ) WAS.
3 {Bpecily) t ont ours | Min,
Female Whi te dowed Nov. 18, 1893 £2 - |
10a. USUAL OCCUPATION (Givekindof work | 10b. KIND OF BUSINESS OR IN- | 1§. BIRTHPLACE . o 12, CITiZE|
:oudmincmuto!worhuuh.o:lnl!nﬂr:) = DUSTRY [City and Stste cr Fn;u.: Countrv} I COUNTR’Y"?FWAT
Union, Neberska 1 U, 3. A,
138, FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE
Willliam Garrens Mary K, Edmiston Harland Atkinson
15. WAS DECEASED EVER IN U.S5. ARMED FORCES? 1 16. SOCIAL SECURITY | 17. INFORMANT"S S| GNATURE OR NAME ADDRESS
(Yo, 2ip, or unknown) | (If yes, sive war or dates of servios) NO.
0 508 - AL /%9 | Mrs, Mae Shotwell, 1710 Jefferson. E. C, Mo

19, CAUSE OF DEATH I. bi SEASE OR CONDITION
. Enter anly onsoause per
line for (a), (b, and {¢) DIRECTLY LEADING TO DEATH'(a)

e an | ANTECEDENT CAUSES

EDICAL CERTIFICATION

INTERVAL BETWEEN
* ONSET AND DEATH

the mode of dying, such
a2 heart foilure, asthends,
cde. It wmeans the dis-
eqde, infury, or ¢ica-

Murbid conditions, {f any, gieing DUE TO (b)
rise to the abore ea'nya {a) ;gg‘ha
the underlying cause last.

DUE TO (c)

tion which caused death

11. OTHER SIGNIFICANT CONDITIONS

Condilions contribuding to the death but not
related Lo the dizcase or condition causing death

A

nd ihat death occurred at

13a. DATE OF OP.FI%IN 13b. MAJOR FINDINGS OF OPERATION . 20, AUTOPSY?
AR SU W&m yes [ wo B

2ta. ACCIDENT ®pecily) . , | 21b.PLACEOFINJURY as..inorabont | 2lc. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)

SUICIDE h bome, Iarm, fotory, strest, offics bldg.. exe.)

HOMICIDE b - - R ’ .
2id, TIME {Month) (Dsy) {(Year) (Hveur) 218, INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?

WHILEAT ] NOT WHILE,
INJURY . WORK AT WORK )
iy | _Mnareh 7106

22. ] hereby certify that I atiended the deceased from . IE.EL, lo , 191 0, that I lost saw the deceased

alive on M@Jsﬂ a

s m., from the causer and on the dale stated above.

2. SIGNAFUREBAI'L hur, SHATN — ;Degroe or 1ty | 730. ADDRESS Zi. DATE SIGNED
| ) 3o A4  KCLmi 34
24a. BUBAIOAJKLCREMA. 24b. DATE 24c. NAME OF CEMETERY OR CREMATORY/ & 24d. LOCATI (Olty, town, or connty) State)
TION, (Bowdlty)
emovel | 4 = 2 - 1956| Union Cemetery Union, Neberska

DATE REC'D BY LOCAL
REG,

Y- [-Sb

Thevar

REGISTRAR'S SIGNATURE
Free

25, FUNERAL DIRECTOR'S SIGMATURE

ADDRESS

Kangps City, Mo

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 emil
By IME, OF DY e imeieeacebaaeieaa . Student Embalmer No ..........

working under my personal supervision..

‘J{ i
Licensed Embalmer No,. 7

, P 0. Address ;i 6 Z

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING (F
to comply with the above constitutes grounds for revocation of license).
I embalmed by a STUDENT, he also shall sign in his OWN handwriting.
I# this body is not embalmed, fact shguld be so stated above. ‘ h

L3 AT 13 5 Y Signed#”

Signature of Student Embalmer




