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THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

FILED JUL 16 1956

State Filc Nolgﬁﬁs ...... -

-6. COLOR OR RACE
p! WIDOWED. DIVORCED (5ipec

BIRTH NO. REG. DIST. NO. 42 PRIMARY REG. DIST. NO. 1000 Kegistrar's No.wee. 7 49 ............... .
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decossed lived, 1f [natitution: residence before
a. COUNTY a. STATE b, COUNTY adiniriant,
Buchanan M¥Missouri Buchanan
b. CITY (1 outelde corpurate Umits, writs RURAL and give c. LENGTH OF c. CITY 4. Is Rexidence within limits of
townahip) | STAY {in this place) OR 4 city of incorporated {own?
W St, Joseph Mops. | T St., Joseph * 0.
d. FULL NAME OF (If not in hospital or give streot add ork don) »- STREET (It rural, give location) l(
HOSPITAL OR ADDRESS 0'
INSTITUTION 1 0g Mmet 109 Main Stireet 0
3'5‘5%&&55%% a. (First) b. (Middle) c. (Last) 4. DATE (Month) (Day) (Year)
{ Type or Print) Walter Moore DEATH July 9, 1956
5. SEX 7. MARRIED, NEVER MARRIED,~ 8. DATE OF BIRTH 9, AGE (In yenrs| IF UNDER | TEAR | IF UNDER M HAS.

last birthday}

Moll.hl, Days

Boum I Mia,

M _
102. USUAL QCCUPATION (Give kindof work | 18b. KIND OF BUSINESS OR_IN- | 11. BIRTHPLACE < . y 12. CITI
dona during mmto[-orkiuﬂlu.c:-nnif :ur:r:'i) i DUSTRY (City aad Stets or Foraign Cuunuy?/ COUN%EP‘I(?OFWHAT
Laborer: Rajlroad Manhatten, Kansas [1.S. A,
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME J4. NAME OF HUSBAND'OR ¥IFE
James Moore. Laura Willjiams Ogia M
15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16, SOCIAL SECURITY | t7. INFORMANT" t R
(Yes. no,orunknown) | (If yea, give war aor dates of sorvies) NO. ! > S goTF %‘ei gm;a Sto ADDRESS
Yes : : Elmer Mnore Flwood, Kansgsas
18. CAUSE OF DEATH . DICAL CERTIFICATION ° INTERVAL BETWEEN
.Enter only opscanseper | |- DISEASE OR CONDITION ONSET AND,DEATH
Yine for (8), (by, and (¢ | PIRECTLY LEADING TO DEATH ) o-—t_o.—vpu..q_ W 30
*This does not mean ANTECEDENT CAUSES Q ] I‘
the mode of dying, such | Murbid conditiona, if any, giring DUE TO (b}
as heart folture, asthenia, | 3‘“ Jﬁﬂfz a::?:a ngﬂllqi ;1) dating
ete. It means the dis- € v . w . -
case, injury, or complica- DUE TO {e) ias ik M T W, QAJ’\! #_
tion which caused death. | 1. OTHER SIGNIFICANT CONDITIONS
Conditions contributing o the death but ol w
A related to the disease or condition causing death, .
19s. DATE OF OPERA- | 19b. MAZOR FINDINGS OF OPERATION U l 20. AUTOPSY?
TION i 4 N0 E
. ves (1 wo
2ia. ACCIDENT (Bpacity) 210, PLACE OF INJURY (e.5..lnorabont | 2lc. (CITY, TOWH, OR TOWNSHIF) (COUNTY) (STATE)
SUICIDE bome, farm, factory, street, ofice bldg., e10.)
HOMICIDE
21d. TIME (Month) (Dsy) (Year) {(Houn) 21e. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
oF WHILEAT—} NOT WHILE
INJURY = | woRrK AT WORK .
2. I hereby ceriify that Ime deceased from 7-9 952 lo , that T iu‘-m#t?;eased
akv{)n , 19___, and that death occurred at _l,?_ﬁ"m from the causes and on the date slated above.

P B 0 o o, S5 200

23¢. DATE SIGNED

7—1/-36

RIAL, CREMA- | 24b. DATE

24n. B
TION REMOVA.LfndJyl

Zac, NAME OF CEMEAERY OR CREMATORY
July 12 19848 Nat'l uemeterv

24¢. LOCATION (Clty, town, or county) (State)

rt. lLeayvenworth Kans,

REGI§TRAR'S SIGNATURE

DATE REC'D BY LOCAL

Qo L

.;_-'E_Ll? '3,__;JJ§_L

(Licensed Embalmer’s Statement on Reverse Side}

£ ABDREAS

St. Jos
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STATEMENT BY LICENSED EMBALMER

working under my personal supervision. .

Student..ccoerennqnvecmsosmnnrroeass gy Signed..... LJ’V"L\ \7]{ . M,’L Lnnd

Signature of Student Embalmer

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRI
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.

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

DY €, OF DY «ouniamrmnrmecmnrcrmanarecne o nnrssa st r s T , Student Embalmer No.....-....--




