THE DIVISION OF HEALTH OF MISSOURI

~
No. 300
| PLEDAPR 1-1357  STANDARD CERTIFICATE OF DEATH e 7642
'BIRTH KO. REG. DIST. NO. 42 PRIMARY REG. DISY. NO. ___ “ ¥V~ 1000 Rtgl:lmr:Nn__._........ ...Q.?.... J—
. 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where o d lived. If insu : resld before
a. COUNTY Buchanan : -—a. STATE.._ Kansas b. COUNTEOI‘Ilphan adinimion),
b. CITY (It outeide corpurats timits, write RURAL .nd‘::;hm c. AI?ENG:.I:; ,E:, c. ng b In Residence within Lmit of
TOWN St, Joseph 5{ TOWN E lwood q\ 8’ e 0K % 0
C a. FH‘% I;{I._AME OF (If pot In bospital or institation, give -n.:m. address or tmuon) FASDT§§EE;S (If rarat, give Iocation)
INSTAUTION D, 0.A, St, Joseph's Hospital
3’6‘5%%5\3%% 8. (First) b. {Mtddle) <. (Last) 4. DATE (Montb)  (Day)  (Year)
{ Type ot Print) LAWRENCE LERQY CASON pearn  MARCH 20, 1957
5. SEX ¢} |6 COLOR OR RACE | 7. #&Fngg_ rgIE\\;'EgcpgSRRIED 8. DATE OF BIRTH 9. AGE (o yeary| o Po0n | YA | 7 Soogx t wss.
N . {Bpecify] ] om ays | Hourm | Min,
Male white . w1dowe Aug 28,1879 77 | [
10a. USUAL OCCUPATION (Give kind of work 11. BiRTHPLACE

10b. KIND OF BUSINESS CL)JR H‘JY-
Life Insurance Eb.

dons d moetof working Life, -{-n if rotired)

retired agen

(City =nd State cr Fnunp faun:rv),

12, CITIZEN OF WHAT
TRY?
Indianapolis, !ndiana

13a. FATHER'S NAME 13b. MOTHER'S MAIDEN

Daniel L, Cason

I3. WAS DECEASED EVER IN U).5. ARMED FORCES?
(Yes. o, or unkoown) | {If yes, rive war or dates of service}

no

6. SOCIAL SECURITY

563-05-3943

Nettie O'Hover

14, NAME OF HUSBAND OR WIFE

Antonetta
7. INFORMANT 5 SIGNATURE OR NAME ADDRESS

Mrs. Dottie Lanoston, Elwood, Kansas

NAME

. Enter only one cause per

18. CAUSE OF DEATH
1. DISEASE OR CONDITION
DIRECTLY LEADING TO DEATH® (o3

MEDICAL CERTIFICATION

INTERVAL BEI'\V‘EEN
ONSET AND DEATH

line for (a}, (b), and (c)

®This does not mean ANTECEDENT CAUSES

the mode of dying, ruch

.Coronary occlusion

Morkid conditions, qmvﬁmeUEﬂJm)519n9d as_an unattended death

rise to the above couse (a) stating .

heart fatlure, ia,
o falluse, asthenia the underlying cause lut

ele. Ji meany the dis-
cade, infury, or complica-

DUETO (@ in the Cl’cy of St. doseph, Mo, -

11. OTHER SIGNIFICANT CONDITIQNS

Conditions contributing to the death but ol
related to the dircaze or condition causing death.

tion which coused death.

19a. DATE OF OP_II::IIBAN- t9b. MAJOR FINDINGS OF OPERATION

r.d
2, AUTOPSY? &~

H2 | wul wid

INLY-—USING UNFADING BLACK INE—MAKYE A PERMANENT RECORD

21a. ACCIDENT (Bpecily) .21b. PLACEGF INJURY (eg..incrabout | Zlc. (CITY, TOWN, OR TOWNSHIP) {COUNTY) (STATE)
SUICIDE bome, tarm, factory, strest, office bldg., ete.) :
HOMICIDE ]
2id. TIME  (Mooth) (Dxy) (Yean Hou | 2le. INJURY OCCURRED | 2if. HOW DID INJURY OCCUR?
oF : WHILEAT [~ NOT WHILE
IRJURY = | “worx AT WORK
efeby WAL 1 aumde deceased fr&BLmLTZ , 19—, thot I last saw the deceased
. jve on _NEVEr and that death ocourred gf ~EST m the causes and on the date stated above.
‘?—7‘ AT . orgifl/ | 23p. Aonnzss " | . DATESiGNED
ofmf i A0 | Py & Surg Bldg., St.Joseph,Mod S-35.59
gr;:% BURIAL, CREMA- | 24b. 0 % 24, NAME OF EEMETERY OR CREMATORY | 24d. LOCATION (Oity, town, or county) “(State)
"BEFTAL ™ Mar 2 ,1957 Memorial Park Cemetery St. Joseph, Mo.
ADDRE S5

R
O Uy writE

DATE REC'D BY LOCAL

Mar 22,195%%

ISTRAR'S SIGNATURE 29 /FUNERAL DI RECTOR' B SIGNATURE
g dé&a-n—-/ o Oirtn b

{Licensed Embalmer’s Statement on Reverse Side)




STATE MENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side’ of t.his certificate was embal

. N , :
- ¥ - t

by n';e. OF By o et cr i PP Stud.ent Emhal.mer NOwooeciiaannn

working under my personal supervision:.

Student ...................................... eeenas - Sigl'xed_...ﬂ ...... Ay LA ICU{ ..........

&p-cnra of Student th-lmr

Note: The above MUST BE SIGNED BY THE LICENSED. EMBALMERm his OWN HANDWRITING. (Fail
to comply with the above constitutes grounds for rcvocatmn of license).
R ¢ 3 embalmed by a STUDENT, he also shall sign in his OWN handwntmg. T '
- 74 this body is not emhalmed fact should be so siated above. . N




