THE DiYISION OF HEALTH:OF MISSOURI ” 58"“040240

& elfore ' STANDARD CERTIFICATE OF DEATH T RLE o 2,.,,?

IF;::::e It.l NOV 1 9 ]gsg_ginrmion_ District No._ / y

Primary Registration District No.______[_Q__Q,_.,.I_,____ Registars No..__ %0 = O .

!
PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Resnfence b)ef {3
- €Ol . STATE g5 b. COUNTY ad rmsslon
‘ o COURTY g olraom ° Migsouri c Jackso
1-57 b. CgRY (If outside corporate limits, give TOWNSHIP only) Inside Limits { CIOTRY |ns|dg Limits
+owy Kanaas City Yes @& Ne(J |14%"s 7ouy Kansas City Yes[X No[J
c. FULL NAME OF {If NOT in hospital, give location} | Length of stay in 1b | d. STREET (If cutside, give location) Reside on Farm
HOSPITAL O ADDRESS
HOSFITALO% 925 Highland 1 year 2925 HighBand Yos (] No
3. MAME OF DECEASED First Middle Last 4. DATE Month Day Year
{Type or print) oP
ELIZABETH TOALSON - DEATH Nov., 2, 1958
5 SEX ¢| 6 COLOR OR RACE| 7. MARmEDDNEVER marrien[ ] 8. DATE OF BIRTH 9. AGE i;i,:':;:;; ;:‘:{ﬁER;LElAR I:‘::DER z;iHnRs.
female white #0owen®) > oivorceo[ ]| Wov, 16, 1878 v
10e. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR 11- BIRTHPLACE {City and state ar country} |12, CITIZEN OF WHAT COUNTRY?
d u life, if ed INDUS' -
‘Howaowiyg ™ "= N e Poone County, Missouri U, S, A,
130. FATHER'S NamE»™ 13b. MOTHER'S MAIDEN NAME 4. NAME OF H,uéamq DR wlFl—:"'—"
Daniel Toalson Mary Jane Dill George Frank Toalson
wr
E]l 15. WAS DECEASED EVER IN U, 5. ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT Address
on ik 1f you, giv d f sorvi
2 CRong | e TNg e o e None George A. Toalson {son) 2025 Highland
@ 18. CAUSE OF DEATH {Enter only one cause per line for (a}, (b}, and (c}.} INTERVAL BETWEEN
w PART I. DEATH WAS CAUSED BY: . - : g o — ONSEA% DEATH
b IMMEDIATE CAUSE (a) d“ m" [ .
3 Aoy /‘ﬂu(ﬂoo)‘-o;\
E Candltions, if any, DUE TO (b)
= which gove rise to
[l obave covse {a), }
=z stating the under-
g é lying causs lost. DUE TO {c)

. oOgE PART I, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TQ DEATH but not ralated to the terminal diseass condition given in PART | (a) 19. WAS AUTOPSY ‘
T xpg< T PERFORMED? |
5 xfe e YES{] NOQd 2
_:. x 2} 200. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.) v
E O O 0
g Y3 :

o < BG| 20 TIMEOF .Hour -Month, Day, Year
s @ a INJURY  am.

E :‘_" X p.m.

E 3 20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor abouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
T w WHILE ATI:I NOT WHILE 0 farm, factory, street, office bidg., etc.}

g 3 WORK AT WORK ~
5 21. | attended the deceased from M&— , to ond last kaw L’allvo on 2

H Death oceurred at Q a jﬂ- m on the dote stated above; and ta the best of my knowledge, from the couses stoted.
§ ‘. 2o sncmn@ 7 {Degree or title) a8 | 22b. ADDR 22 [TE SIGNED
o
2 - 2. Yz . 4. L 0 L wjyfs®

4+ N 73a. BURIAL, CREMATION,| 23b. DATE 23c. NAME OF CEMETERY QR CREMATORY 23d. LOCATION (CityMown, or county) (SL:I.)
pe] Bﬂenoymltsncu,r) . . .
& urial Nov, 6, 1958 | Memorial Park Kansas City, Mlssouri
. 24. FUNERAL DIRECTOR ADDRESS 68 0 Troaa1 25. DATE RECD. BY LOCAL REG. | 26. REGISTRAR'S SIGNATURE .
© | Muehlebach Funeral Home "Ean, Bity, Moy ,/. &/ F" “heiras %"‘%ﬁﬁg___
€3] {Licensed Embolmer's Sratemun? on Reverss Side)




-~
L]
)
.

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 BY 1eiiivreieiiriiiriiitiassrrr e es st essresmras s re o me s e bbbt st , Student Embalmer No. ..........c...00.

working under my personal supervision.

1)
oL UL 23 1| SO OO . Slgne@g,mw ..........

Signature of Student Embalmer

Licensed Embalmer Noy9?.7

p. 0. Address..... 4 .. C. 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 embalmed by a STUDENT, he also shall sign in his" OWN’ handwritifig.
If this body is not embaimed, fact should be so stated’above,
- ‘ A N
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- . ) " L e




