. Health,
a. Vtulfan

1 Sarvico

Doctor, coronar, otc. must use only standard nomenciature in item 18. Mo symptﬁms will be listed,

All diseases in Port | must be cousally related.

C. Cozzarelli

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

FILED MAY 9 1958

THE DIVISION OF HEALTH OF MiSSOURI

STANDARD CERTIFICATE OF DEATH

58-014533

l oa& STATE FILE NUMB%(}‘ZS

R.gi,"agion_ District No. l 9‘7 Primary Rngislru!i::!? Dil"iﬂ No. .glnwr ‘s No. No., o e
1. PLACE OF DEATH 2. USUAL RESIDENCE (Whore doceased lived. |f institution: Residence befoy
. COUNTY a. STATE . . b COUNTY ission)
Jackson Migsouri 4 ACKSOn
¢ CITY Inside Limits

C(l:)TRY (If outside corporate limits, give TOWNSHIP only) Inside Limits

100. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR

during most of working life, aven if retired)

Chemist

INDUSTRY
Research

11. BIRTHPLACE (City and atate o+ country)

Smithville, Mo, ° U.s.

12. CITIZEN OF WHAT COUNTRY?

I TOWN Kansas ity Yes 1 Mo [] Cﬂ; TS\’.*,N Kansas City Yes[J N[
ftglé_'l:_’{:lAr%ROF (f NOT in hospital, give location) | Length of stay in lbzr) o d. SEB%EE';S {If outside, give location) Reside on Farm
A . Al
insTiTuTion: VLA, Hospital 36 yrs| 3208 Independence,Ave, Yes[J N [J
3. MAME OF DECEASED First Middle Lasr 4. DATE Month Day Yeor
(Type or pring) OF
RILEY D. WILKERSON oeatH  4th 17th 1958
5. SEX 4. COLOR OR RACE| 7. 8. DATE OF BIRTH X FUNDER | YEAR| IF UNDER 24 HRS.
0 ) MARRIED[RNEVER MARRIED[ ] ? AEE i!m;:;; FUNDER 1YEARLIE UN L
Male White wpoweo[] ! pivorcen[] 1-22-91 66 °yr's J

136. FATHER'S NAME

Jobn W. Wilkerscen

13b, MOTHER'S MAIDEN NAME

Mary C. Clay

ner

14. KAME OF HUSBAND OR WIFE

Josephine B, Wilkerson

15. WAS DECEASED EVER IN U, 5. ARMED FORCES?

{Yus, no, or unknawn}] {1f yes, give war or detes of service)

Yes A/

LR6& 10 0k53

14. SOCIAL SECURITY NO.

"7

INFORMANT

Address

Y. A, Hospital Records, K.C,, Mo,

PART |. DEATH WAS CAUSED BY:

18. CAUSE OF DEATH (Enter only one couse per line for {a), (b}, and (¢}.)
IMMEDIATE CAUSE (o) ___Cardiae Failure

INTERVAL BETWEEN
ONSET AND DEATH

Congestion, Edema, Emphysema of the lungs

which gove rize to
chbove couss (g},
stating the wunder-

Conditions, if any, } DUE TO (b)

Arteriosclerotic Heart Disease

Yo 00

MEDICAL CERTIFICATION

WHILE AT NOT WHILE
WORKYZ 4 ) AT WORK

farm, uctory, stroet, office bldg., etc.)

Iylng cause laost. DUE TO {c}
PART Hl. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but net reloted to the terminal disecse condltion given in PART | {a} 19. gesR:ggggSY ‘
?
Mediastinal Neoplagth1 YES§EK NO [ ]
200. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART ) or PART 1) of item 18.)
| 3 0
We. TIME OF  Hour  Month, Day, Yeor
INJURY  a.m.
p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor obouthome,] 20f. CITY, TOWN, OR LOCATION COUNTY STATE

2I./cr- ded the d od

April 8, 1958,

Death occurred at /]

220. SIGNATURE ‘é

L0

wApril 17,1958 .ancoiepmonac

O] 27b. ADDRESS

V.A. Hospital,

Yic. DATE SIGNED

Kansas City,Mo | 4-18-58

1o, REMATION, | 23b, DATE

OV A cify) ‘/-2/ - 5{

24. FUNERAL DIRECTOR ADDRESS 25.

L3

72KC,

DATE

Y. 17 5& -~

23d.

CD. BY LOCAL REG.

ATIOM {Ciry, town, or county}
- »

{State}

, 1o

26. REGISTRAR'S SIGNATURE

Frepnlbeldl

{Licensed Embalmer’s Statement on Reverse Side)

e —



7

)
LR

STATEMENT BY LICENSED EMBALMER
- 7 N N . 3:..'.:.' et P

I hereby certify that the body whose name is recorded on the rev!erse_ side of this certificate was embalmed
R

BY ME, OF DY Lottt s s s s s e , Student Embalmer No. ...............cee.

working under my personal supervision.

oY R T L= 1| S U PR Slgneti\j%ﬂ J?/ M’ ...................

Signature of Student Embalmer

B ¢ - .- e Llcensed Embalmer No., yﬂé
P. O. Address.. /(- c/‘I £

—_ — *

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 sign in his OWN handwriting.. -

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

~ T




