Health i THE DIVISION OF HEALTH OF mISSOURI 58—024820

s;, W;flfun STANDARD CERTIFICATE OF DEATH STATE FILE NUMBER -
ubfic HL
h Service I LED AU G 4 1g§urrunon Dlsmcl No. 42 Primary Reg_lsll’ﬂi_lﬁ_ﬂ District No. ___. J‘. Q.QQ.,: ....... Reg'lﬂmrfs No...,..,,,_,_a__o,_g, _______
| |
PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before
a. COUNTY Buchanan a. STATE Mi sﬂouri b. COUNTY Buchanﬂ' “'?}
"57 b. CgRY {If cutside corporate limits, give TOWNSHIP only) Inside Limits <. C|°TY 7 Inside Limits
R .
TOWN St. Joseph Yosg ] Ne [} Town  St. Joseph ol { 1 YesE N[O
c. Fngl; NAM%OF {If NOT in hespital, give location) | Length of stay in 1b d. STREET (If owtside, give location) Reside on Farm
HOSPITAL OR . ADDRESS
INSTITUTION St. Josephs Hosp. Life 1934 Mulberry St. Yes [] Mo
k2 ;'ITAME OF DE)CEASED First Middie Last 4. DATE Mansh Doy Yeor
ype or print oF
Robert W. Conrad peEatH July 27, 1958
5. SEX O 6. COLOR OR RACE| 7. MARR!EDE}NEVER marrien ] 8. DATE OF BIRTH 9. AIGEr Ei.:‘;;:;; l;‘L:T}IiERIi\;EAR I:::::DER z:“l:r«s.
o '’ .
male white wiooweo(] | ovorcen(]| Sept., 21, 1917 |40 | |
100, USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSENESS QR 11. BIRTHPLACE (City and state or country) 12. CITIZEN OF WHAT COUNTRY?
during most of working life, aven If retired) INDUSTRY C
Mediesl Doctor Practicing Physicién St. Joseph, Missouri USA
130. FATHER'S NAME 13b. MOTHER™S MAIDEN NAME 14. NAME OF HUgBAND OR WIFE
| Harry L, Conrad Ruth Wait Jane Mansfield Conrad
& @ 15 WAS DECEASED EVER IN U, S. ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT Address
= N (Yes, no, or unk If yos, give w dal ¥ i 8
g {Yes, no, or u nqum)l( yos frvp} .or dates of servica) none Jan.e Conra.d St. JO Beph, }'ﬁesouri
@ 18. CAUSE OF DEATH (Emer only one cause per line for {a), {b), and {c).) INTERYAL BETWEEN
w PART |. DEATH WAS CAUSED BY: ONSET AND DEATH
w IMMEDIATE CAUSE (o} _Acute-Hemorrhagic—Pancreatitis - L days -
& >
g_" Conditions, if any, DUE TO (b)
> which gave rise to
[ obove cause (o), }
4 tating th dar-
qu g l'yiung genu.uwl‘c:l. DUE TO (c) 59 70
=] = PART It. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not ralated to the terminal diseass condition given in PART | (o) 19. WAS AUTOPSY
= B . : PERFORMED? l
] | YEKR NO[]
x 5| 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART || of item 18.)
- w
2 & ] L3
Y=
j U 20c. TIMEOF Howr Month, Day, Yeor
o po INJURY a.m.
5 E p-m.
é 20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor abouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
w WHILE ATD NOT WHILE D farm, factory, street, oifice bldg., etc.}
s WORK AT WORK
21. 1 attended the deceased from ? 96_58 . to ? 2? :8 ond last sow him alive on ?_??_En
Death occurred at 9 2455 B m on the date stated above; ond to the best of my knowledge, from the causes stated.
[ 22a. SIGNATUY P (Degree or title) 0 22b. ADDRESS 207 P and S‘ Dldg. 22¢. DATE SIGNED
/ z [ ¢ W Saint Jlnsenh, Missorrd 7=28_0c8

230. BURIAL, CREMATION,] 23 DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) {State)

REMOVY AL (Seecily)
Crmatinn}' Julv 30, 1958/ D,¥, Newcom Kansas City, Missouri

ADDRESS 25. DATE RECD. BY LOCAL REG. | 2&. REGISTRAR'S SIGNATURE

St. Joseph, Mo. ‘22/4-5-2 MWM

{Licwased Embalmel s Statfffent on Reverse Side)
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STATEMENT BY LICENSED EMBALMER

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

, Student Embalmer No. ..................

LT T i - O O OO U PP STUPPIPPRPPPPTS IO PEPRS

working under my personal supervision.

Student .ocvieiiiiii e e
Signature of Student Embalmer

- -

- P. O. Address .. St. Joseph, Mo,

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 émbalmed by a STUDENT, he also shall sign in his OWN handwriting.
If this body is not embalmed, fact should be so stated above.



