All dizeases in Part | must be causally related.

Ith THE DIVISION OF HEALTH OF MISSOURI 1
ealth, e L st AYE AP REAT 00000 eeemeesessegm——— e NS
Welfare STANDARD CERTIFICATE OF DEATH STATE FICE r@gﬂg
"H.i° F".ED FEB 1 3 1% 1S P T Yy ) 266
ervice egistration District No, A--Primary Reg:sfruhon_Dns!rlf:! No... /. 06 Seme. ... - Regmrnr sMNo._____ ol -
. PLACE OF DEATH 2. USUAL RESIDENCE (Where daceased lived. [f institution: Rosidence before
. COLNTY  Jackson o STATE Missouri b SOUNTY Jacksofi =Y
ch {IF outside carperate limits, give TOWNSHIP only) Inside Limits chY Inside Limits
R y .
Yos I N s(g C Y N
towwKansas City e« X N (] 9 rom Kansas City X N[
FgLL NAME OF (If NOT in hospital, give location) | Length of stay in Ib Y STREET (it outside, give location) Reside on Farm
HOSPITALOR 4205 E. 43rd St} Lifetime||. *°°**S4205 E. 43rd St. Yes [ No
| |
3. NAME OF DECEASED First Middle Last 4. DATE Month Doy Year
{Type or print} o}
FERN ELIZABETH NEWMAN peatH Jan. 15, 1958
5. SEX ] 6. COLOR OR RACE 7‘MARR|EDBNEVER MARRIEDL ] 8. DATE OF BIRTH 9. AG«E (b.:';;:,; ::J::’I.JlER ;:,E.AR I:xrl'DER 2:‘:'%.
Female White woowen[ ] ! pivorcenl} Jan.11,1915 u‘j i I l
10a. USUAL OCCUPATION (Givae kind of work done | 10b. KIND OF -BUSINESS OR 11- BIRTHPLACE {City and state or country) & 12. CITIZEN OF WHAT COUNTRY?
in, 1 v s
O tTEEIL g iny ife ven 1 rerived) owi*Yiome Kansas City, Mo. U.S.A.
138. FATHER'S NAME 13k, MOTHER'S MAIDEN NAME 14. NAME OF HUSB AND Summme
Joe W. Roberts Cora Grigsby John Newman
15. WAS DECEASED EVER IN U, §, ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT Address
O o vrkmewm| 0F yor, siva wor or datev of sarvice) |y 32 @9 pJohn Newman,4205 E. 43rd st.,K.C.,Mo.

18. CAUSE OF DEATH {Enter only one cause por line for {a), (b}, and (¢}.} INTERVAL BETWEEN

PART ). DEATH WAS CAUSED BY )nm ONSET AND DEATH
IMMEDIATE CAUSE (o) __Clteintdoma 37 éu-v—»\ g mo

Conditions, if any, } DUE TO (b)

vt 0 (o B 5] Porist a’l”g

above cause {a},
stating the under-

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

z lying covse last.
g PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but o calated to the termingl disease condltien given in PART | {a) 19. WAS AUTOPSY
by PERFORMED? 2_
o - YES[] ~OJd
St 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
8 O D O
5[ 20c. TIMEOF Fouwr  Month, Day, Year
a INJURY  a.m.
X p.m.
20d. INJURY OCCURRED 200. PLACE OF INJURY {o.g., inor abouthome,| 204. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE 0 form, factory, strest, office bldg., etc.)
WORK AT WORK

21. | attended the deceased from Qn.l« 5 I'!s f ‘é@?_g’wg last saw tf,'n adliveon__J= /55§
Death occurred at on the dele stafed above; and to the best of my knowledge, from the causes stated.

o
3
’ 22a. SIGN agroe ml.) Fol 22b. ADDRESS TE su; ED
2
& W %W A 500 £, I L 1T CHo /
o
£ B230. BURIAL, CREMATION, | 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (Clty, town, ar eounty) " (State)

REMQY AL - Specify) -
BG¥Ya1*" | Jan.18,1958 Memorial Park Cemetery, Kansas City, Missouri
24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. | 26. REGISTRAR'S SIGNATURE

FREEMAN MORTUARY,Kgnsas City,Mo. /,/7, "3’“ e’

(Licansed Embalmer’s Statement on Reverse 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 embalmed
bY M@, OF DY coeneiiie e s s e s e «» Student Embalmer No. ...................
working under my personal supervision.

Student ...l J O PO UUUPT PP
Signature of Student Embaliner

Licensed Em s)m r No?ngL
P. O, Addrese” ). 1.0 70 208

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his ONN HANDWRITING. (Failure
to comply with the above constitutes grounds for revocation of license).

If embalmed by a STUDENT, he also shall sign in his OWN handwriting. . -

If this body is not embalmed, fact should be so stated above.

.



