THE DIVISION OF HEALTH OF MISSOURI

58-014218

Health,
& Weifare ILED 2 STAN DARD CERTIFICATE OF DEATH STATE FILE NUMB-ER
Public
Service F APR 2 1gsﬁglslmnon District No. / V? Primary Raglstrunon Dls!rlci No.___.. /:01?::: ______ Regnslrar s Ne., 1?18
' . PLAgE OF DEATH 2. USUAL RESIDEMCE (Where deceased lived. If institution: Resldence)b;jwn
9 . COUNTY . STATE - b. COUNTY admissio
300 ° J acKseo ‘ Missouki JAaLK soa
157 b. CITY (If outside cerporate limits, give TOWNSHIP only) Inside Limits ? CBTRY Inside Limits
oW Kawsas QiTy Yes B N[ 50/ town Kawogas CiTy Yes(X No[]
<. Egls_;_r?AA'f:i%gF (If NOT in hospital, give location) | Length of stay in 1b -7 vy, S'II:')RERE'g5 {If outside, give location) Reside on Faorm
ADDRE .
mstiTuTion 34 25 Grillham R4 IS years 3425 Giilham R4. Yes [1 No (R
3. NAME OF DECEASED First Middle Last 4. DATE Manth Doy Year
(Type or print} orF -
LoReph Wyall  HarRiSen EATH ApRil 2 - 1958
5. SEX | o COLOROR RACE| 7. By 8. DATE OF BIRTH . n yeors JF UNDER 1 YEAR| IF UNDER 24 HRS.
- . - MARRIEDD NEVER MARR]EDD 7 lAIGE ‘blinridey) Months { Days Hours :Riﬂ.
Femals | wwite woowen(X > owvorceo(}[ @, 2,2~/R 74 3 i
10o- USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City ond state or country) I 12. CITIZEN OF WHAT COUNTRY?
during most of werking life, even if retired) INDUSTRY . .
Hoose wi i B mEsTie STillwell . Kansas J. SR,
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HU.SBAND_ OR=wre
wvley Wy aTl Sarah Maxwell DR. Addisen W, Ha RRISSA
15. WAS DECEASED EVER IN U. 5. ARMED FORCES? 16, SOCIAL SECURITY NO.| 17. INFORMANT Address BY25 Gillhasm R,
(Yes, no, por unknown)} (If yes, give wear or dates of service}
2 C 3 WA No NE Sarah H G- MRABED Ao - Kmiosps Ty, tre.

All diseases in Part | must be causally related.

Mary ¢,Cortner

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE
MEDICAL CERTIFICATION

18. CAUSE OF DEATH (Enter only one cause per line for (o}, (b), and (c

&Ju&.au, Foitisna .
DUE TO (b} M"-‘M@ M&‘%_

PART I. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (o)

INTERVAL BETWEEN

ONSET AND DEATH
2_ .

Conditions, if any,

which gave rise to
cbave couss (o),
stating the under-

i

bonbrorinn

TP

lying couse lost. DUE TO (c)
PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but nat related to the termingl diseass conditlon given in PART [ (a) 19. WAS AUTOPSY 2
PERFORMED?,
YES[] NO
20a. ACCIDENT SUCIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART 1| of item 18.)
(] O O
20c. TIME OF .Hour Month, Day, Year
INJURY a.m.
p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor chouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE 0 farm, factory, strest, office bldg., ete.)
WORK AT WORK

21. 1 ottended the deceased ;mm WI st

.mw

2 lqﬂmdlastsawh alive on w /.r Vi ?m

24. FUNERAL DIRECTOR

D Ww.

Daath occurred at L . the date stated ubove, ond to the best of my knowlcdyl from the causes stated.
NATURE é—// {Degree or title) 22h. ADDRESS ?A‘I’ SIGH
%/w/ ; ,a 7 ZL._/ 5{ a4 /ﬂ oo o z ¥
230 BURKAL, CREMATER, | 738, DaTE zse’ NAME OF CEMETERY OA-SRERKTORY 23d. LOCATION {City, tewn, oe county) (State) &
VAL {Sn-dlv) .
BUR /?Pfui o3. L2 7 Plominy Cemeraay | Konsas Cry [1SSouk:

350:-

48855 B0 OREEX
pos s City, ™Mo,

¥

25. DATE RECD. BY LDCAL REG.

28. REGISTRAR'S SIGAATURE

3.5 e IheraledP

{Licensed Embalmer's Statament on Reverse Side)




1

STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recotded on the reverse side of this certificate was embalmed
BY M, 0L BY 1o e e r e , Student Embalmer No. ...................
working under my personal supervision.

Student oo e
Signature of Student Embalmer

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Fallure
to comply with the sbove 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,



