. Health,

& Welfore

.h::::::. IF”_ED MAY 23 ]956,

o symptoms will be listed.

All diseases in Port | must be causally ralated.

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

THE DIVISION OF HEALTH OF MiSSOURI

STANDARD CERTIFICATE OF DEATH

gistration District No. ..,,_.._.......................,...KZ_..Primary Registration District NO-.ﬁ_g__’__.._"-'_'_'.f’ ..........

58—018161

STATE FILE NUMBE

Reg'inrur'_s_ﬁ.baaa(.'lgm---

1. PLAgE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Rasidence bafoie
. COUNTY . STATE b. N : ission)”
’ JAKSON ° MISSOURI COUNTY *
. CITY (If outside corporate limits, give TOWNSHIP only} [ Inside Limits e CITY Y Inside Limit
oR [°} . N D oR OD t O nside Limits
Tom  KANSAS CITY es [t N To  HUME Yeslgd NeUJ
I c. FgLfl;| NAM%OF {If NOT in hospital, give location) | Length of stay in 1b d. SBREREES {f outside, give lncation) Reside on Farm
HOSPITAL OR ADDRE
INSTHUTION VA HOSPITAL & days Yor (3 NefX
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Year
{Typa or print} QF
THOMAS A. FARRELL DEATH MAY L, 1958
5. SEX ol 6. COLOR OR RACE ?'MARRIEDL—_‘ NEVER MWRIED@ 8. DATE OF BIRTH 9. AGE. 9—".1:“; 'S.‘f.'.‘.?“.‘;:,f"’ |:°t::405n z;.uas.
CLl 114 ay, t ] L] n.
MALE WHITE woowes(]  ovorceol}|January 20, 1889 | 69 l
10s. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City and state or couniry} 12. CITIZEN OF WHAT COUNTRY?
) of working lite, @ven if retired) iND| !
HEMER WiNInG PRESCOTT, KANSAS U.S.A.
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
EUGENE FERRELL SARAH J. BRIGHT HHEHE
15. WAS OECEASED EVER IN L. 5. ARMED FORCES? 18, SOCIAL SECURITY NO.| 17, INFORMANT Address
(Yas, unkngwn)) (1f yes, give a% of setvica) .
¥ES | W T — QFFICTIAL RECORDS VA HOSPITAL, K.C., MO.

DEATH WAS CAUSED BY:
IMMEDIATE CAUSE (a)

PART I

18. CAUSE OF DEATH (Enter only one cause per line for {a), (b}, and {c}.}
Acute bilateral penumonia

INTERVAL BETWEEN
ONSET AND DEATH

Condlitions, if any, DUE TO (b)
w:oi:h gave rlso("o . k
ve covse [a},
:fwflrlg ths undar- qqo
% Iying couse last. DUE TO {c)
E PART Il. OTHER $SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but net telated 1o the terminal diseass condition glven in PART I (o) 19. WAS AUTOPSY ([
: PERFORMED?
o .
| Arteriosclerotic heart diseass ves X} No[)
21 200. ACCIDENT  SWNCIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
w
v O ) 0
3| 20c. TIMEOF Hour onth, Day, Tew
8 INJURY  am.
H p.m.
20d. INJURY OCCURRED 200. PLACE OF INJURY {e.g., inor abouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE 0O farm, .ctory, stroet, office bldg., etc.)
WORK AT WORK
2. BN Bied the dacoasgq il 28, 1958 .0o_May 4, 1958 Hﬁﬁwjﬁﬁyuzzgzuuuzzgm
Death occurred ot - m on the dote lﬂﬂ.'d above; and to the best of my knowledge, from the couses stated.
22a. SIGNATURE tﬁ‘[ ragfod ¥ © | 22b. ADDRESS 22¢. DATE SIGNED
p_COZZARELL S I LI v‘é————m. . VA Hospital, K.C., Mo, 5558
Tha. BURIAL, CREMATION, |38, DATE ¥ "23¢. NAME OF CEMETERY OR-GREMATORY 23d. LOCATICN (City, town, or county) (Sretel,
REMOVAL (Specify) N .
M-[Vr? Wooorun Centercay Fosrecw Missoumg

24. FUNERAL DIRECTOR

D.w.Newlowr=Rs Se 05—

A 55
PN Ba e Quene

25. DATE RECO. BY LOCAL REG.

25. REGISTRAR'S SIGNATURE

'.5—’& f&'f 4‘

{Licensed Embaimer’s Statement on Reverss Side}

bt e, W Ao lf




At

STATEMENT BY LICENSED EMBALMER

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

' .
... RS . - ~

by me, or by ........... , Student Embalmer No. ..............cv...

working under my personal supervision.

SLUARAL - tenrenrruerurinreraranreansrsrrmeaeessoscsnssaarneions Signed ‘% L Bl D e

th;;ﬁsed Embalmer No. M&’/

. P. O. Address. Mm,«gé/

Note: Thé above MUST'BE SIGNED BY THE'LICENSED EMBALMER in his OWN HANDWRIT[NG. (Failure
to comply with the above constitutes grounds for revocation of license).

1f embalmed by a STUDENT, he also shall sign in his OWN handwriting.

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

~




