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18. CAUSKE OF DEATH {Enter only one couge per ii

PART 1. DEATH WAS CAUSED BY:

Jor {a), (b), and (c}.] / Y, INTERVAL BETWEEN
ONSET AND DEATH
IMMEDIATE CAUSE (a) a,

Conditions, if anv, | buE To (b / éjt(] 'M/

which pare risg fo
cboze couge (ah
stating the under-

IC"I“
0‘3 0 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosad livad. Il institution: Ruidcnjc ‘baﬁof;)
- COUNTY o STATE b. COUNTY admisiion
o COUNT Atchison Missouri Atchisoh pg
?0506 b. Cé';Y (I outside corporate limits, give TOWNSHIP only} | Inside Limits €, Cg:';f Inside Limit:é"
TOWN Fairfax Yegt! Moo o Fairfax Yesi Nod
e EgIS.FI'-I'?:&ESF {1f NOT inhaspital, givelocation)|Length of stay in {b 4. STREET (M outside, give location) Reside on Farm
< ¥ INSTITUTION Coymmunity Hosp. Z hrs ADDRESS Yesd NoO
n
v 3 3. NAME OF Firat Middle Last 4. DATE Month Day Year
20 DECEASED OF
ST b 0AE C ML e e S e s
0 2 . SEX . COLOR OR RACE . . i R n years IF UNDER 24 HRS.
f ° O o e < MARRIED BNEFR marmieo [ I last birthday) [afonihe | Davs rmw. l Min,
= . Male White wioowen {1\ oworceo [ Jan, 8.1891 87
o 102. USUAL OCCUPATION (Gipe kind of work dore [ 106, KIND OF BUSINESS OR INDUSTRY |11 BIRTHPLACE (City and miato or coumtry} 12. CIMZEN OF WHAT COUNTRY?
E _g during moat of working life, even if retired)
g Retired carpenter |Gen, carpentry | Rack Port, Indisna U.5.4A,
g% 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME
»
Y-
o o Unknown Unknown
Z o 15, WAS DECEASED EVER IN U, 5. ARMED FORCES? 16. SGCIAL SECURITY NO.|I7. INEORMANT Addrras
| - {Yer, ro, or unknown) | (IS yea, oive war or detes of service) .
‘.:_? (es W w1 cxie S ZZA
H
(V]
2
e
€
o
v
©
c
g
E}
[

Ezd e 420/

nomenclature n itam |B.

= lying  cause loat. DUE TO {e) 4
9 PART Il OTHER SIGRIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN N PART I{n} ) 13."WAS AUTOPSY l
= PERFQRMED?
S ves [ wo @
.1_' 20a. ACCIDENT SUICIDE HOMICIDE | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nafure of infury in Part I or Part 11 of item 18.)
g (] G a
g 20c. TIME OF Hour  Month, Day, Year
INJURY a, m,
E p.m.
X | 20d. INJURY OCCURRED 20e. PLACE OF INJURY (c. g., in or ahout home, 207. CITY. TOWN, OR LOCATION COUNTY STATE
WHILE AT [0 NeTWHILE farm, factory, sireet, office bldg., etc.)
WORK AT WORK / / LL 2

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

—
2l. I attended the deceased lrom i /4_57 . to ,_%%_Land last saw 'Iﬁaﬁvc on %
n_.m-cn-the-d‘xg\.luud ‘hova; and to the best of my knowledge, from#Ahe cylises stated.
(Devru or(title) EZD Zz( ch.y SIGNED
L ¢ VPt g ey W Lo Fh. J/)

23a. BuRIAL, CREE"?”‘. 172% / 2%, NAME OF CEMETERY OR CREMATORY 3d. ATION (Ciy, lotrn. oF county) /(S}d’fcl
EMOVAL { Jpecify i‘ /9 N
Laitd Z 5 P& /5 [ .r/blgaaf ,LLIJ 7)’)4'\

ctor, coroner, atc. must use only standar

diseasos in Part | must be cosually related.

» Do
'
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24. FYNERAL DIRECTOR ADDRESS 25. DATE RECVBY LOCAL REG. |26. ISTRARA SIGNATURE

almer’s Statedhent Rovetse Side) A f
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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 et

R ._\-. P, O. Address =

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




