THE DIVISION OF HEALTH OF MISSOURI
aith, ] STANDARD CERTIFICATE OF DEATH 58_005787

FILED MAR 13 1958 - 98-005787

falfare i i
blie Registration District No, ... ... / 5‘7 -Primary Registrotion District P‘: L L Registrar's No, 9? .
rvice
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decaasad lived. IF institution: Rcsidanje _bn{ng.} .
admission
o a. COUNTY  Jaokson « STATE  Missouri. b COUNTY Clay ™™
I0506 b. CITY {If outside corporate limits, give TOWNSHIP only) | Inside Limits c. CiTY Inside Limits
. " OR
- TOWN Kansss City Ye NoD 1\ TOWN Libertv Jﬂ_@ ' Yesgr NolO
N N K ]
| <. EglgFl'.l_?:t\E OF (If NOT in hospital, give location) Length of stay in 1b 4 STREET (1f outside, give locatian) Reside on Farm
g INsTITUTION Osteopathlic Hospital 6 wk sporess 600 College Yoso  NoX
n
3 3 :Acl!l‘ sot'p Firg? Middle Last 4. DATE Month Day Year
a K OF
3 {Type or print) Eugene Lyman Proston oati Fob, 22, 1958
5 5. sEX o 6. COLOR OR RACE 7. marrien K] Never Marmieo [J] 8 DATE OF BIRTH 9. IAGE (;r’:hzemia IF UNDER | YEAR |IF UNDER 24 HRS,
! g ! A 2 18 1 ﬂggr 2Y) | Months | Damn Hours | Min.
o mals white winowep [ ovorcro [ AUZ. 2,189
}: "} 10a. usuAL OCCUPATION (Gwe}:md ofu}ork dm;; 103, KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE (City and atate or country) 1Z. CITIZEN OF WHAT COUNTRYT
2w dur o8l ofwo king life, ev, refire
c 3 edito ubitshen newspaper Ft., Scott, Kans,. USA
":5 bt 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME
¢
9 A, L, Preston Lottie V. Flint
.° w 15. WAS DECEASED EVER IN U. S. ARMED FORCES? 16. SOCIAL SECURITY NO.[17. INFORMANT Address
- - (Yes, no, or unknowon} | (If yes, pive war or dates of service)
z P no — Mrs.Genevieve Preston Liberty Mo
-E e 18. CAUSE OF DEATH [ Enter only one conse per line for (a), (b), and,(c). ] - INTERVAL BETWEEN
sz PART I. DEATH WAS CAUSED BY: °"5? AND DEATH
? o IMMEDIATE CAUSE (q)
E 7
=
3 b=
. Z Conditions, if any, DUE TO (8) 7
e O which gare rize to 7
§ g asbaﬂt c:uae dﬂ)u ’ é !
s - sigting the under- N :
5 = = lying  cause last, DUE TQ “’M&e ¢
o o PART Il OTHER JIGNIFICANT CONDITIONS CONTHIBUTING TO DEATH BUT NGT RELATED TG THE TERMINAL DISEASE CONDITION GIVEN IN PART I(a) 13. WAS auTOPSY
g © > N PERFORMED?
2 x |3 W B A 2 s [0 [
E ; ‘ﬁ Z0a. ACCIDENT suicl HOMICIDE ESCRIBE HOW INJURY URRED. (Enter nature of infury in Part I or Part 1] of item 18.)
» U E D D . D
= < (¥}
3 a'_ R i 20¢. TIME OF Hour  Month, Day, Year
" b INJURY + @, m.
& % a p. m.
w
$ Z E ] 20d. INJURY OCCURRED 2e. PLACE OF INJURY (e. g., in or about home, | 20f. CITY. TOWN, OR LOCATION COUNTY STATE
[=]
= W - WHILE AT ] nNoTwHiLE farm, factory, street, nﬂ'icc bdg._, ere)
é‘ b WORK AT WORK P
=1 8
- ,_5 2l. I attended the deceased from . to -,ZLZ_Z_"-_[L_MM last saw ’:.::"ah've °"M
E - /Delth occurred at 4 ; S' L o] m on the data stated ahove; and to the best of my knowledge, from the causes stated.
:_: % 2z, SIGNATYRE ( { Degree or title) T 22¢. DATE SIGNED
J 7 ’ . il 2 - 2 A-3F _
" 2 A EMATIBN. |23, plTe 23c. MAME OF CEMETERY OR CREMATORY (City, town, or rounty) (State)
2 © ~REMOVALY Spedd (
: T urial Feb,2;,1958 Pairview Cemetery Liberty, Mo,
'f\? 24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. | 26. REGISTRAR'S SIGNATURE
o

"!.‘yler-Pasley ral 2 2. s F 4Pl Inciok 0l

3 e (Licensed Embalmar’s Statement on Reverse Side
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' _ STATEMENT BY LICENSED EMBALMER
: I hereby certify that the body whos'é: name is recorded on the reverse side of this certificate was ¢

’

- by me, or by

working under my personal supervision..

| ) '

l | %

“ Student ......oooo ol Signed =77 AT AEFCOLTT S S T
| :

|

Signature of Student Embalmer

i : ’ :
R Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING.
to comply with the above constitutes grounds for revocation of license).
If embalmed by a STUDENT, he also shall sigﬁ in his OWN handwriting.
If this body is not embalmed, fact should be so stated above.
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