USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

4

THE DIVISION OF HEALTH OF MISSOURI - 27105

Voctor, cofoner, otc. must use only standard nomenciature In item |8, WNe symptoms will be listed, All
diseases in Part | must be casuvally related. Coroner cannot certify to o death due 16 natural couses. '

ALED AUG 29 1956 STANDARD CERTIFICATE OF DEATH ,
STATE FILE NUMBER
Registration District No. . } 4 ? ... Primary Ragistration District No/oaz .- Reagistrar's N3343
1. PLACE OF DEATH 2. USUAL RESIDENCE (Whare deceqsed lived, If institution: Residence belors
il
s COUNTY JACKSON o STATEMISSOURI b. COUNTY JACKSON<""*""
b. CITY (If outside corporate limits, give TOWNSHEP only)| Inside Limits c. CITY \fd Inside Limits
SR KANSAS CITY Yesik Neu ey KANSAS CITY *f Yo NoO
c. FULL NAME OF (1 NOT inhoaspital, give location}[Length of stay in 1b | . . . [ :
HOSPITAL OR d. STREET {lf outs ve location) Reside on Farm
wetiturion 1304 E. 27th L) yrse Wl | ADDRESS 13011 E' éd?tgh YesD MNoD
3, NAMS OF First Middte Last 4. DATE Monta Day Year
(1] QF
(Type or print) SADIE Ve REAVES DEATH July 31, 1956
3. SEX 6. COLOR OR RACE 7. marrieD [ NEVER MARRIED ]| B- DATE OF BIRTH 9. AGE (In years | IF UNDER 1 YEAR }iF UNDER 24 RS,
F N 3 | Sept. 13, 1908 | "I TP T
emale egro wiowen [ pivorcep [ EPTle ? [ YTPe
-110a. usuaL OCCUPATIONk(‘Givf‘find oft?frk gm;g 106. KIND OF BUSINESS OR INDUSTRY [11. BIRTHPLACE (City and atale or country) ' 12. CITIZEN OF WHAT COUNTRY?
ing most of working life, even if retire N N
Haid Private Family Batsville, Arkansas USA
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME
Lewis Watkins Mary Sutton
ISY WAS DECEASED EVER IN U. 5. ARMED FORCES? 16. S0CIAL SECURITY KO.|17. INFORMANT - Address
{¥ea. or unknown) (If yes, give war or daiex of serzice)
“ Yo l . 1i86=26=7277 | Samuel Reaves 130k E. 27th St.
18. CAUSE OF DEATH [En!er only one cause per,line for (a), (0), ang (¢).} INTERVAL BETWEEN
PART |, DEATH WAS CAUSED BY:- . T ONSET AND DEATH
IMMEDIATE" CAUSE *(a) —
Conditions, if any. .
which gare rfls e | DUE_TO “:) . - i - F e R A
“above cause (8), V L! \}\
stating the under- . . Ll
1= lying cause last. OUE TO (¢)
o * 'PARY N, OTHER SIGNIFICANT CONDITIONS CONTRISUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN [N PART I{n) s 15 :EAR?: 8:;21;5\‘
™
3 e ) v -] ves[d wo
E 20a. ACCIDENT SUICIDE HOMICIDE | 20b. DESCRIBE HOW INJURY OCCURRED. (Enfer noture of injury in Parf Ior Part Il of item 18.)
z o o .o :
d 20c. TIME OF Hour  Month, ‘Dey, Year b -
hi INJURY  “a.m. - E :
E p.om. ‘
1% Zﬂd INJURY GCCURRED e, ;_LACE OF INJURY {e. 2., inbl;g about Aome, 20/, CITY. TOWN. OR LOCATION COUNTY STATE
WHILE AT NOT WHILE arm, faclory, street, office bidy., etc,) _
| work 0 AT WORK . . N 7.3/-50
] 21. I attended the deceased from Mim . to / -Cand' last saw "h.e" alive on .&M_—.
Death occurred at b -A 2 m on the dgle u-re above; and to the beat of my knowledge. from the causes stated,
. AGNature .J @1 Degrec or title) ' - ,O‘ zza ADDRESS - 22c, DATE SIGNED
o )77:%/) /75¢f /M f'—f' A
23). DATE © 7 T {23 NAMEOF LEMETERY OR CREMATORY Z3d. LOCATION (Cify, town. or county) {State)
Avgust L, 1996 - Lincoln ‘ | Kansas ‘City, Missouri
24. FUNERAL DIRECTOR ADDRESS 25, DATE RECD. BY LOCAL REG. |26, REGISTRAR'S SIGNATURE

Watkins Pros. Fn. Hm, 18th & Benton f__/, i-—;

{Licensed Embolmer’s Statement on Reverse Side) IENS



STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was en
DY M, OF DY .ot iiiiiiiirriiiierrritrsbarcsemssrsesrisancanasnnassanssmnssasassrssivaransnnss , Student Embalmer No.........

working under my personal supervision..

’
LT L - SO Uy PN Signed @"‘QQ . aj .

Signature of Student Embalmer
|

Licensed Embalmer No...f..é.-.

o .- P. O. Address_._/ﬁ'@%,ﬁj_

~»

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.
- If this bm!v is not embalmed, fact should be so stated above,




