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USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

iseases in Part | must be causally related.

FILED DEC §

THE DIVISION OF HEALTH OF MISSOUR1

STANDARD CERTIFICATE OF DEATH

lgggisrmrion‘ District No.

58-039866

o

STATE FILE

Reglstrnr

NUMB% 2?1

sNo

+«1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. H institution: Residence bef, e
o COUNIY JACKSON o STATE MTSSOURI ™ CONTY  QULLIVAN-™
b. CITY (If outside corporate limits, give TOWNSHIP only) Inside Limits c. CITY - S5 Insida Cimits
OR Y, No [J OR ¢ N
Tow  KANSAS CITY e¥IN0) |y, 7oww  MILAN YesX Mo U
c. FgLIL_!'INACAE)DF (1§ NOT in hospital, give location) | Length of stay in 1b ' 4. STREET {If outside, give lecation) Reside on Farm
HOSPITA R ADDRESS
wsTiTution . VA HOSPITAL 113 dagys Yos [} No[3
3. FTAME OF DE;:EASED First Middle Lase 4. DATE Month Day Y ear
ype or print] OF
DOYLE HENRY CARTER o NOVEMBER 5, 1958
5. SEX o | 6 GOLOR OR RACE] 7. MARRIED@NEVER marrigo[ ]| 8 DATE OF BIRTH 9. AGE' Ll.n':;ur; IE:‘T}?ER;;EAR I:HL:NDER 2:‘:515.
irthday . rs .
MALE WHITE wooveo[] ! ovorceo[)|  Jeal6me§9 84 | |
10a. USUAL OCCUPATION (Give kind of work done | 105, KIND OF BUSINESS OR 11. BIRTHPLACE (City and stote or country} 12. CITIZEN OF WHAT COUNTRY?
during most of working life, even if retired) INDUSTRY
W RECORDER oJ A_MESPGHT' M .5.4.

130. FATHER'S NAME

JAMES K CARTER

13b. MOTHER'S MAIDEN NAME

ANNA D ASH

14. NAME OF HUSBAND OR WIFE

VIDA

BROOK

15. WAS DECEASED EVER IN U. 5. ARMED FORCES?
{Yas, no, or unknqwn][ﬂf yas, give wor or dates of servica)

16, SOCIAL SECURITY NO.
L 98- /,05133

17.

INFORMANT Address

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

PART . DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (o} __Pulmonary hemorrhage

Motatstatic ¢ i

Official Becggdamm_&rﬂﬁw_
INTERVAL BETWEEN

ONSET AND DEATH

Conditions, if any, DUE TO (b) -
which gave rize 1o
obove causs [a},
stating the wnder- }
g lying cause last. DUE TO (c)
jna PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal diseass conditien given in PART | [a) 19. WAS AUTOPSY
x :} e PERFORMED?
£ )Q i YES[ ] NO&el 2
2| 200. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in PART | or PART || of item 18.)
I
u O Ol d
§ 20¢. TIME OF Howr  Month, Doy, Year
a INJURY a.m.
% P,
20d. INJURY OCCURRED 200. PLACE OF INJURY {e.q., inor abouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE 0 form, factory, street, office bldg., etc.}
WORK AT WORK
21. /uuended the deceased from .10 IWﬁ/‘ZZ/"//r/
Death tccurred ut B IEL‘ m on the date stote. al?ove, and to the best of my knowledge, from the couses stated.
22e¢. SWW) o | 22b. ADDRESS 22¢. DATE SIGNED
VA Hospital, K.C., Me. 11~5-58
23a. BURIAL, CREMATION, | 23%. DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION {City, town, or county) {State)

24, FLUNERAL DIRECTOR

REMOVAL {Spucif

pu——

T ) DO

(- 1.5Y

ADDRESS

: /7

7

| 25. DATE RECD. 8Y LOCAL REG.

26. REGISTRAR'S SIGNATURE .

(A ra/

- 7- 5F

{Licensed Embolmer”s Statement on Reverse Sids)
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STATEMENT BYSLICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed
, Student Embalmer No. ...................

€ DY TETIEEEIR . eeeeeeeeeeeee e e s e e ee e esseres e e s eesenee s eseee e e tennteenneeenseeearere st one

working under my personal supervision.

Signed /;

Student oo e
Signature of Student Embalmer

AL VA VA LR U U W R . - Coe - LxcensedvEmbalmer No..y
. P 0. Address

" Note: The* dove MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Fail

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.




