HLEB S EP 1 9 1957 THE DIVISION OF HEALTH OF MISSOUR| N “;3% 9;31 _______________ v

elfare STANDARD CERTIFICATE OF DEATH STATE PILE NUMBER
. ] —
I Rn_gishution‘ District Nn.ﬁ /4'7 Primary Re_gish'ulion Dishic' No. _____ _Q_é.&ﬁ Regisfwf's Nolig_ag____--
N -
o 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceassd lived. If institution: R"éﬂ,‘"“ bafore
a. COUNTY a. STATE . . COUNTY admissio
Jackson KHigssouri Jackson
b. CSI'RY {If outside corporate limits, give TOWNSHIP only) Inside Limits c. CIDTY Inside Limits
R .
. TOWN Kansas City Yes [ No[] yomn  Kansas City YesJ Ne[J
" . FLCJ,L’L. NAM%OF {1f NOT in hospuul, give location) | Length of stay in 1b (['fl STRE!%ES . (If cutside, give location) Reside on Farm
B HOSPITAL ADD
' INSTITUTION G _ 1 2¥7rs . ul‘rp 0 14,19 E. 8th Yes [] Ne [
3. FI_AHE OF DE,CEASED . First’ - Middle - Last 4. DATE Month Day Yeor
ype or print . : OP
Bert’ S. Houck . DEATH 8 - 18 -195 1
5 SEX s 6. COLOR OR RACE| 7. MARRIED[ ] NEVER MARRIED] ] 8. DATE OF BIRTH 9. A&E Ei.:ﬂ}:;:;; ::J:::)‘Eﬂ go‘l:AR I::::DER Z:MI:HS.
M o wooveogZ” % oworceo[]| 52873 76 |
'IOn. USUAL OCCUPATION {Give kind of work dene | 105, KIND OF BUSINESS OR 11- BIRTHPLACE (City and state or coun!r;) ' 12, CITIZEN OF WHAT COUNTRY?
d 9 moet of working Illl, wven i retirad) IND TRY [ o .
, atle OWa _ Lt 2
13b. MOTHER®S MAIDEN NAME 14. HAME OF H_USBANQ OR WIFE
w 247 INKn e W'n cr Ko wr
o | 15 %As DECEASED EVER N U.75. AR.MED FORCES? 16. SOCIAL SECURITY ND.| 17. INFORMANT Address
= [ (Yes, no, or unkngwn)f (If yas, give war or dates of urvic-) z g
] Nl PP, /ff&v.lnﬁf,@g}d« g P
o 18. CAUSE OF.DEATH (Enter only one cause per line for (a), (b). and (c}.) INTERVAL BETWEEN
L PART I.. DEATH WAS CAUSED BY: ONSET AND DEATH
w . IMMEDIATE caUSE (o) ___Chronic myelogenous leukemia
& . )
>
‘,_-'._" Conditions, if any, DUETO(b) ot~ r = - . .
> which gove rise ta - i . .
- above cause (a), q‘
zZ - stating the under- . u
g g ——— lylng couse laost. DUE TO (c)

Rl " PART.H. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not relsted to the terminal diseoss condition given in PART | (e} | 19. WAS AUTOPSY
- B : ; ; PERFORMED?
] B YES[] NO(]

¥ | 200. ACCIDENT SUICIDE *" HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART 1| or PART Il of item 18.)

— w
ZUS[ 20c. TIMEOF .Howr  Month, Day, Year R
o ga INJURY  a.m.
L‘ 'E p-m.
g 20d. INJURY OCCURRED 20e. PLACE OF INJURY (o.g., inor abouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY . . STATE
o "WHILE ATD "NOT WHILE Ol +  +farm,-foctory, street, office bidg., etc.) e Coe DR
£ WORK AT WORK o - o
_2| | cmnndtd the dececsed from 8—1‘;—‘;7 ) 8 18—5_7 ond last saw hh alive on 8—18-57
Deu:h occurred at 1.3 i%'C; AM ’ . m on tha date stated above; and to the bast of my knowladge, from the cavses stated.
220, SIGNA . - {Deogree or title) © | 22b. ADDRESS 22c. PATE SIGNED
. N1/ ,9 feneral Hospital No.l 8-19-57
23e. BURIAL (?“’EHA'"ON 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY ’ 23d. LOCATION (Cl"j, town, of coumy) {5tate)

i iy .jw_zq;.ﬁmﬁa n Centar” | /C, d o
24 FU ) RAL DlRECTO QDRESS . 25 DATE RECD BY LOCAL QEG 25. REGISTRAR'S HGNATURE‘
/5, mé CJ) RIS YA -2 MMML

{Licensed Embaimer’s Statoment on Reverse $de)

B.I,.Burns
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. STATEMENT BY LICENSED EMBALMER
Cte I heréby'.cerfifj(- it;at the b(;dy whose name is recorded on the reverse side of this certificate was embalmes
by me, or bY .veovuniireeeerenieennees ernresssenneanssranens e eenreareesanrenteassaisearraneranen :» Student Embalmer No. ..................

working under my personal supervision.

Student coveevvenneeiiiiiennnennn et —aera—raa s
Signature of Student Embalmer

- . -

Licensed Embalmer No, [/, .57 A .
P. O. Address / ....... f%

- Note: The above MUST BE SIGNED BY THE L[CENSED 'EMBALMER- in- hlS OWN HANDWRITING.- (Fa:lur(
to comply with the above constitutes grounds for revocation of license).

- - —.If embdlmed by a STUDENT, he also shall sign in his OWN handwriting. . .- o :
If this body is not embalmed, fact should be so stated above. : T

- N . . . -




