i THE DIVISION OF HEALTH OF MISSOURI 58—032807 g

L Welfare T STANDARD CERTIH(A'“ OF DEATH o STATE FILE NUMBER
Public i _
Service t”_EU UCT 8 195&9“"“"‘“‘. District Now e Z,..s:’.. --Primary Registration District Mo. ,/ﬂ -5 | Registrar’s Ne. ngi_ —
f). 1. PLESE OF DEATH 2. USUS;;\rL RESIDENCE (Where deceased lived. |f institution: Raséden;z)ﬂore
_ . UNTY . STAT b. COUNT admi s,
g ° Jackson * STATMissouri Jackson
-57 b. CITY {If cutside corporate limits, give TOWNSHIP only) Inside Limirs CI(;I-RY Inside Limits
Al
| owKansas Clty Ye: Ld N [J 11,2 orown Kansas City Yoshel No[
: c. ﬁglg.lp_l_ll_i:&‘uggF {If NOT in hospital, give location) | Length of stgya 1b d. SB%%EE (If outside, give location) Reside on Farm
: INsTITUTIoN DT 'S Hospital - - ADDRES} 310 Denver Yos (] Ne[X
| 3. NAME OF DECEASED First Middle Last 4. DATE Month Day Year
| {Type or print} OF
Edward Jenkins Lewis DEATHSept, 21s5t,1958
5. SEX p | 6 COLORORRACE| 7. MARRIED[ JNEVER MARRIED] ] 8. DATE OF BIRTH 9. AGE (In yoors {iF UNDER 1 YEAR| IF UNDER 24 HRS.
lagt birthday)} [ Menths | Doys Hours Min.
Male White mooweo[EX_aonvorceoClMarch 24 1887 | o [ [ |

10a. USUAL OCCUPATION {Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE {City ond state or gountry) ' 12. CITIZEN OF WHAT COUNTRY?

ring most ing life,_gyan if catired) NOUSTRY
DIsPatceher-Ry "E."Ma. S¥reet Dept, | Leavenworth Kansas T. S. A,
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF N_UéBAN[? OR WIFE

Samuel Lewls Unknown ary lewis

I5. WAS DECEASED EVER IN U. 5. ARMED FORCES? 16. SOCIAL SECURITY NO.f 17. INFORMANT Address

(YNcn)u, ar unknqwn)| (If y"N‘vooﬁcéor dates of s-rvl:u) 6—. 07-8200 Maxine Rn ppe G—ashland L‘Io

18. CAUSE OF DEATH (Enter only one cause per, Ime for {a), (b), and {2).} INTERYAL BETWEEN
PART . DEATH WAS CAUSED BY: W ORSET AND DEATH
IMMEDIATE CAUSE (a} M . %&m

Condltions, if any, } DUE TO (b)

-

* USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

which gave rise 1o
obove cause ({a),
stating the undar.

s 0o ™

z lying cause last. DUE TO (¢}
=] = PART Il. OTHER SIGNIFICANT CO TIGNS CONTRIBUTING TC DEATH but not r-lc"‘d 10 the terminal djsease gondition given in PART 1 {a) 19. WAS AUTOPSY
£ hi PERFORMED?
s z ves[ ] No [ -
> £{ 200. ACCIDENT® sUWZIDE HOMICIDE | 20b. DESCRIBE HOWANJURY OCCURRED (Eme, nature of injury in PARJ| or PART Il of item 18.} ¥
E G 0 O
2 2 '
Y Ul 20c. TIME OF . Hour :Month, Day, Yaar
2 3 INJURY  a.m.
§ €3 p.m.
E 20d. INJURY. OCCURRED - Ae. PLACE OF INJURY {e.g., inor about home,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
- WHlLE AT Nﬂl’ WH||_E farm, fagtery, street, office bldg., etc.)
5 [:} O
5 21. | attended the dececsed from J "'4 i "j 2 , e 2 -g Z -é 2 and lost saw :?; alive on ?—.2.9’ '\s—i
3 Death occurred ot '7_:-_; a & _m on the date stated above; and to the best of my knowledge, from the couses stated.
‘E b : 229. SYBNATURE | {Degreo or title) - 22b. ADDRE! ﬂ 22¢. DATE SIGNED
3 .
=% , Do, fff/f/mg. M)Ka_ F22-5F
o 230. BURIAL, CREMATION, | 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION {City, town, or county) {State}
RE of v} .
¥ Hih % 9/23/58 t.Moriah Cem, Kansas City Missouri
E 24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. 26. REGISTRAR'S SIGNATURE
< jEarp & Sons K. C. Mo, P ora- -5 (e )’h_w.d‘ﬂ

{Licensed Embalmer's Statement on Reverse Side)




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 ...................

by me, or by ..................................................................

working under my personal supervision.

SEUAENE  -vereireeeriennrinsnecasrearasrnnsiesetosnsarsarrnzmssas Signed
Signature of Student Embalmer .

L:censed Embal §r)l
P. O. Addressj ............

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in hlS OWN HANDWRITING (Fallure
to comply with the above constitutes grounds for revocation of license). ) - S

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. .-




