THE DIVISION OF HEALTH OF MISSOURI

£ .
Health 58-014052
& Welfare h LED MAY & 1958 STANDARD CERTIFICATE OF DEATH STATE FILE NUMBER
157 2 2065
h Service R:ginrmion_ Di’.!.r.i_c' Neo, 5{, Primary Ragistr?ﬂa_n District No_/QQ e Regi!ilut'g No.._ AWAWE LW S
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence Mefore
5. 300 a. COUNTY Jackson a. STATE M9 gaouri b. COUNTY T g ckson"dm" n}
- 1-57 ' b. CIOTRY (If eviside corporate limits, give TOWNSHIP only) Inside Limits c. Cg;( Inside Limits
towy Ransas City Yos (X Mo [} ] ‘rﬂ rownKansas City Yes[¥ No[]
c. f{gél!’-t{jAonf?F (If NOT in hospital, give location} | Length of stay in 1b ' Qg d SBRE}EREEES (If outside, give location) Reside on Farm
A A
mstiution 811 Buclid 20 yrs. 811 Euclid Yes ] No 30
3. NAME OF DECEASED First Middle Last 4. DATE Month Doy Year
{Type or print} . OF
EVA MAE ALLEN DEATH 4 - 18 - 1958
5 SEX 4. COLOR OR RACE] 7. marrie[ Jnever marrieo[]] 8. DATE OF BIRTH 9, AGE' S_ﬂ':;.,; :::Lﬁ“ ;:’EAR l:x:‘.DER 2;:125.
L3 tr a .
Female Negro wioowen(] %, owvorceolX| Jan. 31 , 1901 | 57 yrer
100, USUAL QCCUPATION (Give kind of wark done | 10k, XIND OF BUSINESS OR 11. BIRTHPLACE (Ciry and state or country) 12. CITIZEN OF WHAT COUNTRY?
during mest of worhing life, aven if retired) iNDUSTRY
Houge Wi

e

Honey Grove , Texas

U.S.A.

13a. FATHER'S NAME
James Allon

13b. MOTHER'S MAIDEN NAME

Cornelig WVest

14. NAME OF HUSBAND OR WIFE
James F. Savage

Sz oniy standard nomenclature in item 18. Mo symptoms will be listed.

All diseases in Part | must be cousally related.

George H., Taft

LUSE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

15. WAS DECEASED EVER IN U, 5. ARMED FORCES?
(Y.INOO of unkrawn)| {I{ yes, give wor ar dates of service}

16, SOCIAL SECURITY NO.[ 17. INFORMANT

Unknown

Address

[som Allen,Brother,82 §$.3rd St,

Honey Grove,
Toxan

PART |. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (o)

18. CAUSE OF DEATH (Enter only ane gause per line for (), (b}, and (c}.}
Acute Congestive Heart Failure

INTERVAL BETWEEN
ONSET AND DEATH

Hypertensive Cardio Vascular Disease

Condiriens, if any, DUE TQ (b)
which gove rise to
bo (a).
stating tha. under. } Y Yz .
g lying couss last. DUE TO (¢)
= PART lI. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH bur not ralated to the terming! dissose condition given in PART § {a} 19. WAS AUTOPSY M
6 PERFORMED? 4
& YES D NO
2| 200. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART 11 of i!cn: 18.)
w A
© O O O
S| 2c. TIME OF Hour Meonth, Day, Yeor
s INJURY o.m.
3 p.m,
20d. INJURY OCCURRED We. PLACE OF {NJURY (e.9., inor abouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE . form, factory, street, office bldg., ete.}
WORK AT WORK

21. | ottended the dececsed from Feb. 2 .

1958 eAprils

Decth occurred ot

8:00 P,

1"& M 12 -2’8 and last saw :"; alive en ___Amﬂ:._fslj_lgsa— .

m on the d_un stoted above; ond to the bast of my knowledge, from the couses stated.

Lasie ,

y 2 % NIy,

—PHle et

22a. SIGHATURE {Degree o title MaD2s ADDRESS 22c. DATE SIGNED
Loy, N Ao J A o] 220k E, 18th St. -20-58
230. BURIAL, CEE”ATIDN, 23b. DMTE 23c. NAME OE}EME{ERV OR CREMATORY 23d. LOCATION {City, town, or county} {Staia)
REMOVAL (Specily)
Burial 4 - 24 - 1958| Lincoln Cemetery Kangas City, Misechpi
. F ERAL DIRECTOR 25 DATE RECD. BY LOCAL REG. 258. REGISTRAR'S HGNATl_JRE

(Liconsed Embatzig’s Stotement on Reverse Side)




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 oo et twesaeestesstkressesresnraseensestssesenreotsttrabeasan .. Student Embalmer No. .........couuvees

working under my personal supervision.

© P. 0. Addr

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure
to comply with the above constitutes grounds for tevocation of license).
+:]1f-embalmed by a STUDENT, he also shall sign in his OWN handwriting.~
If this body is not embalmed, fact should be so stated above.

C




