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THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

REG. DIST. NO. é E 2 PRIMARY REG. DIST. NO._M_Hegiurar'; No......

'HLED JUN 25 1956

State File No. 2(}543.

2250

' Jacob Hershey

BIRTH NO.
o 1. PIESSNETYOF DEATH 2. USSTli¢EL RESIDENCE (Where d.mmgc;ived. ¥ lostitution: r-idan‘ra before
a. H a. b, UNTY ndininsfon).
JACKSON MISSOURT JACKSON
b. CITY (3 cutslde corpurate limits, write RURAL and give ¢. LENGTH OF ¢, CITY 4. In Residence within Tmits of
OR towmabip)| STAY (in this placel OR a city of. incorporsted town?
Tovi:  KANSAS CITY days _ TOWN TNDEPENDENCE Nk -
d. FULL NAME OF (If not in boapitl of institution, give streot address or loeatlon) . STREET r, (if ramul, give loeation) >
HOSPITAL OR ADDRESS pﬂ I
O Oy HOSPTTAL, KANSAS CITY -~ - o pog) Sterling A7 1
3. NAME OF 8. (First, b. (Middle [ Lnst)
DECEASED (First) ) ( 4 03','_.'5 (Month)  (Day} (Year)
{ Type or Print) FRANK I HERSHEY DEATR May 27 1956
5. SEX g| 6 COLOR CR RACE | 7. MARRIED, NEVER MARRIED, 5 | 8. DATE OF BIRTH 9. AGE (In years| IF UNDER | YEAR | IF UNDER u us.
MALE TE WIDOWED.E?)IVORCED (Bpecify) 5 25 97 Sl.n;blnhdny) Monunl Days | Hours l Min.
10a. USUAL DCCUPATION (Givekind ot work | 10b. KIND OF BUSINESS OR_IN- | t1. BIRTHPLACE . < . 12. CITIZEN
done during most of workinzli[o.-:enni! :.::d) - DUSTRY (City and State or Fo’rn;n Country) COUNTRY?OFWHAT
FARMING Shelton, Nebraska U.S.
1132, FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NaME OF HUSBAND’/OR ¥iFE

Alice Stub a.r_t__'_ i

15. WAS DECEASED EVER IN U,5. ARMED FORCES? | 16. SOCIAL SECURITY
(Yea.n0,0r unknown) | (I yes, aive war or dates of service) NQ

Yes 7-31-18 to 1-26-19 4971
18. CAUSE OF DEATH -
. Enter only ohecause per
line for {8}, (b}, and (¢}

1. DISEASE OR CONDITION

*This does nof mean
the mode of dying, such
as hearl fallure, astheni,
elc. It means the dis-

rise to the abooe cause (a) stating
the underlying cause last. -~

DUE TO (¢)

MEDICAL CERTIFICATION
Bronchopneumonia, right lower lobe and

DIRECTLY LEADING TO DEATH"(s) _3 4 3 tot
anTecepent causes Carcinoma of rectum,post-operative status, with

Morbid conditions, if ary, giving DUE TO (B} —_glcalotal metasbagis——

17, #"IFORMANT 5 SIGNATURE OR NAME ADDRESS

INTERVAL BETWEEN
OMSEY AND DEATH

3 -months-

ease, injury, or complica-
tion which caused death, | 11, OTHER SIGNIFICANT CONDITIONS

Condilions contributing to the death but not

Cachexisa

TR

related to the disease or condition causing death. Tloeyyhitils nl A T
19a. DATE OF OPERA- | 190. MAJOR FINDINGS OF OPERATION TUTe + 20. AUTQPSY?
TION
ves [ad wo ]

21a. ACCIDENT (Specify) 21b. PLACE OF INJURY (o.x. inorabout | 21c. (CITY, TOWN, OR TOWNSHIP) {COUNTY) (STATE)

SUICIDE boma, tarm. factory, street, office bldy.,s10.)

HKOMICIDE* _
2id. TIME {Month) (Day) {Year) {(Hour) 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?

OF WHILE AT[—] NOT WHILE

INJURY 7 =. | " WORK AT WORK

-22. I hereby certify thatl attended the deceased from March 2l

956 lo Mav 27

XEHRRRRCOOCOOO0COIIDCCY, and thal death occurred al

m., from the causes and on the dafe stated above

23a. SIGNATUR, gene (, }#W./ g(Dem-moruucm 23b. ADDRESS 23. DATE SIGNED
VA Hospital, Kansa o -28-56
'. B 24b. DATE 24:. NAME OF CEMETERY OR CREMATORY 244. LOCATION (City, town, or county) {Etate)}
MAY B0, t56 MOURD GROVE :

DATE REC'D BY L%C%L REGISTRAR’S SIGNATURE

‘Z&m%gﬁdﬁi;ﬁé’%‘—z M Tt
(Ticensed Embalmer™s Staterhent on Reverse Side) 7

25,




STATEMENT BY LICENSED EMBALMER

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

by me, or by ...

working under my personal supervision..

Student
Signature of Student Embalmer

]
Licensed Embalmer No.. ? ..

P. O. -Addres%?,,_,

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.

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




