a listad,

18.
Corener cannot cartify ito o deoth:due to natural cavses.

Doctor, corener, etc. must use only standord nomenclature in item

dizeasas in Part: | must-be casually related.

o symptoms wi

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

J. H.Winninger, M.D,

THE DIVISION OF HEALTHA OF miasUOUKI
STANDARD CERTIFICATE OF DEATH

, ‘{ ? - Primary Reglsrruhcn District No.. / o 2 Lu

ﬂtﬁn SEP 11 1956

Regi stration District Neo. ...

"STATE FiLE %@§65
Registrar's N‘B::)JO

1. PLACE OF DEATH 2. USUAL RESIDENCE (Whare deceased lived. 1l institution: Rosidance before
o COUNTY  TACKSON a STATE MTSSOURI b. CO”NTYQ-}WO#M“'"“)
b. CITY (If outside corporcte limits, give TOWNSHIP only)| tnside Limits c. CITY Wd, Limits
OR OR
Town  KANSAS CITY Yesf NoD fow JOPLIN &1 Yok Moo
N L |
oc. Egls_é_l_lh_l:.l}-d%gl: {If NOT inhospital, givelocation)|Length of stay in 1b 4. STREET (” outside, givﬂo fior‘ Raside on Farm
insTiTuTion V.A. HOSPITAL ly DAYS X  aopbress 319 OAK Yosh Now
3. NAME OoF Firnt Middle Laxt 4. DATE Month Day Year
DECEASED oF
(T¥pe or print) EIMER B. DUNCAN veati  AUGUST 12, 1956
5. SEX 6. COLOR OR RACE 7. 8. DATE OF BIRTH 9. AGE (Jn years | IF UNDER 1 YEAR JiF UNDER 24 HAS.
mARRIED (] weveR Marrien [] o pirnany [T poan I ANDER 2 RS
MALE WHITE wioowen (1 3 ovorceo®| JULY' 5, 1915
110z, USUAL OCCUPATION (Gire kind of work done 1108, KIND OF BUSINESS OR INDUSTRY [ 1. BIRTHPLACE (City amd state or country) 12, CITIZEN OF WHAT COUNTRY?
during most tﬁwortinp tife, even if retired) <
JOPLIN, MISSQURI U.S.A.
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME
unknown - unknown
15. WAS DECEASED EVER IN U, S. ARMED FORCES? 16. SOCIAL SECURITY NO.[I7. INFORMANT Address
{Yes, mo, or unknown) {If yes. pive war or dates of service}
J Wl IT .. UNKNOWN  Dfficial Records, VA Hospital, K.C.,Mo.

18. CAUSE OF DEATH [Enter only one cause per line for (@), (b). end (c}.]
PART 1. DEATH WAS CAUSED BY:.

IMMEDIATE cause () Lncreased intracranial pressure, cause undetermine

INTERVAL BETWEEN
ONSET AND DEATH

s

_ Conditions, ifany. ) pue To . Ehﬁcephalonathv. res:.dual of menlnsr:l.omaw
.* which gave rise fo . et e

above cauze (0), T Tt T o - v

sating the under- _ASET) r l

lying cause last.

.'2_'),9; X

& . - n
Q * PART 1l. OTHER SISKIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEM IN'PART I{n) * k I'§ F‘:!EI’I‘RSFOA;JI:EEEY

= ?

3 . ) ves (1 wo B

";" 20a. ACCIDENT SUICIDE HOMICIDE | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of infury in Part Ior Paft 1l of ftem 18.)

& O ] m

(%) >

] 20c. TIME OF  Hour  Month, Day, Year . -

o INJURY ~ -a. . - - S .. . - . ; - AR ity et

=} p.m. VA - ‘- Ma ey

w o

(& 1204, INJURY OCCURRED 20¢. PLACE OF INJURY (e. g., in or aboul home, COUNTY STATE

207, CITY. TOWN. OR LOCATION

WHILE AT D NOT WHILE ferm, factory, sireet, office bidg., etc.)

AT WORK

:50 PM

Death occurred at

2 -/nunded the deceasad from _Allg‘_&;_l%é._ . to _M._J.Z_,_l956_ and last saw ‘.ﬁs ativaon _AUZ, 1

m on the date atated above,; and to the best of m_r knowledge, from the causes stated.

a (Decru or fitle)

23h. DATE

nm lzm?

RIAL, CREMATION,
EMOVAL (Specif]

Qun

Jophoaar,

.ZBWATDON (City, town, or county)

o .

la|22b. ADDRESS - - . 22c. DATE SIGNED
VA ‘Hospital, K.C. ,}io. B-12-56
AME OF CEMETERY OR cnzna‘ronv - (Stated

24, FUNERAL DIRECTOR

Adon:SS/?j’} Kf’, E DATE RECD. BY LOCAL REG.

W Nrires s

-

2d REGISTRAR'S SIGNATURE

THeva Inceda Ll

b




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was em
byme, oF By . oonimiii it PPN ..., Student Embalmer No.........

working under my personal supervision..

Signature of Student Embalmer ES 1 .
Licensed Embalmer No_.%.f

L. . . P. O. Addreu‘__.}(_:__c_.__}/

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (]
_to comply with the above constitutes grounds forrfevocatlon of hcense)

If embalmed by a STUDENT, he also shall sign in his OWN: handwratmg
If this bedy is not embalmed, fact should_lj_e so stated above.



