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Frank R.Williams (g oniy pLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

FILED APR 9

THE DIYISION OF HEALTH OF MISSQUR!
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1958 /49

Registration District No.

OF DEATH

Primary Reglsiranon Dlsln:l No. .

98—-0095819

STATE FILE NUMB

Wil A

Registrar's No.

1537

1. PLACE OF DEA

2. USUAL RESlDENCE {Where deceased lived.

If institution: Reslde;?ﬁrefora

a. COUNTY a. STAT = b, COUNTY
JAC Kson "M USS oty | Buehlanan
b. CITY (If cutside corporate fimits, give TOWNSHIP only) inside Limits c. C:‘_)TY Inside Limits
R ;
o Aansas @ 1€ e Bl o rom K€ Josepn  07/7 | YNl
c. Eglgig-l'PAArE)SF (f NOT in hospital, g:vn location) | Length of stay in 1b d. STR%EES (if ou1slé=, give location Reside on Form
— ADDRE
instrovion S & LK es Plasplt 75 Dags Hed Th ompson Yes L] Nolxt
3. NAME OF DECEASED Firs: Middle Last 4. DATE Month Doy Year
(Type or print} OF
Fhrna LFogle DEATH A p @ttt 2 4/, /988
5. SEX ;| 6 COLOROR RACE 7- uarrieo[ Jnever marriep[ ]| & DATE OFBIRTH . AGE[ (‘n‘r‘;nr; ;::aen I;aYyEAR I::::DER 2:Mr:Rs.
» | irthday .
| Femase | }PATE < vooweo[ R, Tovorceol]| Lo i 2 o L F 7/ 72 | l
10a. USUAL OCCUPATION (Give kind of wark dore | 10b. XIND OF BUSINESS OR 11- BIRTHPLACE (City and state or country) 12. CITIZEN OF WHAT COUNTRY?
duping mosi of working lifs, evan if retired} INDUSTRY
rF L Aegr o m1-€ T acSan el P I
13a. FATHER'S NAME 13b. MOTHER®S MAIDEN NAME 14. NAME CF HUSBAND OR WIFE
L “LSoh. i Ktour n J;LME_.S Bot—; /e
15. WAS DECEASED EVER IN U. 5. ARMED FORCES? 16. SOCIAL SECURITY No.| 17. INFORMANT Address 3 ISLAMH 19
{Yus, ng, pr unknawn)] {1f yes, give war or dates of service)
7 Aont James F. B ity OK
18. CAUSE OF DEATH {Enter only one cause per line for {a), (b}, and {c).)

IHNTERVAL BETWEEN

PART |. DEATH WAS CAUSED BY: ONSET AND DEATH
IMMEDIATE CAUSE (a) f Pulmonary FEmbolis rimites
S:rdli'linns, if any, DUE TO (b Intertrochanteric fracture left femur 2 weeks
el gave rize o
bove causs {a), \
Shoine fo e } £ foyf s
é lying cause last, DUE TO (c) R |
- PART Il. OTHER $IGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related 19 the tarminat disecss condition glven in PART | {a} 19. WAS AUTOPSY
3 PERFORMED?
Z none YES(J NoBg
=] 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART § or PART Il of item 18.)
& y
v il O O Fell at home A
MES TIME OF ~Hour  Morth, Day, Yoor
Q.m.
I om_ 3/8/58 LY,

WHILE AT
WORK

0

AT WORK

20d. [INJURY OCCURRED
NOT WHILE

20e. PLACE OF INJURY (e.g., inor abouthome,

form, factory, steet, office bldg., etc.}

b Ome

208 CITY, TOWN, OR LOCATION
St. dJoseph,

COUNTY
Buchanan

STATE
Missouri

Death occurred at

21. | attended the deceased from Ma:'!:h 2, lgqﬂ , to 3/2).1/;8

VAVE

and last saw her live on Mﬂrfh 23 9 1958

m on the date stated above; and to the best of my knowledge, from the causes stated.

23b. DATE

AR, 28 195

_ (De?:u ar m'le) o

22b. ADDRESS

22c. DATE SIGNED

MEMorsaL Pork Eem.

y H . 4312 J, C, Nichols Pkwy, K.C.Mb. 3/2)/58=
23c. NAME OF CEMETERY OR CREMATORY 73d. LOCATION (City, town, or county) {State)

SE.

J:.se Pph, Ma.

< Jzo/:;-ffﬁf

ADDRESS /722 L/ ssecry ] 25 DATE RECD. BY LOCAL REG.

- 28 ~5f —Hevar

26. REGISTRAR'S SIGNATURE

{Licensed 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
DY M@, OF BY 1euiirirrei et eeerierreierere e rera s ereraenrrnn e e ettt saa s aear e e g Tag e e

working under my personal supervision.

Student ..o e e
Signature of Student "Embalmer

. Note: The above MUST BE-SIGNED BY THE LICENSED BALMER in his OW
to comply with the above constitutes grounds for revocation of license).
. If éembalmed by a STUDENT, he-also shdll sign in his OWN handwriting,
If this body is not embalmed, fact should be so stated above,
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