THE DIVISION OF HEALTH OF MISSOURI

Health, ] S38-036'746
wellees STANDARD CERTIFICATE OF DEATH G A e A B
Public .y 0] — P
Service I.‘ talu N OV 1 4 ]Jﬁgiurmioq District No. ...._A:,._._Q._.....,.._.,_...A__P:imavy Registratien District Non#\é?az-__ Registrar's No.ﬁ_’?ﬁ{ ___________
|
I 1. PLACE OF DEATH 2. USUAL RESIDENCE {Where deceased lived. [f institution: Rujdmc;;’{.
. o. STATE . b. UNTY admissiol
g 79;0'5 3
1-57 its, give TOWNSHIP only) Inside Limits c. CEJTRY r owo Insidé’ Limits
rie. Yer O Mo O TOMN £ Jepedenc e ° voO
. Fgls.Fl..l_Fl * EOOF {If NOT in hospital, give location) | Length of stay in 1b d. ST%IEQE};S {If outside, give location) Reside on Farm
H Al ADDRE *®. =
INSTITUTIO 0 . Nosp 25 yrs. ff’ ¥ Yes[1 No
ED First Middle Last 4. DATE Month Day Yoor
{Type or print) OF
Somer - \&'/0‘{ DEATH PpeVe 2 /78§
5. SEX & COLOR OR RACE| 7. T 8. DATE BIRTH 2. AGE (tn FUNDER i YEAR] IF UNDER 24 HRS.
(] MARRIED #EVER MARRIEDD lagt tir';d.:;; Months | Doys Houwra Min.
Male wWhite | woro] ovorceo(| N o, 1994 | 774
3 10q. USUAL OCCUPATION (Give kind of work done [ 10b. KIND OF BUSINESS OR ?IRTHPLACE {City and state or enun(ry) 12. CITIZEN OF WHAT COUNTRY?
duripg.most of working life, even if retired) INDUSTRY,
’ Sdesman Roofing Wenoro | | U SA.
130 FATHER™S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE v

causally related.

dissases in Fart | must b

k‘\\ Ty

USE ONLY BLACK INK OR RIBBON TYFEWRITE IF POSSIBLE

John W, Dailey

Elizabeth =--------

Ottoria Dailey

15. WAS DECEASED EYER IN U. 5. ARMED FORCES?
(Yen, no, mawn)| (If yes, give wor or dates of service)
W™ Pl e o

16. SOCIAL SECURITY NO.
None

17.

INFORMANT

Address

4634 Campbell
Mlss. Margaret Dailey, Kansas Cify,Mo.

PART L.

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

IMMEDIATE CAUSE (a)

CERChrwl Thivm bosis

INTERVAL BETWEEN
ONSET AND DEATH

Conditians, if any, DUE TO (b)
which gove rize to } . *
chove eauze (o}, J )
toting th, der-
z lyimg covas fast. J DUE TO () A’ RTENH e edevrasies
= PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the termingl dissass condition given in PART [ {a) 19. WAS AUTOPRPSY
z PERFORMED?
: _ 332 X YES[] NO [y] S
| 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCLURRED. (Enter noture of injury in PART ) oc PART !l of item 18.)
w
o O ] O
3] 20c. TME OF Howr  Menth, Day, Year
g INJURY  am.
x p.m. -

WHILE AT
WORK O

204. INJURY OCCURRED
NOT WHILE
AT WORK

20e. PLACE OF INJURY {#.g., inor about home,
form, .ctory, street, office bldg., ete.)

]

201, CITY, TOWN, O

R LOCATION

COUNTY *°

STATE

21 {"attended the d

d from

Death occurred ot

m.fo H-l-%

and

[© —

last saw hilrrl alive on

j1o-31-5¢

m on the dote stated above; and fo the best of my knowledge, from the couses stated.

22n. 51 RE

{Degree or title)

[ddf(a—ow— , A ﬂa

22%. ADDRESS

0@0

oF

22c. DATE SIGNED

-4~

230. BURIAL, CREMATION, | 23b. DATE 23e. NAME QF CEMETERY OR EMATORY 23d. LOCATIUN (City, town, unty) {State}
MOVAL (Sp - * -
emoval' Itiov.5,1958 |[Mt. Calvery Cemetery | Kansas City, Kansas

14, FUNERAL DIRECTOR

ADDRESS

25 DATE RECD. BY LOCAL REG.
iLengsford Funeral Home,Lee's Surmmit Nov.5,1958

i1 @ (Licenssd Embalmer's Statsasnt on Raverss Side)

26. REGISTRAR'S SIGNATURE




rwam ra A de e

¢ ————r

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 Liiiiiiniiiieiirnrerrnener et rnerennrarrernsrsreansanenemeataasasarastssaransnnnins , Student Embalmer No. ...................

working under my personal supervision.

SHUAENE  vreiiiiiiiiiiiiii ittt iiie et rre e e s aaaeas Signed),//....ﬁ WA Aoy s

Signature of Student Embalmer
Licefi$ed Embalmer No?/?/?? ......
P. 0. Address 4. v ,.,,,,,/

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 embalmied by a STUDENT, he also shall sign in his OWN hhndwriting.  *©

If this body is not emba:lmed, fact should be so stated above.

- -,




