THE DIYISION OF HEALTH OF MISSOURY

Health,
s Valters STANDARD CERTIFICATE OF DEATH STATE FILE NOMBER o
e |FLED R 4077
Sarvice F”.ED SEP 1 6 19 _gi:tmtior[ District No. / Yf Primary Ragisnation District No..___j,_Q,?&_-_ _______ Registrur's No., " {3 _L__,,
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased livad. If institution: Residence bejofe
. 300 a, COUNTY Jackson a. STATE b. COUNTY issio
1-57 b. CITY (If outside corporate limits, give TOWNSHIP only) Inside Limits € ClTY Inside Limits
b rowy __KC., Mo. 000 S 0n Aasses CL Yool Mo
, c. FULL NAME OF (lf NOT in hospital, give location) [ Length of stay in 1b | d. STREETS (If outside, glv!locahon) Reside on Farm
HOSPITAL OR . ADDRES
INsTITUTION Gen Hospital # 1 f&u‘z 706 ? Yes[[) No(]
3. :iTAME OF DE::EASED First Middle Last 4. DATE Month Day Year
ype or print OF
Ivén R Croy peatH-  B8-244-58
5. SEX 4. COLOR OR RACE| 7. 8. DATE OF BIRTH 9. AGE (in years |F UNDER | YEAR| IF UNDER 24 HRS.
Male v‘ih MARRIEDﬁNEVER MARRIEDD I; lget h'n zd:'y; Menths | Days Hours Min.
}5 . WIDOWED oivorceo[ ] 7 - ,Z q- 7 e -
-:-' 10a. USUAL OCCUPATION (Give kind of work done | 10B. KIND OF BUSINESS OR 'I'IA?HPLACE {City and stote or coun'ry) 12. CITIZEN OF WHAT COUNTRY?
= during mlr of wotking life, cv.l'l if rnhr.d) IKDUSTRY
: EThA 7Y

All diseasas in Part | must be causally rolated.

o

tla. FATHER'S NAME

Gl

Croy

13b. MOTHER'S MAIDEN NAME

hettie.

15. WAS DECEASED EVER ﬁ. S. ARMED FORCES?
{If yat) give war or datas of sarvica)

{Yeos, na or wnknawn)

16. $OCIAL SECURITY NO,

18. CAUSE OF DEATH (Enter only one cause per line for {a), {b), ond (c}.)
DEATH WAS CAUSED BY:

PART 1.

14. NAME OF HUSBAND OR WIFE

; £ 4%

INTERVAL BETWEEN
| ONSET AND DEATH

MEDICAL CERTIFICATION

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

IMMEDIATE CAUSE (a) CVa Artig s Ko OAle L.
Conditions, if any, DUE TO (b)
which govae rlse to
ba {a),
srating the. srder. 231 %
lying couss last. DUE TO (¢)
PART . OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the termingl disegss condition glvan in PART | (a) 19 gég?ggg?s"
?
YES D N
20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART {1 or PART [l of item 18.)
O c O
20c. TIME OF .Hour Month, Day, Year
INJURY a.m.
p-m.
20d. INJURY OCCURRED 20e. .PLACE OF INJURY (e.g., inor abouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE

WHILE AT
WORK )

NOT WHILE
AT WORK

O

farm, factary, street, office bldg., etc.}

21. | attended the dececsed
Deoth occurred at

b~15-50U

o

=20-58

g"mLU A.

and last saw E::' alive on o=24 _56

m on the date stated above; and to the best of my knowledge, from the cavses stated.

22b. ADDRESS
EC- - MO.

22c. DATE SIGNED

8-2-58

. BURIAL, CREMATION,
EMOV AL (Specify)

23b. DATE

F-26-5%

23:

220. SIGNATU {Degree or title) &
5 2 .

NAME OF CEMETERY OR CREMATORY

. FUNERAL DIRECTOR

. Z“:DDRESS ” A/ c

ATE RECD, BY LOCAL REG.

L re-SE

23d. LOCATION (City, town, or county)

{State)

JFeo

{Licensed Embalmer’s Statement on Reverss Side)




STATEMENT BY LICENSED EMBALMER

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

DY e, OF DY ittt r e e e e arrraren , Student Embalmer No. ...................

working under my personal supervision.

StUENE «eveeiiiiiiiiiiianiniar e sen e Signed %%m .......................

Signature of Student Embalmer
" Licensed Embalmer Not/fyé

P. O. Address...._M-..gr../.c.i..ltho

Note: The above MUST BE SIGNED BY THE\L[CENSEI_) 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.




