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All diseases in Part | must be cousally related.
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HLED NOV 24 19

TH; DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH A . o
§i;rm:ion_ District No. ___-___....__.........4_.% . -Primary chllh’a?lon District No. ._-_/__O__Q_,Qa... ______ Reglllrar s Ne. No. ’?'?

58-040034

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where de:.uud lived. If institution: R-sldem:c before”
a. COUNTY J;\QK a. STATE “\ S&OU'R b. COUNTY U—;q ( -!s-on)/
b. CITY {If outside corporate llmlls, give TOWNSHIP only} Inside Limits :}c CITY Inside Lilnirs
ok pses Qity @0 a” o K apsas QT v R K0
c. EgIS-FI’_I'F‘:ME OF (If NOT in hospital, glvu location) { Length of stay in 1b d. S"I')FE‘)%EEES {If outside, glv!ln:minn) Reside on Farm
. Al
INSTITUTION £ oS LY YEARS 7132 72 BRooK l}m] Aud =0 %3
3. NAME OF DECEASED First Middle Last 4. DATE Morith Day Year
{(Type or prim) . OF f
FRANK  Ogear  KNighT veats Not, 4~ /958
5. SEX ® 6. COLOR OR RACE!| 7. MARRIEDBNFVER MARRIED ] 8. DATE OF BIRTH 9. AGE “-"n’;;"; :Ur:'?Ei;:EAR I;ﬂun.nsk 2:‘_HRS.
-~ agt birthday anths aye ur in.
Male  \WWTE | wowod ' overceoD| May [3-/904 | 89 l
10a. USUAL OCCUPATION (Give kind of work dona [ 10b. KIND OF BUSINESS OR n. BIM'HPLACE [City and state or country} | n 12. CITIZEN OF WHAT COUNTRY?
during most of working life, eyen il retired) INDUSTRY, . N
TTORNE s £Coousadon - Orty Hawe | <Torrin Mis sovmi V.3 A4
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAMNB-GR WIFE
Lewi's (7. Kwicur | MMyrzree Z/A L Mps or H. fRian

15. WAS DECEASED EVER IN U. 5. ARMED FORCES?
{Yes, no, l\rkmwn) (IF yos, give war or dates of service)

16. SOCIAL SECURITY NO.

o) 63 5F

. INFORMANT A:Idr

PART I. DEATH WAS CAUSED BY:

Condltions, if ony,

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

IMMEDIATE CAUSE (a) M m—e«.‘—'
DUE TO (b) CO—M.W

M o l[ ” Bﬂogm.m Ave,
INTERVAL BETWEEN
ONSET AND DEATH
L Aenpr

C_ Bl pnn

- S

above couse (o),

which gave rise to
stoting the under-

2
9

WHILE AT NOT WHILE
WORK [:I O

arm, .ctory, street, oifice bldg., etc.)

g lying couse last. DUE TO (c)
= PART ll. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH bur not related 1o the terminal dissese condition given in PART | {a) 18. WAS AUTOPSY
3 o \ PERFORMED?
L 18T % YES[Y] No (]
| 0. ACCIDENT SWICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART [ or PART Il of item 18.) ’
w L]
© O 1 4 -
S| 20¢c. TIMEOF Hour Month, Day, Yeor
a INJURY  a.m,
X p.m.

20d. INJURY OCCURRED 200, PLACE OF INJURY (e.g., inor abouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE

21. | attended the deceased from. G-gud-t8

. to

{ -

Ll ~¢- 53

Death occurred at

g.858p

4 ’3 end last u-@lwo on
m on the date ltn[td above; ond te the beiT of my knawledge, from the cavses stated.

220. SIGNATURE (Degrea or title) o 22b. ADDRESS 22c. DATE SIGNED
Bl AT 77 et Loy 7. 0. ST DY R aag g, BALLy RCMY| I/~ 6~
23a. BURIAL, CREMATION, | 23b. DATE 23¢c. NAME OF CEMETERY O R-CREMAIQRY 2. LO“:ATIDN {Ciry, h\lm,'of county) (Srame) *

REMOVAL (Spacify) . R .
JRIAL Noy.2-¢738 \Fopesr Llvie Cemereay | KawsasClty Missovnl
24. FUNERAL DIRECTOR AP ?&u:ﬂﬂns f 25. DATE RECD. BY LOCAL REG. 24. REGISTRAR'S SlGNATURE‘
W.NE 804)5— Q, 7 ~- _f‘f' T+

{Licansed Embalmer’'s Statement on Raverss Side)



STATEMENT BY LICENSED EMBALMER

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

by me, or By i et ieeieieeve e aranr et , Student Embalmer No. ...................

working under my personal supervision.

LT 1= 1| S PP Signed W\MB&‘

Signature of Student Embalmer

Licensed Embaimer No. SOVO
P. O. Address /{amm ........ J

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure
to comply with the above constituies 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.




