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O SYMpPIOMS w

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

N

%All diseasas in Part | must be causally related.

N

F”-ED SEP 30 Iggg.s:m.on Distri

THE DIVISION OF HEALTH OF MISSOLRI ' '
STANDARD CERTIFICATE OF DEATH / §,§E FiLe &Q} 18

ict No. ____/__y é-_-_-_-_-_?nmary chlslru:lon Dulrlct No. 2__0_2. * S Regislrcr's N°-~——4‘—-d—-—3—-—

1. PLACE OF DEATH
a. COUNTY Jackson

2. USUAL RESIDENCE (Where deceased lived. If institution: Resu‘lance befére
o STATE Missouri® COUNY Jgcks ™'y

b. CITY {If outside corporate limits, give TOWNSHIP only) Inside Limits <. C|TY

Inside Limits
R Independence Yes [ No [] o Independence qoo’{c YesX No[]
c. FULL NAME OF (If NOT in hospital, give location} Lcnqrh of stay in 1b d. STREET fou . give lgegtios Reside en Farm
OSPITAL O 1307 i
0 RIS%IT{JAT[ONR naep. 08D Life AppREss 13 “‘J' zg eh Qfeigr * Yes[J Ne[X
3. NAME OF _DECEASED First Middle Last 4. DATE Month Day Year
{Type or print) MR. HARRY ORIN BANNING DEATH Sept 23. 1958
5. SEX 6. COLOR OR RACE 7’MARRIED NEYER MARRIED[ ] 8. DATE OF BIRTH 9. AGE (In ysars {F UNDER | YEAR] IF UNDER 24 HRS,
I Male O w‘hl te WIDO\IED[:] J DIVORCEDD NOV . 18 . 19 08 l4§hrlhduy) Months | Days Hours I Min,
10a. USUAL OCCUPATION (Give kind of work dons | 10b. KIND OF BUSI;‘IESS el ] 11. BIRTHPLACE {City and state or country} l 12. CITIZEN OF WHAT COUNTRY?
during mos¢ ul working Fife, sven if retired) INDUSTRY <
13a. FATHER'S NAME 136. MOTHER"S MAIDEN NAME ) h{u. NAME OF HUSBAND OR WIFE
M, [on ]'Bmmma Lottie Wittenbrink rs. Pauline Banning

15. WAS DECEASED EVER IN u 5. ARMEKFDRCEsrl 16. SOCIAL SECURITY NO. MPBORM@'Ijaul ine ann lﬂ ss
{Yes, no, or u'ﬁqown) {IF yus, give ﬁ[oor dates of service) ¢?§-07—22?4 130" ! [ E g E T g ;

1

18. CAUSE OF DEATH (Enter only one cause per line for {a), {b}, and {c}.} INTERVAL BETWEEN
PART I. DEATH WAS CAUSED BY: ONSET ANDAFEATH
IMMEDIATE CAUSE (o) LA . 2.4
/ W [ A.(,,@.—
Conditions, i any, . DUE TO (b) Ly c 2
which gave rhse 1o } 7 V4
cbove cause (o), ~ £~ N
im he. under. Colim et 4«1«4‘«..4 bl 2 g
z lving covas lost. | BUE TO (c) y 4 Y,
= PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEAJH but not ralated to the termincl disease conditian glven in PART | {o) 19. WAS AUTOPSY
S PERFORMED?
i ( YESf] NOC]
5| 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART [l of item 18.)
§ ] | ]
§ 20c. TIME OF Hour Month, Day, Year
St INJURY a.m.
>3 p.-m. - !
20d. INJURY OCCURRED 20e. PLACE OF INJURY {e.g., in or about home,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATL—J NOT WHILE ] farm, foctory, sireet, office bldg., etc.)
WORK AT WORK
r
2. | attended the deceased from 9-5-58 . o 9-23—58 and last 'lawm-c“ve on 9—23-58
Death eccurred ot ‘373 35 .M, - m on the dote stated above; and to the bast of my knowledge, from the couses stated.
220 SIGNATURE /0, ce £. itl:) S-' 0 22b. ADDRESS 22c. DATE SIGNED
Drs. Grabske & Link 10901 Yinner, Independence,Mo. 9-23-58

73a. BURIAL, CREMATION,| 23b. DATE

"BUfi%1” | Sept.25,1958 Woodlawn Cemetery Indeps; Mo,

23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION {City, tewn, or county) {S1ate)

v. 1 )

OV @ Tichell, Inf¥f, Mo.  |"ZILTOTHT V ©

~25~ 68’ Acecer

(Licansed Embalmec’s Statement on Reverse Side) 4 \ M Mo
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STATEMENT BY LICENSED EMBALMER

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

L BY M, OF DY i er e e e e e ————— e e ara e anans » Student Embalmer No....................

working under my personal supervision.

Student .o e
Signature of Student Embalmer

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 embalped by a2, STUDENT, he also shall sign.in'his OVN handwntmg ‘v ~

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

' PRI T g s e




