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All diseases in Port | must be cm.:lnlly reloted.

Jamss W. Graham

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

THE DIVISION OF HEALTH OF MISSOUR)

STANDARD CERTIFICATE OF DEATH

&,..___.._--58—018439

STATE FILE NUMBER _

reginerste QOIBY.

1. PLACE OF DEATH

2. USUAL RES[DEN;E (Where de:nnud lived.

if institution: Rnn:lanco before

o. COUNIY AC_.KS oN a. STATE SSOUE' b, COUNT CJK-S ﬁ/'"l
k. chY {IF outside corporate limits, give TOWNSHIP only) Inside Limirs { ClTY Inside Limits

Tome  KANSAS On-l-q Yes DA N L1 1) 1 0 1own }(nusns @ 1% Yes ) No[]
<. Hgéﬁ]#:#%g?ﬁ&u;m yﬁ Langth of stay in 1b dOiB%EEE'gS (IF ous lda, glv {scotion) Reside on Farm

INSTITUTION alxut “4no )30_?,57;3 Fyeal] v
3 ?TAME OF PE)CEASED Firat Middle Last 4. DS;E Month Day Year
ype ot print . ——
EL/A 7. ForsTmay oeati MYqy 1] 1958

5. SEX ]

6. COLOR OR RACE

7 8. DATE OF BIRTH

MARRIED[ JNEVER MARRIED ]

9. AGE (in years FUNBER i YEAR] IF UNDER 24 HRS.

<tre

Baffale, Torwn

last birthday) | Months | Days Houre Min.
gMﬂLE WMITE wiooweD ) *  pivorceo[] wazf /5"][] 22 I l
100. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City and atate or country) 12. CITIZEN OF WHAT COUNTRY?
ing most of working life, sven if retired} INDUSTRT

!

A4S . A.

'IJI: MOTHER'S MAIDEN NAME

| MARy B lrHA

Jorr W, Brstm

16, SOCIA SECURITY NO 17. INFORMANT

14 NAME OF HUSBAND OR WIFE
l}y.

Address | FOTEASTL/
Ao/ Mrs, Lenes] @z-{{&gm; & L 2
. E_' INTERVAL BETWEEN

Al cocif
RE L (Specify)

N 24. FUNERAL DIRECTOR*

D.w. AlEaJcom S J::M /YRarsAs 0.- fy. .

Al

18. CAUSE OF DEATH (Enter only one causs per line for {a), {b), and {c).)
FART I. DEATH WAS CAUSED BY: ONSET AND DEATH
IMMEDIATE CAUSE (o} _Mitral regurgitation S yrs,
Conditions, if eny, DUE TO (b}
which gave tise to . +-
obove cow a),
stating rho':mjcz- } ql D
z lylng cowse laat. DUE TO (¢}
E PART H. OTHER SIGNIFECANT CONDITIONS CONTRIBUTING TO DEATH but not related 1o the tarminal disesss condition glven in PART | (a) 19, WAS AUTOPSY &
S| 01d gntertrochanteric fracture of left femur;arteriosclerosis YES LT o O]
"
| 200. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY QCCURRED. {Enter nature of injury in PART | or PART Il of item 18.)
w
o a a O
§ 2c. TIME OF Hour Month, Day, Yeor
a INJURY  am.
=z p.m.
20d. INJURY OCCURRED Me. PLACE OF INJURY {e.g., inor about heme,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE O form, .ctory, atreet, office bldg., etc.)
WORK AT WORK
2. | cttended the deceased from OCt 18, 1957 . to May 19 5 19580nd lost saw :l.r:l alive on Mav 5 N 1958
Decath occurred at ?-’ 3 ) ﬂ. m on the date stated abave; ond to the best of my knowledge, from the couses stated.
SIGNATURE (Degree or title) 0 | 22b. ADDRESS 2c. DATE SIGNED
2
M. D. 518 Argyvle Blde. K C Mo 5/21/58
AURIAL, CREMATION, . NAME OF CEMETERY GR-@RGWATORY 73d. LOCATION (Cin-, town, ot county) {Stote)

Kan/sAs

ADDRESS

25. DATE RECD. BY LOCAL REG.

WP VIE Y e

28. REGISTRAR'S HGﬂAE’E;

A Embal s

on Reverve Side}




STATEMENT BY LICENSED EMBALMER

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

DY MIE, OF DY Lottt it iiiee e ettt iae e ce b e ettt ceanastaasanasnanseneanesranansrannes , Student Embalmer No..............o...ee

working under my personal supervision.

1Y T (=1 11 QUSRS Signed . LT L LT

Signature of Student Embalmer o
. : Licensed Embalmer No"(r-?/

P. 0. Address..../.(.g ...... iy,

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Fa:lure
to comply with the above constitutes grounds for tevocation 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.




