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disoasos in Part | must be casually related. Coroner cannot certify to o death due to naturol causes.
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THE DIVISION OF HEALTH OF MISSOURI

FILED MAY 27 1957

STANDARD CERTIFICATE OF DEATH

16296

STATE FILE NUMBER

Registration District No. . .......... 42 .......... Primary Rcéi stration District No. 100 .- Registrar's No. 5_57
1. PLACE OF DEATH 2 USUAL RESIDENCE (Where deceased lived. If institution: Residence _b-l_w-/
. COUNTY a STATE b. COUNTY cdmissjen)
¢ Buchanan Missouri Buchanan
b. CITY (If cutside corporate limits, give TOWNSHIP only) | Inside Limits c. CITY ’ Inside Limits
OR OR 7
Tows _ St. Joseph Veslp Ned TOWN St. Jgseph of Q| Yesg Nom
<. 5315.;.'!::3500': {l NOT inhospital, givalocation)]Length of stay in 1b 4. STREET (If outsida, give lacation) Reside oan Farm
INSTITUTIONSt, Josephs Hosp. |- 37 vears ADDRESS 2605 Renick Street o SILEY ¢
1. MAmE OF Firat Middie Last 4. DATE Month Day Yeor
DECEASED OF
{Type or print) JOHN ‘ D. WHITE DEATH M% = b
5. SEX '6. COLOR OR RACE 7. B. DATE OF BIRTH 9. AGE (In yea¥s | IF UNDER 1 YEAR JIF UNDER 3¢ HTIS.
LS Marrfed (X never marieo [ l Tast birthday) Mmml Dawe | Hours | Biin.
male white wiooweo ] ovorceo O Mareh 3, 1885 72

10a. USUAL QCCUPATION (Qive kind of work done
during moat of working life, even if retired)

Ret, Hostler

Railroad Co.

104, KIND OF BUSINESS QR INDUSTRY

H. BIRTHPLACE (City and atato or country}

Stanberry, Missouri

12, CIMZEN OF WHAT COUNIRY?

USA

o

15. WAS DECEASED EVER IN U. 5. ARMED FORCES?

13, FATHER'S NAME

Jolm White

14, MOTHER'S MAIDEN NAME

Isabelle Sloan

(Yes, no, or unknown) | (1f pee. give war or dates of service}

1o

16. SOCIAL SECURITY NO.

_{12-01-5332

17. INFORMANT

18, CAUSE OF DEATH [Eniezr only one cause pe
PART I. DEATH WAS CAUSED BY:
IMMEDIATE CAUSE {a)

jor (a), (b). and (c) ]

Wmﬁ—

Addresr

Nfs, John White, 2605 Reni cli, St ,Iﬂse;?]g Mo
_ {NTERYAL BETWEEN

ON;F?N DEATH

om{u&

7

Conditiona, if tmy. DUE T
which gave ris VE To (b)
cbm;e cause :).
Hating the under-
" lying  cause lost Due TO (‘ —
=4 PART H. QTHER SIGNIFICANT CONDITIONCCONTRIBUTING TO DEATH BUT NGT RELATED TO THE TERMINAL DEEASE CONDITION GIVEN IN PART I(n) 13 :‘EAR% ggaccngvi
= - ?
g 4 4/ x ves[] wolyd”
:—"_ 20a. ACCIDENT SUICIDE HOMICIDE | 206, DESCRIBE HOW INJURY OCCURRED. (Enter nalure of injury in Pert Ior Part 11 of ilem 18.) w‘,
& (] O O '
2 [c. TIME OF Hour  Month, Day, Year
S INJURY & m, .
E p.m,
X | 204. INJURY OCCURRED 20¢. PLACE OF INJURY (¢. g, in or ahou! home, | 20f. CITY. TOWN. OR LOCATION COUNTY STATE
WHILE AT NOT WHILE fartn, factory, atreel, affice bidg., etc.)
WORK AT WORK

‘2L, I attended the deceased from
Death occurred at

7@!— 777 Vq
5:1 5S4 d m on the

_M%L%nduﬂ saw ah‘voon W
date stated$bove? and ta'the beat of my knowlsdge from ffie causes stated.

La.

SIGNATURE

(Degree or title)

yE S5 .

2Z2r. DATE SIGNED

775

23a. BURIAL, CREMATION,
f)"ow-( cifyh

23

5/18/1957

DATE

23¢. NAME OF CEMETERY OR CREMATORY

Memorial Park Cemetery

SS7TT
. LOCATION (Cuv. town. or county) (sthte)

St. Jnse‘[}h mMissouri

24, FUNERAL DIRECTOR

ADDRESS
Heaton-Bowman Funeral Home,St.Joseph,Mq.

25. DATE RECD. BY LOCAL REG.

Zess A

{Licensed Embalmer’s Statemenfon Raverse Side)

26. REGISTRAR'S SIGNATURE
égzmg . ngéggz
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STATEMENT BY LICENSED EMBALMER. .. ' D

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

S S . AP N , StudentjErhbalmer_No. ...... R

by me, or by

working under my personal supervision,.

Student ... ool
Signsture of Student Embalmer

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. )




