THE DIVISION OF HEALTH OF MISSOUR| . 3 1 800 w

viwe  FILEDSEP 16 1957 STANDARD CERTIFICATE OF DEATH ST L N )5

ublic
ervice Registration District Ne. 4 y 7 Primory Registration Distriet No. .—--—,Ke-—a--'-z-?-ﬁ-—--- Registrer's No. . (o,
o 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before/
300 a. COUNTY Jackson a. STATE Missourib. COUNTY Jack° "'“H'W\)/
-57 b. CITY (If outside gorporate limits, give TOWNSHIP only) Inside Limits c. CgRY Inside Limits
OR .
TOWN Kansas City ?_&}%:“D toun  Kansas City_m YGRS No [
c FgLL NAM% OF (Hf NOT in hospital, give locotion) | Length of stay in 1b d. SL%ERES o {If outsids, give location) y @Eé@. on Farm
HOSPITAL OR 1 ,:6:9-#1"5 A w
INsTITUTIoN St. Mary's . X - 722 Hawthorne Yes[J N[ X
3. NAME OF DECEASED First Middle Lost 4. DATE Manth Day Year
{Type or print) OF
CYRUS WILLIAM DAWSON DEATH 8-19-57
5. SEX o 6 COLOR OR RACE} 7. MARRIEDDNEVER MARRIEDE 8. DATE OF BIRTH 9. AGE (In years JF UNDER i YEAR] IF UNDER 24 HRS.
. irthday} [ Manths | Days Hours Min.
Male White wioowen [} oivorZen[]| W4-24-1872 B’_'Sh | I
10a. USUAL QCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City end stote or country) 12. CITIZEN OF WHAT COUNTRY?
dugin mesr of, wor life, avap If rydjrad) INDUSTRY -
STI R tRUTeh Bekton Golden City, Mo. U.S.A.
130, FATHER'S NAME 136, MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Lewis B. Dawson Amelia Mackey Julia E. Dawson
t =
& J| 15 WAS DECEASED EVER IN U. 5. ARMED FORCES? 16, SOCIAL SECURITY NO.| 17. INFORMANT Address
2 {Yas, wmwﬂ)l(” y#3, give war or dates of sarvice) None Julia E . Daws on Kansas City . MO -
o 18, CAUSE OF DEATH {Enter only ¢na :uuse per line for (a), (b}, and {c).} ’ INTERVAL BETWEEN
w PART . DEATH WAS CAUSED B OMSET AND DEATH
w IMMEDIATE CAUSE (c} /ffﬁﬁ’/ 776 A 2 105
=1-
= . - - . L
tu Conditions, if any, . DUE TO (b}’ C. OVASCULAR Pr3&y 25 Pg .4 Y
't -:;:h gave rilc( r;- l
= :puv:;g cr::':lnd:r: Ll )’ L
g g Iying cause last. DUE TO (<)
o g E PART I}, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related 1o the terminal diswase condition glven in PART | (a) 19 gea:ggggg;
2 U F
I __Brovewrias [NEUMODNI A, Col Ve & SV G ves[(] NO%d
- % £1] 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURREE. (Enter nature of injury in PART [ or PART ] of item 18}~ ~
- - [}
- o O O .
8 ZNG[ 20c. TIMEOF Hour ~ Month, Day, Yeor v
o ogo INJURY ao.m. .
‘;‘ : X p.m. . N
E. Z 20d. INJURY OCCURRED . | 20e. PEACE OF INJURY (e:q., inor cbouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY ¢ STATE
T w WHILE ATD NOT WHILE D farm, factery, street, office bldg., etc.)
5 2¥ | work AT WORK .
E - 21. | attended the deceased fr A“"“gsﬁ . 1o duk ZE. lﬂé Xndlastiuwt"u“vem Agé z 8 Zfs 2
: 2.‘;‘; » :D,m!, og‘urred at 2 ; o8 4 . @o . - m on the dote stated cbove; and 10 the best of my kmw!edgn, from the couses stated.
3 - . SIGH %/ w o[ 2b ADDRESS /D 3 (RN D> MVE - |2= pate sionen
-]
: . . L. | avsas Crrr. Mo, Ave 19,1987
. 23b. DATE _| 23 MaMEOF CEMETERY OR CREMATORY | . 23d. LOCATION {City, town, or county) . " {Srote)
= 8-21-57 Memorial Park Kansas City, Missouri
3 24. FUNERAL DIRECTOR ADDRESS ' 25. DATE RECD. BY LOCAL REG. | 26. REGISTRAR'S SIGNATURE |
g Freeman Mortuary K. C. Mo. F -xo -5 7 Prhbrna/ w
iy £

{Licensed Emboimes’s Stotement on Reverse Side)




) nilo.

i

STATEMENT BY LICENSED EMBALMER

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

by me; or by .........cic... Creeerenens ) erreerenas T -‘ ............ eeead Studen‘t Embalmer No. .......ccccveeennen

working under-my personal supetvision.

Student

........................................................

Signature of Student Embaliner

T < L

o

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

If embalmed by.a STUDENT, he also shall sign in his OWN handwriting.~ -~ : o -

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

1 . e P . P s
E] - . " - -




