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All diseases in Part | must bs causally related.

B. I. Burns
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THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

o98-03656%7

STATE FILE NUMB

58*1

Raglsfrur 's No. Ma.

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Resldence bejdre
a. COUNTY JaCk 201 o. STATE Missauri b. COUNTY Jackso dmi s sig
b. CITY (If outside corporate limits, give TOWNSHIP enly) Inside Limits . CITY Inside Limits
OR . Yos [ No(J o Ci YesB} No[]
TOWN Kansas City el 1a5% towe Kansas City esfK Mo
c. FULL NAME OF (if NOT in hospital, give lacation) | Length of stay in 1b ¥ 4. STREET {If outside, give location} Reside on Farm
HOSPITAL OR " ADDRESS
wsTiTuTion Gen'l Hosp #1 o Y/-.s . 8lS6 Way ne Yes [ No[xd
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Year
{Type or print} oF
 WILLIAM P PIPPENGER DEATH 10 1l 1958
5. SEX o 4. COLOR OR RACE 7'MARRIED|3€EVER MARRIEDC] &. DATE OF BIRTH 9. AIGE1 Ll_"':;:,; J::J::gﬂ;::m lsol::OER 24M:Rs.
L] as! H il -
Male White wooweo[] ' mivorceo[] 12-10-86 71 i 1
10a. USUAL OCCUPATICN (Give kind of work done | 10b. KIND GF BUSINESS OR 11. BIRTHPLACE {City and stots or country} i 12- CITIZEM OF WHAT COUNTRY?
du mo st of king life, wven if retired) INDUSTRY,
: Y. Al A Appleton City, Missouri USA

130. FATHER'S NAME® "

15. WAS DECEASED EVER

(Yas,

.

i

&~

13b. MOTHER'S MAIDEN NAMEES:

14. NAME OF H_UQBAN[? OR WIFE

Edith Pippenger

U. 5. ARMED FORCES?
pnknqwn}l {If yas, give war or dates of service)

/e lrssn Popirier

14. SOCIAL SECURITY NO.

75-0/-F3ffLncy Coc Ke !

Ay 4
17. INFORMANT

Address

/7?2185 Aa’wwoa/ }rc

« PART |I. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (a}

18. CAUSE OF DEATH (Enter only one cause per line for {a), {(b), and {c).)

__ Bronchogenic Carcinoma

INTERVAL BETWEEN
ONSET AND DEATH

MEDICAL CERTIFICATION

WHILE AT
WORK

NOT WHILE
AT WORK

O O

farm, factory, sireet, office bldg., ete.)

Condltions, if un;, DUE TO (b)
which gave rise to
above causs (o),
stating the under- }
1ying cause last. DUE TO {c}
PART It, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not reloted to the rerminal diseose condition given in PART ( {a) 19. WAS AUTOPSY
PERFORMED?
jl2 YES[] NO[O L.
200. ACCIDENT  SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
g O O
20c. TIME OF .Hour Month, Day, Year
INJURY a.m.
p.m.
204, INJURY OCCURRED 2e. PLACE OF INJURY (e.qg., inor abouthome,| 20, CITY, TOWN, OR LOCATION COUNTY STATE

21. | attended the deceased from Aggu.st 29, 1958

Death occurred at H

) OCtober lh, 195'B|nst saw ﬁu[ivem OctOber ]'h’ 19587

m on the dote stoted above; ond to the best of sy knowledge, from the couses stated.

23a. BURIAL, CREMATION,

VAL {Specify}
Yoy

22a. SIGNATU}

{Degrae or title)

vy B

22b. ADDRESS

2hth & Yherry

22¢. DATE SIGNED

16-14~58

Cab. paTE

yo-/6-54

-~
23¢. NAME OF CEMETERY OR CREMATORY

/7t Poria h

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

/rqsﬂ.s' C.vfy

{State)

Mo.

24. FUNERAL DIRECTOR

ADDRESS
Co . /

25. DATE RECD. BY LOCAL REG.

. [E00F Liwwod|

L0 - (55 1

26. REGISTRAR'S SIGNATURE

A Embal

'c. Mo

on Reverae Side)}



STATEMENT BY LICENSED EMBALMER

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

- DY M, OF DY ettt ea et a et e renne , Student Embalmer No, ...................
working under my personal supervision.
Student ..o e SIENEA . .cueeieiiiieiirrrecrrnr e ieseiis e r sttt rab e ranrsrensras
Signature of Student Embalmer

e - . .. - <2 -Licensed Embalmer No..............oo0vnuee

P. O. Address

SRR 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.




