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All diseases in Part | must be caus

A.J.Willlams

THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

.98-021873

STATE FILE NUMBER

LED JUL 1 4 lgsagillruﬁan_ District Now .o z./.éﬂv—uprimmy Registration District No. _____, /_ékﬁdﬂ_‘z.‘.?_-ﬂoguuaﬂw._’ﬂg _____

1. PLACE OF DEATH

o COUNI YJAUI{SON

2. USUAL RESIDENCE (Whore deceased lived

a. STATE MIS SOURI

A COU‘T" institutian: Ru‘;:mc- b)aloro
. INTY 922 3 admission

b. CITY (If outside corporate limits, give TOWNSHIP only) Inside Limits c. CITY 0 ‘ ide Limirs

oR Yes [] Na [] x oR E‘b s[] No[]
TOWN  KANSAS CITY . TOWN TIRERTY o

c. FULL NAME OF {If NOT in hospital, give location} | Length of stay in 1b d. STREET {If ourside, give location) Reside on Fearm

HOSPITAL OR ADDRESS
Weriution V.A. HOSPITAL 215 days 18 Grotm Street Yos (] No[]
3. NAME OF DECEASED First Middle Last 4, DATE Month Doy Year
{Type or print} OF
ARCHIE H. FERRIL DEATH 6th 13th 1958
5. SEX O 6. COLOR OR RACE} 7. MARRIE‘@NEVER MARRIEDD 8. DATE OF BIRTH 9. AGE {In yeors bF UNDER | YEAR| IF UNDER 24_HR5.
? laat birthday) | Monthe l DL'." Hours, Min.
Male White wooweo[] ¢ oivorceo[] 11-30-95 62 yrs
106 USUAL DCCUPATION {Give kind of work dene | J0b. KIND OF BUSINESS OR 11. BIRTHPLACE (City and sfate or country) o 12. CITIZEN OF WHAT COUNTRY?
during mogt of warking life, even il retired) |NDUS .
Taborer nstruction Liberty Mo U.S.
13a. FATHER"S NAME t3b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Oliver Ferril Amnma Halll 0.F, Ferril
15. WAS DECEASED EVER IN U. 5. ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT Address
(Yea, pp, o unknawn)| (I wat ot dot f service} .
e gy v e e | 493 12 9140 | V,A.Hospital Records, K.C, Mo

USE ONLY BLACK INK OR RIBBON TYPEWRITE iF POSSIBLE

PART |. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (a)

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

Asphyxia

INTERVAL BETWEEN

ONSET AND DEATH

Conditions, if any,
which gave riss to
above causs ({a),
stating the undar-

oue 7o ¢y Terminal hemorrbage with aspiration of blood
bue 10 () Squamong_cell carcinoma right neck and hypopharyny

g Iying couse lasr
- PART l1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not ralated to the terminal disease condition given in PART | (a) 19. WAS AUTOPSY
i 4 PERFORMED?
2 (91 NO(]
2| 200. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter natwre of injury in PART | or PART Il of item 18.)
w
8 o 0O O
§ 20c. TIME OF Howr Month, Doy, Year
a IMJURY  am,
X p.m.
204. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inorabout home,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE D farm, uctory, street, office bldg., etc.)
WORKTA AT WORK

2].lu!!¢ndod the deceased from 1 o dJune 13 ’ 155&
Deoth occurred at 3 : T) m on the dote stated obove; and 1o the best of my knowladge, from the couses stated.
GNATURE {Degree or titla) o 22b. ADDRESS 22¢. DATE SIGHED
_ MD YV.A. Hospital K.C.,Mo 641358
CREMATION, 23: NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) {State)

,' ” ,ME// Vo ird

/7 2 7 s el C eﬂc/éw

L5

eff’fv 7255067/

24. FUNERAL DIRECTORV ADDRESS

/%Pa‘;/c;z 6 ety Fla.

L4 T

{Li

25. DATE RECO. BY LOCAL REG.

26. REGISTRAR'S SIGNATURE

— —

d Embcl *a %

on Reverse Side)

| v Blnadel




%)
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STATEMENT BY LICENSED EMBALMER

-
. e

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

by me,-orby i ettt e et , Student Embalmer No. .........c.ccavnnie

working under my personal supervision.

Student oo e
Signature ol' Student Embalmer

L . o -

~

P. O. Address

-

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




