THE DIVISION OF HEALTH OF MISSOURI

+ Health, .,

:wﬁl-fm H[EB N OV 1 4 195 f STANDARD CERTIFICATE Ol" DEATH STATE FILE NUMBE& .
. ublic :
h Service -R_.gi’"aﬁon_ District No. /y? Primary Regllhnt:on DlSIrll:' No. /p =) e Reg_isrrurr'_s No Q_l.i--..

1. PLACE OF DEATH ' 2. USUAL RESIDENCE (Where deceased lived. If institution: ‘Rasidence before”
5.300 ¢ e COUNTY  Jackson '+ oo STATEMissouri b COWNTY y,03054 d'"'“"‘y
- 157 b. cger (If outside corporata limits, give TOWNSHIP only) | Inside Limits CITY Inside Limits
7own Kansas City Yes O No [ f—.rovm Kansas City Yesil No[]
c. Fgls_jlb.l_NAE'-%OF (1€ NOT in hospital, give locatien) | Length of stay in 1b d iTDRDI;:'!EE'gleI W {If outside, give location) Reside on Farm
H TA
{ HOSPITALORDOA St .Lukes Hosp. 11 yrs 5 63rd St. Yos [ NoXK)
3 :«!TAME OF DE?EASED First Middle Lost 4, DATE Month Day Year
or print O
el VAUGN BURKHOLDER peatk  Oct. 23, 1957
5. SEX i | 6. COLOR OR RACE 7- ., corcoKinever marmen[]| & PATE OF BIRTH 9. AGE (i ywora JF UNDER i YEAR] IF UNDER 24 HRS.
. Female White WiDOWEDD DIVORCEDD Dec.12 , 1906 50lcm birthday) | Months i Days Houra l Min.

0

= 10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City and state or cauatry) 12. CITIZEN OF WHAT COUNTRY?

2 d + of warking |if il ratired) NDWETRY : t

o Housewife™ ™ot At HGhe Weatherford, Texas U.S.A.

3 13a. FATHER'S NAME 13b. MOTHER*S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE

2 +R. Buchannan Dalsy Smith Charles E. Burkholder

s i5. WAS DECEASED EVER IN U. §. ARMED FORCES? 14 SOCIAL SECURITY NO.| 17. INFORMANT

% (Y.N"'B or unknawn}| (Il yes, give war or dates of service) None Cha_rl es E Burkho ld.e r 1 0 15 w 63 I‘d S t .

o

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

All diseses in Part | must ba causally related.

Hugh H. Owens

PART I.

18. CAUSE OF DEATH (Enter only one cause per |j

DEATH WAS CALSED BY:
IMMEDIATE CAUSE (a)

for {a}, (b), ond {c).)

INTERVAL BETWEEN
ONSET AND DEATH

Conditions, if any, DUE TO ()

w:ch gaove rll_? t}o } hd \
abdve <odse at,

tating th der- }"E
lying caves last, / DUE TO (c) _ Y

PART Il. OTHER %

200. ACCIDENT  SUIC|

ING TQO DEATH, not relgted to thu urmmul dizsnss condition gjpen in PART 1 {a} ~

19. WAS AUTOPSY

™E HOWRY OCCURRED. (Emer nature of injury in FA)(T I'or PART I1 of itom 18.)

PERFORMED?
YES[ ] NO

MEDICAL CERTIFICATION

WHILE AT

NOT WHILE

O

farm, factory, street, office bldg., etc.)

26f. CITY, TOWN, OR LOCATION

] 1 O . . e
B N i i . 1 :
20c. TIME OF Hour Moanth, Day, Year
INJURY  a.m. ’
p.m.
20d: INJURY OCCURRED 20e. PLACE OF INJURY (e.g., in or about homs, COUNTY -STATE

WORK O

AT WORK

od from

and last

21. | attended the d

. o

Death occurred at

saw :T; alive on

m on the dote stated above; and 1o the best of my knowledge, from the causes stated.

FREEMAN MORTUARY,Kansas City.MO-

/ {Degrea or title) 3 [ 226 ADDRESS 22c. DATE SIGNED
T / IRy §$2
23b. DATE 23c. NAME OF CEMETERY OR CREMATORY ‘23d. LOCATION (City, town, L {State) ; 4
i L
M Pet.26,1957- ] Mt. Washington Cemete ry,  Kans City, Mo.
24. FUNERAL DIRECTOR ADDRESS 25 DATE RECD. 'BY LOCAL REG, 26. REGISTRAR'S SIGNATURE

gt/
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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 erﬁbqlmed

by me, 0r by .ooiirrrcerr e fetestssmsssessieseersssessasenssensbsitterTtaaneraraiatas ., Student Embalmer No. ...................

working under my personal supervision.

Student .o s crs s e
Signature of Student Embalter

Licensed Embalmer Noé(\g\r ......
P. O. Address‘/? e..( ................ .
Note: The asbove MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING (leute

to comply with the above constitutes grounds for revocation of license).

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

=




