Health, ) THE DIVISION OF HEALTH OF MISSOUR| i 58_014286

'.W:llinro F’ LED MAY 9 1 STANDARD CERTIFICATE OF DEATH STATE EILE NUMBER _
Public
Servige I e gségis"ujjon. District No. .. "Zy ..-Primary Registration DistriC_tN_ﬂ-._.___/_...Q..Q,,;-—n_.“, Registmr's‘!‘lo 5[153 -
. |
I 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased tived. If institution: Residence I:)e’fore
a0 D a. COUNTY Jackson a. STATE Missouri. b. COUNTY Jact Eona missio,
1-57 b. CITY (I autsids corporate limits, give TOWNSHIP only) m;i Limits <. cgv Inside Limits
R Wt .. . . R . o
TOWN - Kansas City Yes No [] 1 q\? TOWN Kansas C::.t,y Yes®E) No[ ]
< FgLL NAME OF (If NOT in hospiral, give location) Lengh of stay in 1b ~H {D d. STREET (H outside, give location} Reside on Farm
HOSPITAL OR S ADDRESS
INSTITUTION General #2 Oyt 24004 Vine Yes [ NoE)
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Year
{Type or print) : . OF t
Alma Lewis oeath  April 17, 1958
5. SEX 3 6. COLOR OR RACE{ 7. MARRIED[ ] NEVER MARRIED ] 8. DATE OF BIRTH Q. AFEAI-"J;"; |; UI;I::ER;:;EAR I::::DER 2;i:Rs.
as [1s ay, on “
: Female Negro WIDOWED[3] 2= pivorcep[ ] Sep‘b. 20, 191]4 ].LB I I
2 100, USUAL OCCUPATION (Give kind of wark done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City and state or country) 12. CITIZEN OF WHAT COUNTRY?
- ‘during mest af working lifa, even if retired) INDUSTRY
y héusewife Catopas, La. ! USA
- 13a. FATHER?S NAME 13b. MOTHER'S MAIDER NAME 14- NAME OF HUSBAND OR WIFE
4 Hampton King Pearl Stewart Grant Lewis
= LIJ
ix 2 [ 15 WAS DECEASED EVER IN U. 5, ARMED FORCES? ‘éhgh L,JE)CUT rg) 17. INFORMANRT Address
- g (Yas, no, or univ.nqwn]|(lf yos, J0@ war or dates of service) Rue 1Via ‘Ware, daughter 21400_% Vine
4 o 18. CAUSE OF DEATH (Enter only one couse per line for (a), (b}, and (c).) INTERVAL BETWEEN |
; w PART I. DEATH WAS CAUSED BY: ONSET AND DEATH
W IMMEDIATE CAUSE (e} Bronchopneumonia,
. &
] = . L
: o Cenditions, if any, DUE TO {b) ' :
; > which guve rize 1o
1 Ll chove cause (a), f_“ ‘ *b
3 z stating the under- Ll
8 g lying cawse lost. DUE TO {¢)
- o ¥ PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not rslatsd ta the tarminal disease condition given in PART | (q) 19. WAS AUTOPSY
T =fz PERFORMED? &~/
2 Zhc YES[] w0
- % £l 200. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY DCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
= = w
v ~fAv O O C
]
u j Ul 2c. TIMEOF Haur  Month, Day, Year
3 afa INJURY o,
‘.,;. K= p.m.
E 5. 20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor abouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
T w WHILE ATD NOT WHILE O " farm, foctory, street, office bldg., etc.}
s 18 WORK AT WORK
E 21. I attended the deceased from 3"‘25"58 ) _l-[.—l7-58 and last suw{: alive on 4—17"’58
5 Death W e 1 O_P m on the date stated above; and 1o the best of my knowledge, from the causes stated.
_gm 220, SIG x title) 2 | 22b. ADDRESS 22c. DATE SIGNED
o
= i Q\ ]N\-N% 5 |V o) 600 East 22nd Street . L-22-58
a WMATION 736 DATE M g3eNAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county} {Stare)
il .
" < h1=26-58 Westlawn _ Kansas City Kansas
=
RAL DIR TOR A 25. DATE RECD. BY LOCAL REG. | 26. REGISTRAR’S SIGNATURE
[ Ef{ { r0s. Fu. Home"f8th Benton .
= YL oS & bppoms Porvn 0 lalll
. {Licensed Embalmer’s Statement on Reverse Side)
e}
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STATEMENT BY LICENSED EMBALMER

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

DY M, 0T DY oottt iebe et e e et ea e e e it asaaenns , Student Embalmer No. .........cevunnee

working under my personal supervision.

Student oo e e

R -0 “-'f"; Licensed Embalmer No, . {23 < Y. ..
| . * 'P. 0. Address. /d ...........................

- = Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Fallure
to comply with the above constitutes grounds for revocation of license).
If embalmed by 2 STUDENT, he also shall sign in his OWN handwriting. ~ =~
If this body is not embalmed, fact should be so stated above.




