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All diseosas in Part | must be causally related.

b

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

FILED MAR 31 1958

Registration District Ne.

STANDARD CERTIFICATE OF DEATH
/ y? Primary ch:slrullon Dlslnct Ne. .-__[Q_Q;.::-_'___.-_ Regu!rur s No

THE DIVISION OF HEALTH OF MISSOUR!

[

STATE FILE NU

128

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If instityfjon: Bpsidence before
o. COUNTY JACKSON a. STATE MISSOURI b. COUNTY E Zodm-sséon)
b. C(')TRY (If ourside corporate limits, give TOWNSHIP only) Inside Limits €. CIOTY Inside Limits
A R
Tom KANSAS, GITY ve@ %[ (|4 vown SLATER 097/ | =0 %D
€. Sgls.#nf_l:r%gl‘: (1f NOT in hospital, give location) | Length of stay in 1b d. STREET (If outside, give Iocminn)u Reside on Farm
ADDRE
insTiTUTioN. VA HOSPITAL 5 days %330 NORTH CENTRAL Yes [] No[]
3. NAME OF DECEASED First Middle Lost 4, DATE Month Day Yeor
{Type or print) OP
ROBERT R. CAPPS pea™i March 10, 1958
5. SEX D | 6 COLOROR RACEj 7. 8. DATE OF BIRTH 9. AGE (In yeers JF UNDER 1 YEAR| IF UNDER 24 HRS.
Male uarmEo[JgveR wariicol ] ] e o R
a White wiooweo[] oivorceo[][February 21, 1926 %2 - |
100, USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE {City ond state or country) P 12 CITIZEN OF WHAT COUNTRY?
during mast of working lifa, aven il retired) INDUSTRY
iaborer —_— Carthage, Missouri UuS.Ae

13a. FATHER'S NAME

George H. Capps

13b. MOTHER™S MAIDEN NAME
Germaine Crane

Virginia

14, NAME OF HUSBAND OR WIFE

15, WAS DECEASED EVER IN U. 5. ARMED FORCES?
{Yus, no, or Uﬂkm-ﬂ)l(" yeu, gi j --'igdnlol of service)

16, SOCIAL SECURITY NO.} 17. INFORMANT

L,60 20 2078

Addross
VA Hospital Official Records, K. C. Mo,

PART I. DEATH WAS CAUSED BY:

18. CAUSE OF DEATH (Enter only cne cause per line for (o), (b}, and {c).)
IWMEDIATE CAUSE (o) _Chronic renal insufficiency

INTE
ONS|

RYAL BETWEEN
ET AND DEATH

Conditiany, if eny,
which gave riss 1o
obove couse {a),
stating the under-

!

bUE To (8 _Polycystic disease of kidneys

!!

L

NOT WHILE farm, factor

m& ATD AT WORK a

y, street, office bldg., etc.)

g Iylng cousa lasth DUE TO (c)
- PART I}, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not telated to the terminal diswase condition given in PART | () 19. WAS AUTOPSY
2 : PERFORMED?
T YES[] NOK]
£ | 20a. ACCIDENT SUICIDE HOQMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in PART | or PART 1] of item 18.)
w
O
i o o o Z
3| Pc. TIMEOF .How Month, Doy, Year
'a {NJURY  am.
X p.m.
20d. INJURY OCCURRED 200. PLACE OF INJURY (v.g., inorchouthome,| 20f. CiTY, TOWN, OR LOCATION COUNTY STATE

QIﬁAﬂmd«l the deceased from
Death occurred at

=h'0an on the date stated above; and to the best of my knowledge, from the couses stated.

270. SIGNATUR o L. DOUGLAD ggrdllecidue) ¢ [ 22b. ADDRESS 22c. DATE SIGNED
j . %&ﬂ. Lhy G Ho 12— 055
230. BURIAL, CREMATION,| 23b. DATE 23¢c. NAME OF CEMETERY OR CREMATORY 23d4. LOCATION {City, town, or coyaty) (Svare}
REMOVAL (Spegifyd—-} . -
Uarch 10:[158 ol Slaler, Misscur:

24. FUNERAL DIRECTOR

D.

ADDRESS

A€

ees o0 Kams s QT Mo

25. DATE RECD. BY LOCAL REG.

3 Lo SE Il

26. REGISTRAR'S SIGNATURE

d Embael o

(L

ot Reverse Side)




:‘_:'. . . . P,
hJ

. b . ,
" STATEMENT BY LICENSED EMBALMER

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

by me, or by l ........ .» Student Embalmer No. ..........c...ou..

working under my personal supervision.

Student ..ooeeviiiiinn i s
Signature of Student Embalmer

da . - - PR

P.O. _Ad_dre&s..%...:j..%.: ......

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




