5494 <

THE DIVISION OF HEALTH OF MISSOURI

e B=036561__ "

Health,
, Welfara £8 STANDARD CERTIFICATE OF DEATH STATE FILE NUMBE |
rwlic  fFILED NOV 7 19 %44 N & '? |
Service Il—"l Bfgistruticq District No._ ! A/ Prfmary Ra‘g'isrruflon District ND‘__Z.Q_QA—A..“....“.... Ro_g_l's!rur's No. ,...A.,_._______ .
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Rnsdldunce before
, . COUNTY . STATE b. COUNTY admissi
30 ° Jackson ° Missouri Jackson }’J‘
1-57 ¢ b. CITY (i outside corporate fimits, give TOWNSHIP only) Inside Limits €. CIOTRY Insida Limits
TOWN Kansas City Yes (X No [] ,q;bqa town  Kansas City Yosfm] Ne[]
c. FgL;. NAME SF {ff NOT in hospital, give location} 74 STREET {If outside, give lacation) Reside an Farm
- HOSPITAL O ADDRESS : '
; insTITUTION 4207 E, 22nd, St 4207 E, 22nd_St. Yool No]
l 3. NAME OF DECEASED First Last 4. DATE Maonth Day Year
{Type or print) opP
Budeana A. Petralia DEATH  QOct. 19, 1958
5. SEX + | 6 COLOROR RACE| 7. MARRIED[ INEVER MARRIEDE 8. DATE OF BIRTH 9. AGE (In yeors JF UNDER i YEAR| IF UNDER 24 HRS.
last birthday) | Months | Days Houra Min,
Female White mooweo[]  owwdxeeo[| Sept. 20, 1358 |58 |
t0a. USUAL OCCUPATION (Giva kind of work dens | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City ond state or country) 12. CITIZEN.OF WHAT COUNTRY?
during most of working life, even if vetired} INDUSTRY R o o
none -infan -—— Kansasg City, Missouri U. 3. A.
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF H'UQBA.NEE OR WIFE
Johny Petralia Yvonne Cannon none
15. WAS DECEASED EVER IN U. 5. ARMED FQORCES? 16, SOCIAL SECURITY NO.| 17. INFORMANT Address

LISE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE
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[Yes, no, or unknown)| {If yus, give wor or dotes of service)
-

none

Yvonne PEr»ac,a 4207 E. 22nd St.
[

INTERYAL BETWEEN
ONSET AND DEATH

18. CAUSE OF DEATH (Enter only one cause per ling for (a), {b), and (¢).}
PART I. DEATH WAS CAUSED BY:
IMMEDIATE CAUSE {c) /‘¢l—(

/W"a f; Y W)
o i Ly
Conditlons, if any, DUE TO (b)
which gave rise 1o }
above couss {a),
tating th der-
5 I'qung geuu.uw;u::. DUE TO (<) L’q’ {
= PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not reloted to the tarminal disease condition given in PART | {a} 19. WAS AUTOPSY
hyi PERFORMED?
& | Yes A no[d
% | 200. ACCIDENT SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART 1 of item 18.) -
wl
; O O O
U1 20c. TIME OF .Hour :Month, Day, Year
() INJURY a.m,
X p..
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor abouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE E farm, foctory, street, office bldg., etc.)
WORK AT WORK
21, t ottended the deceased frem , 1o and last sow ::; alive on

!/Deuth occurred at

m on the date stated above; ond to the best of my knowledge, from the couses stated.

SIGNATUR (Dogreg,or title 22b. ADDRESS 22e- DATE SIGNEQ
5«/%@’%» MM 662> PMMM Py
T30. BURIAL , CREMATION, ATE 23e. HA‘E OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county} (5tate)
REMO weily
Removal Oct . 21,1958 | South Point Cemetery Orrick, Missouri

24. FUNERAL DIRECTOR ADDRESS

Earp & Sons 4707 'I‘ruman Rd. K.C. Ho.

25. DATE RECD. BY LOCAL REG.

[0-20-5F “Prtop '

26. REGISTRAR'S SIGNATURE

.
d Embal .

{LE

on Reverse Side}

-
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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
T Y- o SRR ST PPN PPITPSPPITIRISTISLELTLL , Student Embalmer No. ........ccovvviinn
working under my personal supervision.

LT A3 Ts1=3 1| SO PO PPt Signed ...
Signature of Student Embalmer

Licensed Embalmer No, »Tx.. 5 ..........

. ~ P.O. Address....../.ﬁ... "

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Faxlure
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.,



