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L Welfars o STANDARD CERTIFICATE OF DEATH - STATE FILE NUMBE&SSB:
Public _ .
Service IE”_ED OCT 1 5 1959,;,"0“0,! District No. / Y/? Primary Registration District No. AP BT ... Registrar' A
t. PLACE OF DEATH 2. USUAL RESIDENCE (Whore deceased lived. il institution: Residence befére
.0 @ a. COUNIY JACKSON o STATE MISSOURI b COUNTY BENI'GH"":'?’
1-57 b. C:)TY (If cutside corporate limits, give TOWNSHIP only) laside Limits c. CIOTRY a0 % fa} Insids Limits
R
Towmd  KANSAS CITY vald 3 11y tom  IONIA ¢ Yes X No [
c FgLF!; NAME OF (If NOT in hospital, give location} | Length of stay in Ib d. STREET {If outside, give location) Roside on Farm |
HOSPITAL OR ADDRESS :
INSTITUTION YA HOSPTTAL 5 daya GFN DEL _ Yes £ NeX]
3. NTAME OF DE;:EASED First Middle Last 4. DATE Month Doy Y ear
(Type ar print OF
WILLIAM THOMAS BURNS oeatH SEPT. 29, 1958
5. SEX v 4. COLOR OR RACE| 7. MARR‘EDEMEVER marrien[] 8. DATE OF BIRTH 9. AGE' E"';;:;; ;,L::ﬁn;::m l:ul:::DER z:‘:as.
W in,
; MAIE WHITR wooweo[] ! pivorceo[]|  4mSwO3 65 |
-4 106, USUAL OCCUPATION (Give kind of work dene | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE {City ond state or :oun!rvlﬂ 12. CITIZEN OF WHAT COUNTRY?
= during |' of ing ||f-, -v-n i rcruod) INDUSTRY
: gablied WARSAW, MISSOURI U.S.A.
g 130 FATHER $ NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND DR WIFE
4 DAIR Burns JANE — DOROTHY Burns
15, WAS DECEASED EVER IN U. 5. ARMED FORCES? 16. S0CIAL SECURITY NO.| 17. INFORMANT Address C
{Yes, na, wn)| (If yas, give es of service)
ey W " | 553 14 1461 Official Records Va Hospital, K.C., Mo,
18. CAUSE OF DEATH (Enter only one cause per line for {a), (b}, and (c).} INTERVAL BETWEEN
PART L. DEATH WAS CAUSED BY: ONSET AND DEATH

IMMEDIATE CAUSE () ____Myoeardigl Infarction
DUE TO (b) coromr

Conditions, If any,
which gave riss to }

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

above covse {a), I
tating th der-
g !‘ﬁneﬂnceu.uwl'n::. DUE TO (G) l,z‘g
; = PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TG DEATH but nat related fo the terminal diseass condition givan in PART | {g) 19. WAS AUTOPSY
3 < PERFORMED?
k! 2 YES[] NOXRR 2
- 21 200. ACCIDENT  SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. {Enter noture of injury in PART | or PART Il of item 18.)
= w
H o O O ]
S S1 20c. TIME OF Hour Month, Doy, Year
3 a INJURY a.m.
g Xz p.m.
E 2d. INJURY QCCURRED 20e. PLACE OF INJURY (e.g., inor cbouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
T WHILE ATD NOT WHILE ] farm, .ctory, street, office bldg., etc.)
3 WORK AT WORK
£ zl.zqr.ﬁ.ﬂﬁm the deceased fon _Saph 25, 1958 , 'm,_lgiﬂ_f/ﬂ/#ﬁ#/ 444%5444444“444[
H 2 Deoth occurred at 6!4.0 p-"ﬁ' m on the date tl’cf_od obove; and to the best of my knowledge, the causes stated.
3 '9' 220. SIGNATUS ) itle) 2| 22b. ADDRESS 22<. PATE SIGHED
o r
= g D o p i ‘ ] M.D. VA HOSpit&l, K.C., Moo 9=-20-58
o [J2%a. BURIAL, CRENAT <, 6'5 23¢. NAME OF CEMETERY QN EREMATORY 234. LOCATION (City, town, or county} {Stote)
REM M (Specit " ? - /

= ' rEN—— L ! Akl L // ; ZJA/}J" " WO

g M 24. FUNERAL DIRGCTOR ADDRESS 4/? (25 DATE RECD. BY l.ﬁL REG. | 78, REGISTRAR'S SIGNATURE
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STATEMENT BY LICENSED EMBALMER

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

Student Embalmer No. ..ccooonnennnnn.

.

DY ME, OT DY iereiimn ittt e e s e s e -

working under my personal supervision.

SEUBEMAL  crevunrirrnnnrasrasrsserrnsnnrrensstsastionsrmsisnnrracs Signed ...~ ...
Signature of Student Embalmer

PR R e R A R A A TS ] S o pial) 7@ K
LA S N . A ' ] ' . Lxcenspd Embalmer No J &

| P. O. Address.......~. '( e 2’%

* T 7 Note: The above' MUST éE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Faxlure
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.




