Healsh, fHU’.b MAY 2 1958 THE DIVISION OF HEALTH OF MISSOURI 58_014199

L Welfore - STANDARD CERTIFICATE OF DEATH STATE FILE NUMBER
Public
Service Registration District No, ._..._...._...._._..__{_.S_(Z-.._Primury Ragistmfion Disiric_r N_o ..... ﬁ-.t.?._t?_zm..__ Registrur's__h{o.:‘,'_s_al.i _______
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. H institution: Residence before
3 . s . 1N sion
300 o a. COUNIY Jackson a. STATE Misgsouri b, COUNTY Jackégﬁ /
¥-57 b. CIOTRY {lf sutside corporate limits, give TOWNSHIP only) Inside Limits %c. CIOTRY Inside Limits
TOWN g City Yes %Nu J A (\Q Town Kansas City Yesg No []
c. 58;#1 NAL%OQT%HQ&I }Nﬂanﬁmgcuuﬂrn.engrh of stay in Tb’ .‘.:UD d. STREET M outside, gavu location) Reside on Farm
TAL OR ADDRESS . .
wsTiTUTIoN 100 E, 36th Street 20 years Unknown . o v | Yes[J Ne[3
3. (NTAME OF DE;:EASED First Middle Last 4, DATE Month Day Year
i ype or print ; ) QF .
| MRS. FRANCES GRAY. oeatH  April 9, 1958
5. SEX ! 4. COLOR OR RACE T’MARRIED NEVER MARRIEDL ] 8. DATE OF BIRTH 9. AIGE. S‘,.':;.,; :ﬁUT:ERg:EAR I:‘ UN.DER 2;‘Hﬂs.
. ast birthdoy nths a: our in,
. |FeMale White wooweo® - oworceoll| Feh,_ 22 1873 | 8% |
; 10a. USUAL DCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE {Ciry and state or country) 12. CITIZEN OF WHAT COUNTRY?
= during moest of working life, even if retired} INDUSTRY . . .
3 Housewife At Home Mackinaw, Illinois USA
E 130. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND CR WIFE
3
: George Walker Mary Unknown Frederick H. Gray (Dec. )
L 15. WAS DECEASED EVER IN U, 5. ARMED FORCES? 16, SOCIAL SECURITY NO.| 17. INFORMANT Address
3 {Yws, e, or unknawn)| (H yas, give war or dates of service) . R
g ' No. == None Charles Gray Tog Angeles, California
+

18. CAUSE OF DEATH {Enter only one cause per ljge for (o), (b}, and (c).) INTERVA}, BETWEEN
PART |. DEATH WAS CAUSED BY: — ONSET AND DEATH
IMMEDIATE CAUSE (o) ____ N
-
DUE TO (&) m&&ﬁaﬂﬂ’; S
*
DUE TO (<) ?_5(‘533 %\

Conditions, if any,

which gave rise to }

above cavse (a),
stating the under-

WORK AT WORK . . -0

21. | attended the deceosed from , to Mund last saw ’g‘;"plive on J
Death occurred at m on theldate stated cbove; ond to 1he best of my knowledge, fom the gplises stated.

220. SIGNA B %/

(Dagrne or title

g lying cause last,
- - PARY Ii. OTHER $IGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related 1o the terminal diseass condition given in PART | (o} 19. WAS AUTOPSY
& Py PERFORMED?
< i YES[] NO
- % | 20a. ACCIDENT SUICIDE HOMICIDE { 20b. DESCRIBE HOW INJURY QCCURRED. (Enter nature of injury in PART | or PART |l of item 18.)
= [T}
E v O J tHll
2 =
o U| 2c. TIME OF Hour Monih, Doy, Year
2 8 INJURY  a.m.
':' z p.m.
E 20d. INJURY OCCURRED 20e. PLLACE OF INJURY (e.g., inor about home,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
s WHILE AT[— NOT WHILE farm, foctary, street, oifice bldg., ere.)
g
£
L
4
s
"
=
<

O™ " o T

» T
Jean B. WAlloughb¥e ou v sLack ik oR RIBBON TYPEWRITE IF POSSIBLE

230. BURKEZ CREMATION, | 236, DATE 23c.f{AME OF JEMETERY OR CREMATORY 234, LOCATION (City, town, or county) (Srote)
MOVAL {Specify) . . . . .
Buriaf April 12, 195B Mt. Moriah Cemetery: Kangas City, Missouri
24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. | 26. REGISTRAR'S SIGNATURE
tine & McClure Und. Co., K.C., Mol Y. /0-5§& Preyn Ihenokadl
(Li d Embalmer’s on Reverss Side}




STATEMENT BY LICENSED EMBALMER

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

by ME, OF DY i e e ea b e e esaies e aaaas , Student Embalmer No. .........c.ovvuens

working under my personal supervision.

. . . ;
SEUAENE rvvmreerereeeeceecaeeeeeeese e e ereeseeeeee. 51gnem....%: ......... Tty
Signature of Student Embalmer .
icenged Embalmer No%@y

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWITING. (Failure
to comply with the above constitutes grounds for revocation of license).

If embalmed by a STUDENT, he also shall siga in his OWN handwriting.

If this body is not embalmed, fact should be so stated above.




