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THE DIVISIdN OF HEALTH OF MIS50URI

STANDARD CERTIFICATE OF DEATH

yE 4

Primary Reglsirohon DISN’II:I No — ___--/ﬂﬂ ‘2_—/_____“ Registrar' s No

58-—040304

STATE FILE NUMB ER,...

s

. PLACE OF DEATH 2. USUAL RESIDERCE (Where deceased lived. |f institution: Residence befdre
. COUNTY . STATE b. COUNTY admissio
° Jackson : Misseuri Jackson
b. CITY (M outside corporote limits, give TOWNSHIP only) lnside Limits c. CITY r’ Py < Ingide Limits
R OR
tow  Kansas City Yes Al N[0 ] own @ Y‘)& No [ ]
c. :gLéﬂ NACA%OF {lF NOT in hospiral, give location} | Length of stay in 1b T STREET {1f outside, give location) Reside on Form
SPITAL OR ADDRESS
instiTuTion V,A, Hospital 903 N, Forest Yes [J No N
3. NAME OF DECEASED First Middie ' Last 4, DATE Month Day Year
{Type or print) OF
CARL MATHIAS YOST ceaTH  11th ‘Tth 1958
5. SEX O| 4. COLOR OR RACE T'MARRIEDmNEVER warrien[ ] 8. DATE OF BIRTH 9. AFEr (b.l,.'n,,; :UT}?ER;:’E‘AR Ia:?‘nen 2;:Rs.
ast birthday onths N
Male White | wooweol] ' owomceoll| 112486 71 yra |
10a. USUAL OCCUPATION (Give kind of wark done | 10b. KIND OF BUSINESS OR §1. BIRTHPLACE (City and stote or country) 12. CITIZEN OF WHAT COUNTRY?
during most of working life, even if cetired) INDUSTRY
Mﬁ%ﬂ:orker PR Agricult 3 U.S,
38 FATHER' P oldat Yoilosaehs: TDEN AME 14. NAME OF HUSBAND OR WIFE
Karl Yost C r Rosa Yost
15. WAS DECEASED £VER IN LI, 5, ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT Address
[Yeas, Y, or unknawn)| (If yes, give worm- of service)
I es L87 Q7 9025

18. CAUSE OF DEATH (Enter only one couse per
PART ). DEATH WAS CAUSED BY:

Conditions, if any,
which gove riza to
above cause f{g),
stating the under-

}

line for (a}, (b), and (c)-}

IMMEDIATE CAUSE (o) Pulmopary_ infarct

ONSET AND DEATH

V.A. HOSpital_B.ar.n.tds.,_K..C...EMn—'
INTERVAL BETWEEN

Ut T0 () — Thrombophlebitis, left leg

g lying cause last. DUE TO ()
= PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH bui not related to the terminal diseass condition given in PART | {a} 19. WAS AUTOPSY
3 ™ $ PERFORMED?
g thued AYEsE ] NO[]
=1 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART 1 or PART I} of item 18.)
w
u O 0O ]
§ 20c. TIME OF Hour Month, Day, Year
B INJURY a.m.
b3 p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor about home,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
“‘HILE ATD NOT WHILE 0 farm, factory, street, office bldg., etc.} .
AT WORK

Death occurred ot

2].Iurlended the deceased from A_“gngt h I 958

6: hopm the date stated above; and to the best of my knowledge, from the couses stated.

220. SIGMATURE (Dagree or title) P} 22b. ADDRESS 22c. DATE SIGNED
B “Foroual U MD| V.A Hospital, K.C,Mo |1-8-58
23a. BURI:L: CREMA.TION, 23b. DATE ;3:. NAME OF CEMETERY OR CREMATOR 23d. EOCATION {City, town, or county} {Stats)
rial | 1/-/0-5F WOM.Z:, . Aasoe éf' 33,
26 REGISTRAR'S SIGNA

24. FUNERAL DIRESTOR

-Hee

ADDRESS

J,

25. DATE RECD. BY LocAf REG!

=T — 557

{Licensed Embalmaer's Stotement on Reverse Side)

-

W%_W



Jor o Y oo oy

- ‘STATEMENTIBY EICENSED- EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed
Y M@, OF DY ittt ee e ree s e et e e eeee e e aae s e aeeeeneaasesanarae—ene e assanaraen , Student Embalmer No. ........covvvveeee

working under my personal supervision,

- " e -
StUAEnt oivrie e Signed MM/ Pt =

.....................................................................

Signature of Student Embalmer

z Tt P N * ¢ ~ 'ILicensed Embalmer o..\\\ ...........
1 o P. O. Address... 2/ A
T -~ Note: The above MUST BE SIGNED ‘BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failu_re
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.




