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1. PLACE OF DEATH 2. USUAL RESIDENCE (Whero decossed lived. If institution: reaidencs befors
a. COUNTY a. STATE b. COUNTY sdmission).
Jackson Missouri Jackson . _ .
b. CITY ()i outside corpwrats Hmita, writs RURAL and give ¢. LENGTH OF c. CITY 4. Is Resldence within Limits of
township)| STAY (in this place) OR 2 ity or incorporated town?
TOWN TOWN Yif =]
___Kamas_ ' - L
d. FULL NAME OF (If not in hospital or institution, give street address or loeation} . STREET (1f rural. give loestion) i a D
HOSPITAL OR ADDRESS 3 I >
INSTITUTION thic Hosmt ¥ 11156 E.LE th, St :
BDNE‘:;&ES%,B a. (First} b. (Middie} . (Lfst) 4. Dé.[I.:E (Month)  (Dsy) (Year)
(Typeor Print) (G o n DEATH M
8. SEX o 6. COLOR CR RACE | 7. MARRIED, NEVER MARRIED, 1 | & DATE OF BIRTH 9. AGE {In yexrs| IF UNDER 1 YEAR | 1F UNDER u HEs.
WIDOWED, DIVORCED (8pecify) last birthday) Monlbl Days | Houn l Mis,
10a. USUAL OCCUPATION (Give kindof work | 10b. KIND OF BUSINESS OR IN- | I1. BH#HP&CE . ____i 12_ CITIZEN
dona during moet of working [Efe. o:ennﬂ:ot;::i) DUSTRY 1Giey and State o F‘"“'é Gauntey) COUNT Ry WHAT
Clerical Dapt, Columbian Elac.Cod Stewartsville Mos | UsSaAe
138, FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE
‘__Engsane_ﬂman ' i AN i :
5. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY { 17. INFORMANT" .S SIGNATURE OR NAME ADDRESS
(Yes. 00, 07 Unknows) l (i} yeu, xive war or dates of service) NO. -
rl ,101- -l BKO IL K. o

18. CAUSE OF DEATH
_ Enter only ongeauso per
line for {a), {b}, and {c)

1. DISEASE OR CONDITION
DIRECTLY LEADING TO DEATH"

ANTECEDENT CAUSES

Morbid conditions, if any, giving DUE TO (b}
rise to the above cause {a) sating
the underlping cause dast.

*This does not mean
the tmode of dying, such
as heart fallure, asthenia,
ete. It meons the dis-

ease, injury, or complica- DUE TO (&)

INTERVAL BETWEEN
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il. OTHER SIGNIFICANT CONMDITIONS

Conditions contribuding to the death but not
related 1o the dizease or condition causing death,

tion which caused dealh,
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R. M. Slick

alive on and that death ofcurred at

"19a. DATE OF OQPERA- | i%b. MAJOR FINDINGS OF QPERATION 20. AUTOPSY?
TION
YES D NO D

21a. ACCIDENT (Bpacity) 215. PLACEOF INJURY (o.g..inorabout | Z1c. (CITY. TOWN, OR TOWNSHIF) (COUNTY) (STATE)

SUICIDE home, farm, Iagtory, atreet, office bldg.,s10.)

HOMICIDE
2tg. TIME | | (Moot) (Dap (Year) (Houp 21e. INJURY OCCURRED 2. HOW DID INJURY QCCUR?

OF - WHILEAT ] NOT WHILE :

INJURY . m. | woRK AT WORK o

22. I hereby cﬁ ‘ﬁ that I attended the deceased from% _.26-.;: I laat saw the deceased

868 and on the dale stated above.
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23b. ADDRESSe //7’/ % 7‘76'&: 751(2

a. BURIAL, CREMA- | 24b. DATE - |z4. NAME OF CEMETERY

norhasmov IOUAL fepects 5 /27/56 P—

DATE REC'D BY LOCAL

AL REGISTRAR'S SIGNATL’lRE
L7 52 T2 M

bR CREMATORY " | 24d. LOCATION [Oity, town, or county) te)
5. FUNERAL DIRECTOR'S S| GNATURE ADDRE $S
Stine & Mc C Co Ko CoMo,
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I hereby certify that.the body whos€ name is. recorded on the reverse side of this certificate was emb
*
DY IE, OF DY Lot oo s s , Student Embalmer No,..........

working under my personal supervision..
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Signature of Student Embalmer

":: - TN "\ F"; N Licensed Embalmer No.ﬁ( 7.
- [N o ,. ' ' - _“; — N
_ | P. O, Address /]:»M ......

) S TR . . - y ‘

e o P ' R N e e v .
= = Note: The above MUST BF}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.

¥ this body is not embalmed, fact should be so stated above.
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