caith, ) THE DIVISION OF HEALTH OF MISSOURY 32011 v

viiwe  FILED OCT 4 1957 STANDARD CERTIFICATE OF DEATH e MM -
ublic [ipz
ervice Registration District No. / V? Primary Regi_stmtinn District No. ... [_g..._o__&_..... Rgg_isfrf:r's No.,___,___,__ﬁ_ﬁ “““““
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. |f in:ti!ution:-Rgsédqnc_g before
: " Qgm 1
- . o COUNTY Jackson o STATE Missourd. b COUNTY Ja 0 les o 0™ 2 ?r“
-57 b. CITY {If outsids corporate limits, give TOWNSHIP only) Inside Limits g CgY Inside Limits
TOWN Kansas Clty Yes [J No[] Ls ] TO\':'N Kansas Clty Yes[ ] No(’]
. <. FgLL NAM%OF {1f NOT in hospital, give locatien} | Length of stay in Tb e 4. STREET (I cutside, give location) Reside on Farm
E Hi ITAL OR ! ADDR
WertuTion  General #2 5 vrs. PDRESS 2013 E. 12th Yes (] Na[]
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Y ear
{Type or print) R OF
Velvo McClain peatH  Sept. 11, 1957
5. SEX - 3. & COLOR OR RACE| 7. MARRIED[ JNEVER MA 1eo[] 8. DATE OF BIRTH 9. AGE (In yeors JF UNDER i YEAR| IF UNDER 24 ‘HRS,
}131 N ? last birthday) | Months | Days Hours Min.
€ egro wioowen ) oworcet ]l 2 /1 /7910 L7 |
10a. USUAL GCCUPATION (Give kind of work dene [ 10b. KIND OF BUSINESS OR 1. BIRTHPL ACE (City and state or country} 12. CITIZEN OF WHAT COUNTRY?
during most of working life, sven If ratired) INDUSTRY )
i tion Att, Mnsk .54,
130. FATHER'S NAME 13b. MOTHER*'S MAIDEN NAME 14, NAME OF HUSBA.ND ORrR mFE
——
. HRosanna Williams
15. WAS DECEASED EVER IN U. 5. ARMED FORCES? 16, SOCIAL SECURITY NO.{ 17. INFORMANT Address
{Yeas, no,ngnqwn) {If “"w’glﬁ wglr:ir dates of sarvice) - _qué Anna McClail’l , mothe r 2812 N . 7th KCK
18. CAUSE OF DEATH (Enter only one cause per line for (), (b), end (c).) INTERVAL BETWEEN
PART |. DEATH WAS CAUSED BY: ONSET AND DEATH

IMMEDIATE CAUSE (o) ___Acute hemorrhagic pancreatitis.

21. | attended the deceased from t E"’é-g! . 1o 9-11‘57 and last saw h * alive on 9-11“’57
Death occ’r m on the date stated above; ond to the bast of my knowledge, from the couses stated.
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u Conditions, if any, DUE TO {b) L - -
|>_- w:olch gave rl -: 1}0 .
z atating the under. gﬁr 70
. 8 g lying couse laat. DUE TO {¢)
- S9fE FART tl. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the termiingl dissase conditlon givan in PART 1 {a} ~ [ 19. WAS AUTOPSY
T X : . PERFORMED?
3 gzl , Cerebral thrombosis. es(® No[]
- % 2| 20e. ACCIDENT SUCIDE HOMICIDE 20b. DESCRIBE MOW INJURY OCCURRED. (Enter nature of injury in PART | or PART |l of item 18.)
= = gw
B EEEVY L a a O
> 2 -
§ aps
.SV 20c. TIMEOF .Hour Month, Day, Yeor
2 @fks INJURY  am.
§ 5 E3 p-m.
£ g 20d. INJURY OCCURRED -20e. PLACE OF INJURY (e? ,inor abouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
- w WHILE ATD NOT WHILE D farm, factory, street, office bldg., ate.} } A - .
F g WORK AT WORK — -
E
L]
s
B
-
2
<

8 RE {Degree or title) @\. 22b. ADDRESS 22c. QATE SIGNED
K 600 East 22nd.3treet . 9-12-57

3 CREMAT!ON DATE 23: NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) {Srare)

1] REMOY AL 35pecify}

A rial 9,/ 14/1957 - 1 Cematery a.naa.s_cj_t.y_e_Ka.nsa.a_ -
a.:, 24. FUNE'RJAL DIRE(:}‘OR ADDRESS ate‘ 25. DATE RECD. BY LOCAL REG. 25. REGISTRAR'S SIGNATURE

rs ones Funeral Home . -

= : K.C.K. 7-13-5"2 . evae Preerahell ~—

{Licansed Embalmer’'s Stotement on Raverse Side)
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STATEMENT BY LICENSED EMBALMER

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

............................... e e e e v vresseveennss Student Embalmer No. ..................

.working under my personal supervision.

Student ..o : i Corrtrter _ e KT

P. O, Addtess F? A

—
Note: The above'MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING ailure
to comply with the above constitutes grounds for revocation of license). .
21f embalmed by a-STUDENT, he also shall sign in;his QWN handwntmg - { e .
lf this: body is not embalmed fact should be so stated'abové, - ' -
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