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Coroner cannot certify to o death due to notural causes.

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

diseas.es in F'cl"? -| -II:IU.'-' be t-:l-:s-uully ralated.

“HILED FEB

4 1957

Registration District No.

THE MVISHON OF REAL T OF MiS0UKI
STANDARD CERTIFICATE OF DEATH

TSTATE FILE NUMBER
.................. ./.Z - Primary Registration District No. .....Z.e.a.)s-—o Registrar's Ne. L.

1. PLACE OF DEATH 2. USUAL RESIDENCE ([Where deceased lived. IF institution: Rasidun;a bafore
admission)
o COUNTY Jackson a STATE Missouri b. COUNTY Tackson
b. CITY (If outside corporate limits, give TOWNSHIP only) | Inside Limits c.2 CITY - Inside Limits
OR OR 3
TOWN Kansas City Yesls Nom 1\1 Do Kansas City Yest NoQ
c. FULL NAME OF (If NOT inhospital, givelocation)[Length of stoy in 1 ;
HOSPITAL OR # 7 4. STREET oulslde give location) Reside on Farm
INsTITuTIoN 0€Te HOSPe - yrs aobRess 2433 JaCk YesQ NoO
a. ::::NI:‘A r{b First Mldd{h RLa:t 4. DATE Munth Day Year
OF
[ Type or print) Leroy Re ush DEATH Jan. 5’ 1957
5, sEX o 6. COLOR OR RACE 7. MARRIED B’NEVER MARRIEDD B. DATE OF BIRT 'AGfEb(Inhgmr)s IF UNDER | YEAR |iF yNDER 24 HRS.
male white J 0t hirthaay) [ Montha | Daw | Hours | Min.
wivowen [] pivorcen [ 75’

-] 10a. USUAL OCCUPATIO
ost of orking life, ecen if retired)

during

13. FATHER'S NA
77

—

N (Give kind of work done

rZ

10b. KIND OF BUSINESS OR INDUSTRY

15 BIRTHPLACE (City and atate or cmmlryi

Bﬂ?ﬂﬂd, 2252

V.8

P 12, CITIZEN OF WHAT COUNRY?

Frosts

L2/f

14. MOTHER'S MAIDEN NAME

Ay L vans

(Yea, na, or unknown)

ted

i5, WAS DECEASED EVER IN U. 5. ARMED FORCES?
{11 wer, give war or dates of weraice)

W, 2"

- »

16. SOCIAL SECURITY NO.{|7. INFORMANT

T34 7Y/

Address

Fzar/ F rd/.{f/ Sory : S Bbrona, K@ s).

{Llcensed Embull;no:'l Statement on Reverss Side)

1}’ CAUSE OF DEATH [Enter only one couse per fine for (), (b, and (c).] INTERVAL arnévstn
PART |. DEATH WAS CAUSED BY: ONSET AND DEATH
mmeoIATE cause (o) _Interstitial cerebral and cerebellar
hemorrhage
Conditions, ifany. | puE To (b) Hypert.ension {clinical) i
whick gave rise to
abote cause (8 ' e l ‘k
stating the under- . ‘J
- Iying  cause laal. OUE TO (¢)
=] PART 11. OTHER SIGRIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{n) 9. 1‘;\‘5’33#;‘2%?
[
3 ' [ss no [
:i-: 20a. ACCIDENT SUICIDE HOMICIDE | 200, DESCRIBE HOW INJURY OCCURRED. (Enfer nalfure of injury in Part I or Part 11 of llem-18.)
§ O 0 O .
;‘ 20c. TIME OF  Four  Month, Day, Year
hl INJURY a. m,
E p. m.
E | 20d. INJURY OCCURRED 20e. PLACE OF INJURY (¢. ¢., in or ahout home, |20/, CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT ] NOT WHILE Jarm, factory, street, office bldg., ele.)
WARK AT WORK 5 1 57_
. 21. I attended the deceased !rom_l]_ann_s_’_s_.i_._. to En' 5 3 1 57 and last lawﬁﬁ# alive on J . ’
Death occurred at ‘s. QS pm __mon the date stated above; and to the best of my knowhd’gc from the causes stated.
20, 81 Y » BurnBberee or tite) o] 22b. apDRESS , 22c. DATE SIGNED
% b 2hth & Vherry Sts, 1/7/57
L4 i
23a_B CREMM’ION‘ 235, DATE 23, NAME OF CEMETERY OR CREMATORY 234, ION {Cify, town, or county) ( Staie}
ifw = "
5 mui,,—,- S 0-87 Zrr7erg (2 e r. R1270772, 747,
24 FUNERAL DIRECTOR, ADDR;? 25. DATE RECD. BY LOCAL REG. 26, REGISTRAR'S SIGNATURE
' - 4 j— -
We/leris - & o Frone? 2.0 We, | 1 —P-& 7 e/
7
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..l " STATEMENT BY.LICENSED EMBALMER
SrTeSR L Y e T -
1 hereby certify that the body whose name is recorded on the reverse side of this certificate was er
By me, OF by L e O S , Student Embalmer No........

working under my personal supervision,.

Student .. ..o Signed........ / AL ',Lﬁ/vwétz

Licensed Embalmer No....~

SRR " Vot ;f TR AR . P. O. Address . _/{"/;g;f

. Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. |
to comply with *the above” constltutes grounds for revocation of license}.
If embalmed by a STUDENT, he also shall sign in his OWN handwntmg
If this body is not embalmed, fact should be so stated above.




