. v
THE D1Y F HEALTH OF MISSOURI .
Mool iston 0 17274

; &P\'f:llfuu F\JE{_U MAY 2 0 1957 STANDARD CERTIFICATE OF DEATH TUTTTTTSTATE FILE NUMBER
. Public )
th Service Registration Di_stli:t No. /9(7 Primary Reglstranen Dlslnct Ne. ___. / -3 - NP Regis'r_u:'s No B..____..
s 1. PLACE OF DEATH 2. USUAL RESIDENRCE (Where deceased lived. If institution: Residance before
5. 300 a. COUNTY JACKSON o STATEMT SSOURT b. COUNTY 3 CKSOR™*Y
v. 1-57 b. CgRY (If autside corporate limits, give TOWNSHIP only) Inside Limits {CITY Inside Limiu
TOWN KANSAS CITY veig N1 1yl Droww  KANSAS CITY. YosLR N .
c. Fngl;i NAME OF (If NOT in hespital, give lecation) | Length of stay in 1b ¢ ’ lSTREE];s (1f outside, give location) Rnnda on Farm
HOSPITAL OR 1 ADDRE
INSTITUTION General No, 2 S8 vyrs, 2626 Highland Yo (Y Mo
3. NAME OF DECEASED First Middle Last 4. DATE Month Dray Year
(Type or print) QP
VERNON LEO PAGE peath  April 2L, 1957
5. SEX 6. COLOR OR RACE| 7. 8. DATE OF BIRTH 9. AGE FUNDER 1 YEAR| IF UNDER 24 HRS.
Male i Ne M‘RREEDéNE:ER MARRIEDD g, 30! { i :;:’1‘; Months l Doys Hours ] Min.
- gro wioowen[ ] oivorcen[ ]} Z./1. - ! f@’ gp
2 100, USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR 11- BIRTHPLACE {City and state or country) 12. CITIZEN OF WHAT COUNTRY?
= during most ol working life, even if retired) INDUST& . . (o]
2 — Post Yffice _Kansas City, Missouri Usa
' ;i 13a. FATHER'S NAME 13b. MOTHER’S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
! :  Jf—William Page Leiey Mons Burnetta Page
| & 3 [ 15 ¥AS DECEASED EVER IN U. 5. ARMED FORCES? 16. SOCIAL sscuénf NO.| 17. INFORMANT Address
E.. — (Yes, no, or unknawn)| {l§ yas, give wor or dates of service)
B Yag arld War T & 1T None Birmatta Page 2606 Highland
| z o t8. CAUSE QF DEATH (Enter only one cause per line for (@), {b), and (c) ¥ INTERYAL BETWEEN
& w PART |. DEATH wAS CAUSED BY ! E i i ONSET AND DEATH
: '; '_u-‘_ IMMEDIATE CAUSE (u)
- ™
2 o Conditions, il any, DUE TO (b) M
: 4 > which gave rize tn
g = abave couse (a), 43-\’\
| < 4 stating tha under- H
i € g g Iying covse last, DUE TO {c) %
£, 2= PART I, OTHER $IGNIFICANT CONDITIONS CONTRIBUTING TO,DEATH but not rafated to the terminol diseose condition glveiiin PART | (a) 19. WAS AUTOPSY
LA b - : KD i e PERFDRMED?
T: z[E YES NO[]
'35 2 [[5[ 200 ACCIDENT SAICIDE HOMICIDE | 20b. DESCRIBE HOW INJURY OCCURRED. (Enver nature of injury in PART I 'or PART I1 of item15.)
- = w
il 0 0 O
8§85 RS e TIME OF . Hour  Month, Der, Year
‘ 25 oD INJURY  o.m.
T & P
I 2 E ?‘5 20d. INJURY OCCURRED 20e. PLACE OF INJURY {e.g., incr abouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
' ¢ P WHILE ATD NOT WHILE D farm, factory, street, ofice bidg., etc.}
| sf 8 WORK AT WORK
I ::5 E 21. | attended the deceased from , to ond last ’U"V’}: alive on
‘ § E Death occurred at £ m on the dote stated obove; and to the best of my knowledge, from the couses stoted. A
(V)
L | 22a. SIGNATURE W /7 4% | 225, ADDRE TE SGRED
E: =<7 78 Lty love BT
&3 M 3 ,3.5 A 7
73a. BURIAL, CREMATION, | 236 DATE 23c. NAME OF CEMETERY OR CREMATORY £34. LOCATION (City, tawn, or county) {Sraref ¥

REMOV AL (Specify)

L2957 tional
24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG.

Waticins B_os, F . 18th & Benton | ¥-3-fi-57 P ghalf

{(Licensad Embalmer's Statemant an Reverse Side) Y

L.M, Tillman-
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. s STATEMENT BY LICENSED EMBALMER
- I hereby certify that the body whose name is recorded on the reverse side of this certi[icate was embalmed
" by me, orby ...... e et et s , Student Embalsier No. ._\..............

working under my personal supervision.

Student oviiiiiii e " Signed... AL\ S a&/ LA W

Signature of Student Embalmer
) Licensed Embalmer No.....’%f .........
~ .7 PLO. Address .. /fd Y

Note: The above MUST BE SIGNED BY THE: LICENSED EMBALMER in his OWN HANDWRITING (Faxlure
to comply with the above constitutes grounds for revocation of license). i

If embalmeé:l by.a STUDENT, he also shall sign in his OWN handwriting; - "7~ . .

If this body is not embalmed, fact should be so stated above,
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