THE DIVISION OF HEALTH OF MISSOURI

08-005419_

Health, —
Walfare 91 958 STANDARD CERTIFICATE OF DEATH STATE FILE NUMB iy
Public i
Service rILE[] MAR 1 Registration District No. [ ?’? Pr_imcry Re‘gislralior\ District No. __ / (== R.!isnm-', No. =8 Q _1_"3____
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence b, fore
300 a. COUNTY JACKSON o. STATE MISSO”R ! b. COUNTY RAY a “5?{
4]
1-57 b. CITY (If outside corporate limits, give TOWNSHIP only) | Inside Limits < cgg g toside Limits
oW KANSAS CITY Yeof JNe[J [~ 7own  ORRICK p§9°) YO N[0
¢. FULL NAME OF (If NOT in hospital, give location) | Length ofjtoy i ' d. «STREET {If cutside, give location) Reside on Farm
HOSPITAL OR w" ADDRESS Y D N D
INSTITUTION | A3 days- RR #2 hd °
3. E'ITAME OF DECEASED First Middle Last 4. DATE Month Doy Yeur
ype or print}
FRANK CLARK DEATH FEBRUARY 24, 1958
5. SEX p| 6 COLORORRACE] 7. mnmsoﬁ]neven uarrieo[ ]| & DATE OF BIRTH 9. AGE' L.;.':;.;; :ﬂur‘cﬁea;:em lFol:NﬁER z:“:ns.
} 14 a L ays Irs a
) MALE WHITE winowep[J] ovorceo{ 1[Sept 28, 1894 63°
= 100 USUAL OCCUPATION {Give kind of work dane | 105, KIND OF BUSINESS OR 1. BIRTHPLACE (City and sicte o coumtry) 12. CITIZEN OF WHAT COUNTRY?
= king lile, aven if retir INDUSTRY
: PERBHANT e e e enr ORRICK, MISSOURI U.S.A.
= 130, FATHER'S KAME 135, MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
" JANE ROWLAND
: ca BB UIARK ANE R ) ; —
5 15. WAS DECEASED EVER IN U. 5. ARMED FORCES? 16, SDCIAL SECURITY NO.| 17. INFORMAMIZ Pty pe '8 M . M P P
4 Y wnk (1] . o r dotes of sarvice] . 2 ot 3
® (Yerpipgy wmkoaweni| 1 you, o porpr det “yga - 1 §.So2¥ Of£fieiel Recordsy-VA-Hospital K.LayMo,

Doctor, coroner, atc. must use onl y standarg nomenciature in item

All diseases in Part | must be cavsally reloted,
Charles E.Andrews sgonLy BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

18. CAUSE OF DEATH (Enter only one cause per line for (a), (b}, and {c).}
PART b. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE {a)

Bronchial pneumonia

INTERVAL BETWEEN
ONSET AND DEATH

Conditions, If any, DUE TO (b)

which gave rize 1o

above couss (a), } q 1 l_’)
z piming the e ) puE To () Glioblastoma multiforme of brain P~
E PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal disesse condition glven In PART | (o} 19, WAS AUTOPSY
3 PERFORMED?
ra YES[] NO
; 20a. ACCIDENT  SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART { or PART |} of item 18.)
w
v 0 O O
S %c. TIMEOF Hour Month, Day, Yeor
a INJURY  am.
3 p.m.
204. INJURY OCCURRED 20e. PLACE OF INJURY {e.g., inor abouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
wHILE ATD NOT WHILE D farm, lactory, street, office bldg., etc.)
WORK AT WORK . L L
1 /usended the deceased from Segte ho 1957 , to Feb 2)43 19% JJJJU&#‘KJ!’//////////////////
Death occurred at 3:33 m on the date stated obove; and to the best of my knowledge, from the couses stated.
GWATUR Degres or title) 0| 22b. ADDRESS 22c. DATE SIGNED
,Z ¢ M. D. VA HOSPITAL, XK.C., Mo. 2-2,,-58
30, REuAnoH 23b. DATE 236 NAME OF CEME RY OR CREMATORY 23d. LOCATION (City, town, or county) {Stare)
B (Specify)
5 Al e Qe - P O .

24. FUNERAL DIRECTOR

25. DATE RECD. BY LOCAL REG.

ERC ANy ab

'S SIGNATURE

Fnrad lf

26. REGISTR

on Revarse 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
DY B, OB ittt ee bt e e e ennbesaara e e s sabarereeasenns ., Student Embalmer No. ...................

working under my personal supervision.

Stadent «voeoiviiiiiiirirr s e

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HA
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,




