THE DIVISION OF HEAL TH OF MISXURI

31 R4.3

alth, : I
olfare ﬁLEn S EP 2 4 195‘7 STANDARD CER."FI(AT! OF DEATH STATE FICE NUMB '
blie -
ice R:gistrurien_ District Mo. !‘./’? Primary Re_qismnion Distrin ND-..._.._..__{.Z_Q.’_‘::____ Regls!rar s No. E _1_2,,,,,,._
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decocsed lived. If institution:- Rq;édanca belore
" e . STATE : = b. COUNTY admissi
of o SOV 4o kson o Missouri Jackson f“{
57 b. CITY {if outside corporate limits, give TOWNSHIP only) Inside Limits c. Cic;rRY Inside Limits
TOWN Kansas City vald w0 || €4 O Kansas City Yesb No[]
c FgL'l:;I NAM%OF { NOiJm %hpual ive locetion) | Length of stay in 1b d. STI'\‘EE!5 {Hf outside, give location) Reside on Farm
HOSPITAL OR ; ADDRE
INSTITUTION T rlmtv o sp1ta.l 45 Yrs ‘ 3021 Elmwood Yes [] Nog]
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Yeoar
{Type or print) OF
MARVIN J, FARMER DEATH Aug. 30 1957
5. SEX o | & COLORORRACE[ 7., ccicof@ never marrico(]| & DATE OF BIRTH 7. AG‘,E El':‘:::; ;::‘r:ﬁen ;:’:AR IE..[.J.:‘,DER :;:ns.
‘Male White wooweo] ' owvorceo()| April 21,1905 | 52 | ]
10a. USUAL OCCUPATICON (Give kind of work done | 10b. XIND OF BUSINESS OR 11. BIRTHPLACE ([City ond stote or country) 12, CITIZEN OF WHAT COUNTRY? i
during most of working life, aven if retired) iNDUSTRY 4 ]
Engineer Frisco R. R. Springfield, Mo. U. S. A,

+ All direcses in Part | must be causally related. .-

:

13a. FATHER'S NAME

13b. MOTHER'S MAIDEN NAME

14, NAME OF HUSBAND OR WIFE

e e T T e e Y
John Farmer Sarahi Becker KATH. 1
15. WAS DECEASED EVER IN U. 5. ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT Address

{Yus, no, or unknawn}] (H yes, give war or dates of service)

\

Doath sccurred’dt .

C&:ﬂ% 20 %ﬂ
- _/ y 2

e | - L. 7T ¥5-a3-7R . a
18. CAUSE OF DEATH (Enter only one cause per li r {a),; (b), ond (c). INTERVAL BETWEEN
PART 1. DEATH WAS CAUSED BY: - ONSET AND DEATH
IMMEDIATE CAUSE (o) rrtd. -
Conditiens, if any, DUE TO (b) W W W\ 3 rer -
which gove rise to T d'
obove ::Ul. jo). "~ J
1 N ;Z ‘ {g g t - )ﬂ LLrrt J
g ;y'iur:gngczlu.s-m;n:. DUE TO (c)
= PART.Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH J4t not ralated to the tarminal disease condition given in PART | {a 19. WAS AUTOPSY
5 . 7 . PERFORMED?
£ o]  /ves&x] mo
E1{ 20a. ACCIDENT SUICIDE HOMICIDE | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART I or PART Il of item 18.)
w
a O O O
3| 20c. TIMEOF .Howr  Month, Day, Yoor ;
o INJURY  a.m.
E3 p.m.
20d. INJURY OCCURRED e. PLACE OF INJURY (e.g., inor abouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE O farm, factory, street, office bldg., etc.)
WORK AT WORK
21. | attended the daceased from W Ja "’nd?usl Sow ’rullvu on ax.x{ = 7 /7\!"7

m on the dufe stated above; and to the best of my kmwledga. from ﬁ“ couses stated.

27b. ADDRESS

306(,(:\.(%

[}

A G oy

ATE SIGNED
"I

23a. BURIAL, CREMATION,
EMOVAL {Specify)

oR AL

23b. DATE

2-3-57

23¢c. NAME OF CEMETERY OR CREMATORY

2717 Narimny ComeTery

w. H. Fischer yseoniy BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

FUNERAL DIRECTOR

ody-McGille

2.

ADDRESS

-Evlar Funéral Homeg

2. LOCATION {City, town, or county)

Kausas City . Mo

{Stste)

25. DATE RECD, BY LO(.IAL REG. | 26. REGISTRAR'S

-2-59 {Heva

sondTdRe . Z 7

1800 E.

Linwood, K, C., Mo

(Li:-n--‘ Embalmer’s Stcisment on Reverse ‘i‘o]




STATEMENT BY LICENSED EMBALMER (

I hereby certify that the body whose namé is recorded on the reverse side of this certificate was embalmed
DY M@, OF BY ovveviveeiiicee e etes et eesee s e e esae e saess s sesseasencrnasensbessenasasees , Student Embalmer No. ......cocoieinnnne

working under my personal supervision.

Student oo e
Signature of Student Embalmer

. ' . . 1 . _ Licensed Embalmet No %ﬁj
o - o P. O. Address ., fa %ﬂ

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

If embalmed by a STUDENT, he also shall sign in his OWN handwriting. - 7 ‘
If this-body is not embaimed, fact should be so stated above. o



