t. Health,
, & Welfare
5 Public

th Service

THE DIVISION OF HEALTH OF MISSOUR!

STANDARD CERTIFICATE OF DEATH

I:’ Fn S E P 1 6 1gs—gg|sfmhon District No. e }.{Z_-_Prlmury Registration District No. No.___

—-D8=032580._ .

STATE FILE NUMBER
./_..Qm.ﬁ..:::__.._ Reglsrmr s No. 4

-

PLACE OF DEATH
. COUNTY

2. USUAL RESIDENCE (Where deceosed lived.

I institution: Residence befdre

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

Il dissases in Part | must be causclly related.

18. CAUSE OF DEATH (Enter only one ause por
PART b. DEATH WaS CAUSED BY

line for {a}, (b}, ond {c).}

IMMEDIATE CAUSE (o) Confluent bronchopneumonia, bilateral

K
OI JACKSON « STATEMISSOURL - COUNTYJAGKSON“' e
'57 CBTRY {if autside corperate limits, give TOWNSHIP only) Inside Limits c. CITY Inside Limits
TOWN KANSAS CITY Ves (g N[ m$mnmmmcnx Yes B N [
l’-:lgls-ll’_l NA[P:‘IEOOF (If NOT in hospiral, give location) | Length of stay in Ib ? 4. STREET {If cutside, give locatien)} Reside on Farm
TAL OR__ R - ADDRESS
INSTITUTION 39 yis. 1330 LYDIA Yes [ Mo [l
3. NTAME OF DE;:EASED Firsy Middle Lost 4. DATE Manth Doy Year
{Type or print OF
JIM CARR peaTRAugust 23 1958
5. SEX 2] 6. COLOR OR RACE| 7. MARRIEDE NEVER MARRIED[ ] B. DATE OF BIRTH 9. AGE (In years [FUNDER 1 YEAR| IF UNDER 24 HRS.
. Male Negro winowen[ ] orvorcen[ ] 6_11_87 7]:“ birthday) [Menths | Days Hours , Min,
‘3 10o. USUAL OCCUPATION {Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE {City and state or country} 12. CITIZEN OF WHAT COUNTRY?
= PUPtEP o Retirrad i INDUSTRY Springfield, Mo, U.S.A.
-]
= 130. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
¥ .
e Anderson Carr Evelyn Gaines Opal Carr
'éi 15. WAS DECEASED EVER IN U. 5. ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT Address
B O erg “"“"“"“’| But a3 -Po-@aRPid9 | ,99-07-9968 OFFICIAL RECORDS VA HOSPITAL
-]

INTERVAL BETWEEN
ONSET AND DEATH

Conditions, if any,

which gove rise to
obove couss (a},
stating the wnder.

!

bue To () Recent massive geptal myocardial infarction

bUE TO ) COronary arteriogselerosis

q.) f‘\

z lying cavss last.
}9-' PART 1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal disease condition given in PART | {a} 19. WAS AUTOPSY
< PERFORMED? |
i YES[ ] NO[] ©
2| 20c. ACCIDENT SUWCIDE HQMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
g o O
§ 2¢. TIME OF Hour  Month, Doy, Yeer
a INJURY a.m.
X p.M.
20d. INJURY QCCURRED . 20e. PLACE OF INJURY {e.g., in or abeuthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE I:] tarm, foctory, street, office bldg., etc.)
WORK ATwORK ~— ) =

N Rded the decansed from

6=3-58

8-23-58

, o

LTI/ G2

53595

eath occurred at

P on the date stated above; and to the best of my knowledge, from the couses stated.

{Dagree or title)

© | 22b. ADDRESS

22c. PATE SIGNED

A, J. Williams

w D, MD [V.A, Hospital, Kansas City,Mo §-24-58
23a. BURMENATIUN 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) {Stats)
REMOV AL {Specify) . .
ova 8-27=58 National Leavenworth, Kansas
24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD, BY LOCAL REG. | 26. REGISTRAR'S SIGNATURE -

Watkins Bros., Funeral Home 18th & B.nt

Fas -

Al

{Licensed Embalmes’s Statement on Reverss Sida)




STATEMENT BY LICENSED EMBALMER

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

[T LTS 21 AU UUUUUUPOUPPRTORIRS RS PPRPPPRPPRE PRSP LR , Student Embalmer No. .._................

working under my personal supervision.

L 11T = 1| AT OTU U POV PITPP
Signature of Student Embalmer

Licensed Embalmer No..... 2K5TaY....

P. O. Address...../dﬁaz..\(

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 embalmed by a STUDENT, he also shall sign in his OWN handwriting,

If this body is not embalmed, fact should be so stated above.

-

e




