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J13 FATHER'S NAME

14. MOTHER'S MA

15. WAS DECEASED EVER IN U. S. ARMED FORCES?
(Fer. no. or unknawn) I {1£ ves. give war or dates of serviced

o %)

16. SOCIAL SECURITY NO.[17. INFORMAN

S 00 ~38. D £}

PART |, DEATH WAS CAUSED BY:
IMMEDIATE CAUSE (a)

18. CAUSK OF DEATH [Enter only one cauae per line for {a), (), and (c),)

Cerebral hemorrhage

1. PLACE OF DEATH 2. USUAL RESIDENCF {Whare d-l:ouod livad, |f institution: Residence bof v
a. COUNTY Jackson o STATE i b. COUNTY
b. CITY {lf outside corporate limits, give TOWNSHIP only) | Inside Limits ¢, CITY -y lnysidc Limiu‘
OR . OR } s .
town Kansas City YesOf Moo Y 3o :wq,w 4id § | veeX neo
e. sg%#”NAAITEOF?F {1f NOT inhospital, giva locotion)[Length of stay in 1b d STRE‘ET - . (I autsidn, give location) Reside on Farm
insTiTuTioN  Gen'l Hosp. #1 | ADDRESS Sy YesD Neok
EN ::c.l 0';’ First Middie Last 4, DATE Month Day Year
EASE Iy OF
(Type or print) Gladys KMcCormick DEATH 9 23 1957
S. SEX 6. COLOR-OR_RACE 7. marriep [J Kever marriep (]| @ DATE OF BIRTH ", - AGE (/1 years |.IF UNDER | YEAR IF UNDER 24 HRS.
FE m . o g 5 ?/ z birthdat) ‘T adonths | Doy | Hours Min.
N—E WHITE:, wipowen [ pivoreen [ /0 “-‘/ ?- lf 5—
10a. PHUAL OCCUPATION (@i kind of work done (104, KIND OF BUSINESS OR INGUSTRY [11. BIRTHPLACE (City and atate of country] 12, CITIZEN OF WHAT COUNTRY?
rifly moat afgworking life, even if retireg) X !
'an&.aap nclat.. U - ,g? .
]
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Addresy

INTENVAL BETWEEN
ONSET AND DEATH

Death occurred at i Q P.

Conditionas, if any. E TO
::bf;rch pare rise fo ou ®
e cauge (0),
Hating the under- . 3 ’
z fying  cause lasl, DUE TO (£} 3 x
o PART 1. OTHER SIGKIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a) 15 ;\E;SFAU;OPSY
= ORMED?
hi . ) . ves (1 wo KX
E 20a. ACCIDENT SUICIDE HOMICIDE | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part I or Part 17 of item 18.)
§ g - 4 O
i‘ 20¢. TIME OF  Flour  MontA, Day, Year
1o INJURY o m, -
a p.m.
= .
X | 20d. INJURY OCCURRED e, PLACE OF INJURY (e. 2., in or about home, | 20f CITY. TOWN, OR LOCATION COUNTY STATE
WHILE AT NOT WHILE farm, factory, street, office bldg., efc.)
WORK AT WORK
21. ] atténded the deceased from Sept, T 2 1957 . to Sept‘ 23 2 1957 and last saw ﬂ: alive on M

m on the date atated above; and to the beat of my knowledge, from the causes atated.

22z SIGNATUR

(Degree or title)

&
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22h. ADDRESS

2Lth & Cherry

- 22c. DATE SIGNED

9=24~57

230. BURIAL, CREMATION, |23b. Da

R REMOVAL (Spcf:jy\ SEP- 24‘ 87

23¢. NAME OF CEMETERY OR CREMATORY

a—

23d LOCATION (Cilp, fown, or counrw

WaLNUT

(State)
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24, FUNERAL DIRECTOF!

O .11 . Nowwrcomua
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25, DATE RECO. BY LOCAL REG.

7 XY 57

26, REGISTRAR'S SIGNATURE
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h STATEMENT BY LICENSED, EMBALMER

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

Student Embalmer No.........

by IMe, OF DY .ottt et rrr e ae e aaa e e aemenaeieaaaeas

- working under my personal supervision..

OB i WW/P ..................
Student Signed 7 y

Signature of Student Embalmer

3

: ;.._'-'r' - N N S N -t "
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (
__to comply with the above constltutes grounds for revocation of hcense) - -\‘_ oA :
~7. 7' I embalmed by a STUDENT healso shall‘sxgn in hi3"OWN handwrltmg L
If this body is not embalmed, fact should be so stated above. . ) o .
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