THE DIVISION OF HEALTH OF MISSOURI

. : 2
e FILED DEC 13 1956 STANDARD CERTIFICATE OF DEATH Stae Fite ~f3'?9 0

' BIRTH NO. REG. DIST. NO. / yé PRIMARY REG. DIsT. No._/ 2 O £gisirar's Now .. 5‘3 :ﬁ“j” .

I. PLACE OF DEATH 2. USUAL RESIDENCE (Where decoased lived. If lustitution: residence before

8. a.COUNTY Jackson a. STATE Missouri b. COUNTY Jackson wdinisslond.
b Cl'léY (It outeide corpurate lmits, write RURAL sod cive | ¢. LENGTH OF || c. CITY - 4 1s Residence within tmita o
TOWN Kansas City tomnabin) § Y $ra ol  1Siin Kansas City R
d. FULL NAME OF (If not in hoapizal or institution. gve strect addmﬂ or location} (% (I rural, give location)
HOSPITAL OR
INSTITUTION Research Hospitel A L,”\ 4539 Broadway
k] gE‘AC:héES%FI;) a. (First) b. (Middle) c. (Last) 4. DBEE (Month)  (Day)  (Yeor)
{ Type or Print) GOLDEN B. CAULX peatH  Kov, 25, 19586

5. SEX f 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, g| 8. DATE OF BIRTH 5. AGE (lo yesrs| IF ONDER | YEAR | I UNDER U s
Female White Never Married " | Sept. 26, 1878 | 78" l“""""l P | Hoem | e
10a. USUAL OCCUPATION {Givekindofwork | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE ity wod Stete cr Farcisn Countre 12, CITIZEN OF WHAT
REEIFEATSETaT148F ™ | Klines Store,Tie. | Lebanon;, Missours” 0" ! PO
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE
,John A, Caulk | Martha E, Wood ————

iS. WAS DECEASED EVER IN U.5. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT ' 5 STGNATURE OR NAME ADDRESS
(Yﬁam.orunknnwn) (X1 you, give war or dates of sorvice) 466-09-570‘?0' Mrs. Charles P. lj_og_ter +4539 Broadway,K.C.Mo
18. CAUSE OF DEATH / MEDICAL CERTIFICATION . INTERVAL BETWEEN

 Enter onty onecausaper | |, DISEASE OR CONDITION "~

line for (2, (b, and (0 | DIRECTLY LEADING TO DEATH®(g) Cd re/neo ma 1\ aSl'S 3 G
g ANTECEDENT CAUSES L B .
This does mot mean (-\d *CI”DML afg""st L B

\\\;‘

the mode of dying, such | Morbid conditiona, if any, giving DUE TO (b)
a8 heard failure, asthenio, | Tite fo the above cause (o) gtating
de. It means the dis- the underlying cause last. Lo
DUE TO {¢)

ease, infury, or complica- .
tion whith caused death, | 1. OTHER SIGNIFICANT CONDITIONS ) k
: Conditions contribmuting fo the death bul 20t o - 1 b b
related to the dizeane or conditien cauzing death, Y ;
19a. DATE OF OPERA- | 15b, MAJOR FINDINGS OF OPERATION TR 20. AUTQPSY?
2 _ JioN T . : S PR C
" 4 Ji aArciiromd.. . ves [ &) wo [}
2la. ACCIDENT (Bpecify) 21b, PLACEOF INJURY (e iuorabout | 21, (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)

smc%%'___-‘ boma, farm, factory, sireet, office bldg., ete.)

HOMICIDE .

2id. TéhP'_!E (Month) _{Day) Y {Hour} 2le. INJURY OCCURRED
1|~uun~r.wr_'_‘m-r o

WHILEAT =] NOT WHILE

WORK AT WORK p
22. I hereby certif that I auendcdt deceased|from 1953 lo a/ A *4 19 , that I last saw the deceased
alive on and dealh o}purred at Xidoe P , fram e EaQE0tndn the dale siated above.

W ’Uw&me{% 23 ADDRESY 04 P, V. MCDICAL BLDG. . DATE SIGNED

%8y, TIST AT TOMAHAWK N 2E~T&
URTRECREMA- | 24b. DATE | 24c. NAMEYOF CEMETERY OR CREMATQRYA| PVAIHTENUARSAG™, of county) * -~ (State)
B "RE'?I“LA"“"” Nov, 28,1956 | Elmwood Crematory Rr Kansss City, Migsouri

DATE REC'D BY LOCAL | REGISTRAR'S SIGNATURE 25, FUNERAL DIRECTOR'S §1GNATURE ADDRESS

]I,;c,;&m | Freeman Mortuary, Eansas City, Missouri

21t. HOW DID INJURY OCCUR?

PLAINLY—USING UNFADING BLACK INE—MAKE A PERMANENT RECORD

WRITE

(Licensed Embalmet’s Statement on Reverse Side)
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STATEMENT BY LICENSED EMBALMER

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

by me, or by

working under my personal supervision..

Student

Signature of Student Embalmer

Licensed Emb [« PO
P. O. Address .../ ... % .. T eeen

Note: The above MUST‘BE'SiCNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. {Fail
to comply with the above constitufss grounds for revocation of license}.

If embalmed by a STUDENT, he also shall sign in his OWN handwriting.
J¥ this body is not embalmed, fact should be so stated above. ’ ’




