Health,

THE DIVISION OF HEALTH OF MISSOURI

58-014215

. Welfare ILEn [s_rl r'{ 9 ]958 STANDARD CERTIHCATE OF DEATH STATE FILE NUMBER
Public i- [ 117 y "'"8
Servica Registration District No. / f Primary Registration Distric_l NO-.....__,...A“Q_QA-.,,_ Registrar”s No, _a_ _______
i. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If instituri n Mdence befors
00 P a. COUNIY  JACKSON a. STATE MISS b. COUNTY JAC ndmlsmn)//
1-57 b. CITY (If outside corporata limits, give TOWNSHIP only) | Inside Limits i CBTRY Inside Limirs
1om  KANSAS CITY vl ®0 |l (\D 1S5 KANSAS CITY YesTJ Ne[]
c. FULL NAM i ip-hc give location) | Length of stay in 1b -} 0 d. STR%EE'ES {If outside, give location) Reside on Farm
HOSPITAL ADD
INSTITUTION -MANGRA HOSPITAL | 17 yrs. L1416 Benton Bivd, Yes [ No[]
3. NAME OF I?ECEASED First Middle Last 4. DATE Month
, (Type or print) LILLIE VAR HARRIS ok, April 10, s " 1958
5. SEX 6. COLOR OR RACE} 7. 8. DATE OF BIRTH 9. AGE (In years IF UNDER 1| YEAR| IF UNDER 24 HRS.
Female N gro maRRIEDIXI NEVER MaRRIED[ ] las b.':.ﬂ;..,; Months | Days | Heurs l Win.
e wIDoweD (] pvorceo[| Maych Qh, 1922 6 -
10e. USUAL OCCUPATION (Give kind of wark done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City ond state or country) 12. CITIZEN OF WHAT COUNTRY?
during mo st of working life, sven if retired) INDUSTRY
I Domestic Work Hartshome, Oklshoma USA
bda. FATHER'S NAME 13b. MOTHER®'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Hnknown Inknowmn George Harris
15. WAS DECEASED EVER [N U. §, ARMED FORCES? 6. SOCIAL SECURITY NO.| 17. INFORMANT Address
(Ya3, ns, or unknawn)| (I yes, give war or dates of servics) Georp;e Har ris hhlé Benton Blvd..
18. CAUSE OF DEATH (Enter anly one cause per line for {a), (b}, and {c).} INTERVAL BETWEEN
PART |. DEATH WAS CAUSED BY: ONSET AND DEATH
IMMEDIATE CAUSE (o) __Blilateral pulmonary atelectasgig .,P-t"-

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF PQSSIBLE

All diseases in Part | must be cousolly related.

Conditions, il any, DUE TO {b}
which gove rise to
ba (e},
e, St } L1YA
z lying cause last, DUE TO {c)
= PART ll. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the tarminal disscss condition given in PART | (a} 19. WAS AUTOPSY /
h PERFORMED?
| FMibhroid untervg:bilateral overisn cvsts: picht hvdposalni VES(3g_Nol]
&1 200 ACCIDENT SUICIDE HOMICIDE | 20b. DESCRIBE HOW INJURY OCCUORRED. (Enter natofe of injury Tn PART r‘o"‘P‘ARﬂfa‘t Ttem 18.)
[IT]
W
2 No[!'—‘-]e - - Bona
U 20e. TIME gF Hour  Menth, Doy, Year
-0 INJUR a.m.
i None ,m None
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inorabout home,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
AT MOT WHILE D form, factory, street, office bldg., etc.)
WORKOTTE) AT WORK I\rone Ngne

1. ¥ ottended the decoosed from _2=11=58

, to - -

undiaslrgw-}lmnlwaon )_L 10 - 58

Aeolh occurred at : P . Ptq. m on the daote stoted above; ond to the best of my lmowledge, from the couses stated.
NATURE {Degroa o title) 1. D125 aDDRESS Kansas City, ho 22¢. DATE SIGNED
24 Irving A.Wien | 321 Argyle B1ldy., ,-11-58

230. BURIAL, CREMATION]

23b. DATE

};=15-58

b2

B

REMOVAI__ {Seecify)
Burial

3c, NAME OF CEMETERY OR CREMATORY

lue Ridge J"a'\-m

23d. LOCATION Wity, town, of county)
Kans. City, Missouri

(State)

24. FURERAL DIRECTOR ADDRESS

Watkins Bros. Funeral Home 1

25. DATE RECD. BY LOCAL REG.

8th & Bentan 4. //. & —

26. REGISTRAR'S SIGHATI.IRE

{Licensed Embolmer’'s Statemsnt 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
By me, 0T DY .ot s e e , Student Embalmer No. ...................

working under my personal supervision.

Signature of Student Embalmer

‘p.o. Address...M..K..ﬁ. 7.

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 signn his OWN handwriting. -~ ,

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




