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aalsh, F".ED SEP 2 4 19:7 STANDARD CERTIFICATE OF DEATH = e L S0 T

Welfare STATE FILE NUMBER

ublic ’ ‘Rl.gisrrolion District No. ... /ﬁ.- Primary Registration District No. ..___.‘g.éé.'fﬂegism:r's Ne, ..4()1.6

barvice
1. PLACE OF DEATH 2 USUAL RESIDENCE (Where ducecsed lived. If institution: Residance bafore
! a. COUNTY Jackson e STATE M{s souri b COUNTY Jacks ofm e
130506 b. CéLY (If outside corporate limits, give TOWNSHIP only) |r|sid:ywﬂs [ Cl;\' Inside Limirs
vown Kansas City Yerb” NoO tomm  Kansas City Yes &-No0
c. Sgls-ll;l'l’!:r%g': {1f ROT inhospital, givelocation}|Length of stay in 1b % {Hf outside, give location) Reside on Farm
<3 wstituTion. 1716 Wyvandotte 3 _yps. 4V ADDRESS 1116 Wyandotte YesT  Nog"|
"
-é g K} :::ASQI'D Firgt Middls 4. DATE Month Day Year
u OF .
% (Type or pring) Doris Leone Rank vaw Aug. 26, 1957
=
0 2 5. SEX 6. COLOR OR RACE 7. 8. DATE OF BIRTH 9. AGE {In pears | IF UNDER | YEAR {IF UNDER 24 HRS.
23 . marriEd [ never marrien [ st birthay) oo T Do | TS
=5 « | Female White wicowen [J 3 pivorcep May 30, 1902
x : T3110a. USUAL OCCUPATION (Gice kind of work dons [ 106. KIND OF BUSINESS OR INDUSTRY [ 11. BIRTHPLACE (City and atate or country) 12, CITIZEN OF WHAT COLNTRYT
3 w Q. during most of working life, even if retired) !
o
T aAm Wajtress Kansas U.S8.A.
3 ;Q 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME
>0 w
w T .0 M -
o B J. C. Blue Frances Smith
o w CM J15. WAS DECEASED EVER IN U. S, ARMED FORCES? 16. SCCIAL SECURITY NO.[I7. INFORMANT Address
= - —1 | (Yea. no. or unknawn} | {If yes. give war or daies of ssrwice) ‘; o
22 Py No Ae-22-37 Jackson County Coroner
£ 1. CAUSE OF DEATH [Enter only one cause per line for (a), (b}, INTERVAL BETWEEN
Luv x E PART |, DEATH WAS CAUSED BY: ONSET AND DEATH
E T o IMMEDIATE CAUSE (g} =
- C -
e § = 0 . Poi .
= onin
55 2% Condidons. tfamy. 1 out 10 ) Barbiturdte Poisoning
26 O o mm:h gore Fis o
2§ g b !:fve cxuae ;c 4
[~ stating the under- .
%6 o ?.. z lving cause laat. DUE TQ (¢) ? ?(0
' X of° PART 11, OTHER SIGNIFICANT CONDITIONS CONTRISUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{n) / . WAS AUTOPSY
< O o|E "l PERFORMED? )
e, |S ves [ o]
3y ; L E 20a. ACCIDENT sSUiCIDE HOMICIOE | 20b. DESCRIBE HOW INJURY OCCURRED. (Enler nalure of injury in Part I or Part 11 of item 18.) ' .
2% & g 2 O ] unknown
g é 8 13 ‘r'l:,tE OF Hour Month, Day, Year
k) s INJURY - a. m. !
R - »m. Aug 26,57
) Z Z | 20d. INJURY OCCURRED e. PLACE OF INJURY (e. oﬂi mb%chou: J)&ome. 20f. CITY, TOWN, OR LOCATION COUNTY STATE
- £ WHILE AT " NOT WHILE farm, factory, street, office bidg., etc B 1.
3 é g Pt [ Sl O 3F wonk 1116 Wyandotte Kansas City ¢ Jackson Mo,
_’_-'-'1 _.8 21. I attended the d d from . to and last saw :,‘;' alive on
= "5. ~ Death occurred at m on the date stated above; and to the best of my knowledde. {rom the causes atated.
3 o g SIGNATU (.Dcyru or Hrle) 3 225, ADDRESS 22¢, DATE SIGNEE
S S: / /
5 Cptascy 6627 FfE /S Cpre| &> 25>
5‘ H] o] 230. BURIAL, CREMATION, |23 6aT 23¢. NAME OF CEMETERY OR CREMATORY 234, LOCATION (City, fgwn. or county (State)
- : REMOVAL {Specify) y - .
$2 o) Remova Aua:. 27,1957 Enid, Diclahoma Cenm, - () b4
Q 24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. b. REGISTRAR 5 s NATUE
] 2
Peter B. Laretina K.C.,Mo, | Sl P-s7 p M

{Licensed Embalmer’s Statament oy{ Revarse Side)



. -+ 7 - STATEMENT BY'LICENSED EMBALMER

i,

|

[

A

I hereby certify that the body whose name is recorded on the reverse side of this certificate ,was'é
- R . t ‘ ° L N

"% by me, 0T BY «...eiernaini o, e s it , Student Embalmer No........ 4

Student ..o 22 7. LN AT
Signature of Sl_:u_dmt_hubalmer _ . : {
- ) o c Licensed Embalmer PW

K )

working under my personal supervision..

Note: The _Ebove MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING

< to comply thh ‘the. above-constitutes grounds for tevocation of hcense) SN

H embalmed by a STUDENT, he also shall sign in his OWN handwrxtmg. - .
- - . If this body is'not embalmed, fact should be so stated above.

T SYLIS h i




