THE DIVISION OF HEALTH OF MISSOURI 14-75 v

ath. FILED FEB 4 1957 STANDARD CERTIFICATE OF DEATH g A KN
biic Rogistration District Mo. /‘{?F’rlmury Registration District No, . 2. O Feeme _ Registrar’s No. 193
ryice
({ 1. PLACE OF DEATH 2. USUAL RESIDENCE (Whare deceased lived. |f institution: Ruid.nsa b.lnu,
odmission
s COUNTY Jackson o STATRI sgourd b COUNTY Tackson
00 b. CITY (Il ovtside corporate limits, give TOWNSHIP only) | Inside Limits e CITY Inside Limits
-5 OR 65 OR ’
TOWN Kansas City YesXi NoO {\\ TOWN Kansas City vedX Moo
. - - v - Cl
c. l’-:I(L)JIS-I!'_I"I:‘AAI,_“EDi?F (f NDTlnho:p:rui, give location)|Length of stay in 1b ?’ d.OSTREET (1f outside, give location) Reside on Form
" isTituTion Walnut Nirsing Hom 60 yrs aporess 4404 Holly Yesd NeG
]
n
5 2 1. MAME OF Firat " Middle Last 4. DATE Month Day Year
b DECEASED oF
= {Type or print) JUSTIN LOWELL SPRAGUE DEATH January 12 1957
5 5. SEX 5. 7. 8. DATE OF BIRTH 5. AGE (] + | IF UNDER T YEAR [IF UNDER 24 HRS.
E s COLOR QR RACE marmieo [ NEveR MA;RIEDD | Todt ,J‘h';h’&'g’) e Dow 1 o e
o Male White wioowep [ ovoreen K Jan 26 1873 83
: -110a. USUAL OCCUPATION (Give kind of work done | 106, KIND OF BUSINESS OR INDUSTRY [ 11. BIRTHPLACE (City and atafo or country} 12, CITIZEN OF WHAT COUNTRY? -
3 during mos! of working life, even if retired) '}
T a Retired McPike Drugs Pike Co Illinois UsA
t 5 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME
e
S e Charles E Sprague Prances Gosge
o I 15. WAS DECEASED EVER IN U. 5. ARMED FORCES? 16. SOCIAL SECURITY NO.| 17, INFORMANT Address
L — {Yes, no, or unknown) | IS pee. pive war or dales of tervice)
> w No 950/ ~Y1480  James Sprague 4404 Holly
- . 18. CAUSE OF DEATH [Enter only one cause e for fa), (b). and ()] ’ . ~ INTERVAL BETWEEN
v o= PART |. DEATH WAS CAUSED BY: r ) ONSET AND DEATH
s a IMMEDIATE CAUSE {a)
£ >
3 -
z Conditions, if eny,
8 O which gace :');1 to DUE TO (5} " . — : X N T o >
¢ o above cause -(8), - - - . . ' : - ’ : %.-“’
¢ @ stating the under- , q =
:-'(3 o =z lying caure last. BUE TO (¢}
E . o =] PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVER IN PART !(a) T3 WAS AUTOPSY
< @ = PERFORMED?
2 2 ¥ S ves 1 noToh
S ; E 2a. ACCIDENT SUICIDE HOMICIDE | 200. DESCRIBE HOW INJURY OCCURRED. (Enler mature of infury in Part I or Part 1l'of ifem 18.} 7/
I |- (] O a
= o (S| T .
£ 8 o 2B TIME OF Hour . Month, Day,.Yea i
g ] INJURY  a. m., .. . . . ’
; I : El p-m. C e L. E
- 3 g Z [ 204. INJURY OCCURRED e. PLACE OF INJURY (e. g., in or abowd Aome, | 204 CITY. TOWN, OR LOCATION COUNTY STATE
2 - - WHILE AT NOT WHILE D farm, factory, strect, office bidy., elc))
E & W WORK AT WORK
;E D _ n
5 — 21. J atiended the deceaséd from . to and last saw [\57 alive on
= rﬁ Death occurred at m on the date stated above, and to the best of my knowledge, from the causes stated.
<] "
c O . 22b. ADDRESS -*- Y, VR e . 22¢. DATE SIGNED
3
V om M
3 E . -NAME OF CEMETERY OR CREMATORY - 123d. Location (City, town, unty)~ = (Sta‘er
G & . ' ) . [ .o T L ! -
9 2 Elmwood Crematory Kansas © Misao
24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. | 26. REGISTRAR'S smm'.r’uas

' —
L_Sheil Fuperal Home Kangas City Mo )= Y57 heo=—

{Licensed Embalmer’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 ed‘

by me, or by ... ..oiiiiiinaniand P eeeraneedeaanas » Student Embalmer No........

working under my personal supervision..

SEUACTE +eenneonneisernnennnonseenaemenecanecnaaanneean SignedWﬂgm@.—.{é

Signature of Student Embalmer
Ltcensed Embalmer No%.k

| P. O. Aaaress...,A/Ci$

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 body is not embalmed, fact should be so stated above. amt -




