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STANDARD CERTIFICATE OF DEATH
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28-025507

STATE FILE NUMBER

364

Regasirur s No

| |
lI

. PLACE OF DEATH

2. USUAL RESIDENCE (Where deceased lived.

if institution: Residence b?

COUNTY . STATE + b, COUNTY adai 3sion)
- JacKson . M issouRi JAcKson
b. CITY (If outside corporate limits, give TOWNSHIP only) Inside Limits c CITY Inside Limits
rom Kans As C i Ty @ %D i\ 2o Kansas CiTy Yool N0
<. FgLLI_FIAlﬂ_A%C)F (If NOT in hospital, give locotien) | Length of stay in 1b d. f\T)%IFEQEEES ({If outside, glve lecation) Reside an Farm
HOSPITA R
wsniution ¥006_TwDIANA 72 yos YO0 6 T ANDIANA Yeos (] Mo [
3. NAME OF DECEASED First Middle Lost 4. DATE Month Day

{Type or print)

DayidD

BugTon GrRAHAM

oeatn July- 27 - 1988

__57 I

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

15. SEX 0| 6 COL?R OR RACE T"MARRIED X NevER MARRIEDL] 8. DATE OF BIRTH 9. AEE (b.l,:';;:;; ;:Jn:'qﬂené::m I:‘:'N‘DER 2;‘.3.!25_—
MALE- WHiTE | weoweod 1 overceoDl| MAROH 2, 1877 | I
100, USUAL OCCUPATION (Givs kind of work dane | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (Cify and state er cauntry} 4. |12 CITIZEN OF WHAT counTRY?
during mast of working life, sven if retirad) INDUSTRY C
PRESS MaN Kawsas CTy STHR Ball, ANAD J.S. 4,
130, FATHER'S NAME 13b, MOTHER'S MAIDEN NAME 14. NAME OF MISBTNGS-OR WIFE
. .
Toscru _ (Grasam |Fii2a86m Carsner |ETiz HMay (xrRAHAM

15. WAS DECEASED EYER IN U, 5, ARMED FORCES?
{Yes, no, ar aqum)l {If yos, gnn wat or dates of sarvice)

16. SOCIAL SECURITY NO.| 17. INFORMANT

YE7-03-787F

Y/ /" lt’r/mf G RAMNAM-

Address o o6 oD AvA
(LAWSAS T Mo

18. CAUSE OF DEATH (Enrer only one cause per lins for {a), (b}, and {c).) INTERVAL BETWEEN
PART |. DEATH WAS CAUSED BY: // ONSET AND DEATH
IMMEDIATE CAUSE (o) _ & OR o/ IR Y L7 1B d&/s LxeTES
E:ndpl"iuns, ifany, . DUE TO (b) /-; BRI L& 2TH A 5 ‘t//f,é'gt!
i ism M
e } A . 5
i h Jars o~ - o~
z lying couee lawr. ) DUE TO (c) K70 SCafBoSs§ 2
- PART H. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related 1o the terminol dissoss condision given in PART I (a) 19. WAS AUTOPSY
3 N PERFORMED?
2 Yy YES[] NOLJole
2| 200. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART il of item 18.)
w
o Cl O O
g 2¢. TIME OF  Hour  Month, Doy, Year
a INJURY o.m.
X p.m.
20d. INJURY OCCLURRED 20e. PLACE OF INJURY {e.g., inarabouthomes,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE D farm, factory, street, office bldg., etc.)
WORK AT WORK

Death occurred of

21. | ottended the deceosed from 1 u ! &3 - H

2 -d 7.5 z and last scwt alive on
K lon.. é o. M on the date stated above; and to the best of my knowledge, from the causes stated.

2.2 5. 5%

22b. ADDRESS

22c. DATE SIGNED

S 7 radSD)

0 «) s S~

7 las F

3b. DATE

Tu Ly-29-/958

230. BURIAL CREMATION,
B REMOVA'L (Sp.e.i,)

fomesy

73c. NAME OF CEMETERY OR-CREMATGRY
//u-‘c @ EMETERY

{State)

chTION (City, tawn, or county)
Qs As C)ITV Mls:auﬂ_l

4. FUNERAL DIRECTOR

ADDREJ‘ Mg e“tk

25. DATE RECD. 8Y LOCAL REG.

o.| 7-29- 58 >

26. REGISTRAR'S SIGNATURE

p /et s

(Ll:tns.d Embalmar’s Statement on Raverse Side)



-
- !
-
2
“x
{ —~
STATEMENT BY LICENSED EMBALMER
I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed
by me, OF BY i e e eiibeeieeian.. , Student Embalmer No. ...................
working under my personal supervision.
SHUAENE +evnnreiiiii ittt cceeeree e s reerannaerneaens Signed , . C#rrscrmnd!..
Signature of Student Embalmer
. . ' - Licensed Embalmer No..ﬁf’.ﬁ.z ........

P. O. Address. 2’6 ....... . a......

. Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING Faxlure
% 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.




