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ctor, coraner, etc. mus! use only standard nemenclature in item 18. No symptoms will be listed.

D.

M.

All diseoses in Port | must be causally raloted.
USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

Robert W, Hamill

THE DIYISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

FILEDNOV 141957

Registration District No.

29.).

36000

STATE FILE NUMB
Primary Ragisrrorion District Mo, /.Q....»L_.- wesnimmnn Rogistrar's No.

%050

1. PLACE OF DEATH

2. USUAL RESIDENCE {Whero deceoud fived.

If institution: Re:ldonce befpra

e COUNTY "Jackson o STATE M4 sgouri . COUNTY  JacksoR m.,,.cy“
b. chY (If outside corporate limits, give TOWNSHIP only} | lnside Limits q‘ CITRY Inside Limits
town Kansas City Yes Iﬁ Ne [] qgo TOWN Kansas Clt-y YosX] Mo [J
e. FULL NAME QF (If NOT in hospitol, give location) | Length of stay in 1b ] d. STREET {If outside, give location) Reside on Farm
e uTion 2700 Belleview 10 yrs. ADORESS 2700 Belleview Yor [ No
3. NAME OF DECEASED First Middie Last 4. DATE Month Day Your
| (Type o print) LOYD ALIEN - MANNING ooam Oct, 28, 1957
5. SEX 6. COLOR OR RACE| 7. 8. DATE OF BIRTH 9. AGE [in years IF UNDER i YEAR| IF UNDER 24 HRS.
\ate white | ;,%Zﬂ;%““iﬁﬂ::zg Sept. 18, 1902 |.§ glrfhdaﬂ Months I Days muj Min.

10b. KIND OF BUSINESS OR

FYER Lines

100. USUAL OCCUPATION (Give kind of work done
during mast of working life, aven il retired)

Freight Checker

1.

BIRTHPLACE (City and state or country)

oma

Sulphur, Oklah

12. CITIZEN OF WHAT COUNTRY?

USA

13a. FATHER'S NAME - ,
Marion Jasper Manning

13k, MOTHER"S MAIDEN NAME

Malonia Katherine Fairchild

14, NAME OF HUSBAND OR WIFE

- Elizabeth Manning

15. WAS DECEASED EVER IN U. 5. ARMED FORCES?'

16. SOCIAL SECURITY NQ.
{Yes, "NU unhnqum)l (If yas, give wor or dotes of service) -

1

7. INFORMANT Address

Mrs. Elizab€th Manning, 2700 Belleview,KC.Mo

INTERVAL BETWEEN
ON DEATH

Conditions, if any, . DUE TO (&)’
which gave rise to
above couse [a},

stating the under-

|

"
18. CAUSE OF DEATH (Enter only one cavse per, for {a), AB), and {c).} .
PART I. DEATH WAS CAUSED BY: /
IMMEDIATE CAUSE {a) .

uw"

| attended the doceased fom*
Death-occurre,

g lying cause Ight. DUE TO (c}
=4 - CON 19. WAS AUTOPSY
) PERFORMED? B
o " g YES[] NO[]
E 200, ACCID SUICIDE HQMICIDE IBE HOW INJURY OCCURRED. (Enter natire’of injury’in PART | or PART [} of item 18.)
w .
5 o o o ‘
Ul e, TIME OF .Hour Month, Day, Yeor
e INJURY  am.
B p.m. N L
| 20d. INJURY. OCCURRED -.. .20s. PLACE OF INJURY (o.g., in or about home, | 20f. CITY, TOWN, OR LDCATIQN COUNTY o+ -~ STATE
WHILE AT O NOT WHILE ) farm, factory, street, oifice bldg., etc.) , . :
WORK AT WORK ) - ’ P
. / 7 By L/ /;’/-’-7 andlcl'%ow:l‘:uhuon i /0 /J? 1/\" 7

- n{!h- date !./und abova; and to the best of my knowledge, fr/ the cnul{s stated.

22n G Degrde br title) 22b. ADDRESS 22¢. DATE
I%U\JL ww 46 20T CArcsos Fw s / /g;',él
23a. BURI.'AL EMATION, | 235 DATE 23¢. ‘NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) = (ng{ /
Y | 10/29/57 Rush Springs Cemetery Rush Springs, Oklahoma
24. FUNEgAL DIRECTOR ADDRESS - 25. DATE RECD. BY LOCAL REG. 26. REGISTRAR'S SIGNATURE -
QUIRK & TOBIN-ZO w. Llnwood K.C. Mo. o -28.57 —

N
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{(Licensed Embcimar' s Statement on Ruveras Sids)
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e C STATEMENT BY LlCENSED.EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this’ certxfxcate was embalmed R

by me, or by it ST ......... ST e e eeras Student Embalmer No.-

working under my personal supervision.

- Student ...... R et eaar et eerneeneenotaeas . Signed ,{ ﬂ\% ................. .

N Signature of Student Embalmer .
N L ‘ S T L .. "+ Licensed Embalmer No... 7% 7.7 ..

. ] -~ 4. P.O: Address. ,.5/@ }7(0

Note The above MUST" BE SIGNED BY THE. LICENSED EMBALMER in hxs OWN HANDWRITING (Fallure |

to comply with the above constitutes grounds for revocation of license). ~ .
. _‘ If émbalmed by a STUDENT he also shall sign in his OWN' handwntmg SRRE :-
If this body is not embalmed, fact should be so stated above e L

D

_malliengan,.




