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USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

0

All diseases in Port | must be causally related.

THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

NS ANV NIE ]

STATE FILE NUMBER
F“.ED FE B 2 1g%ulmhun Dlslrlcl Neo. ,b ’/ Primary Registration Dlstrlc! No., 30 4 )/ Registrcr'l No.._l-_-z.?___,; _____
. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. [f institution: Residqnceébr;fom
a. COUNTY Clay a. STATE A].“l(a.nsas b. COUNTY Bentoff"’“)i n}
b. C::)TRY {If outside corporate limits, give TOWNSHIP only} Inside Limits . C:DTRY P 0? [o] Inside Limits
jown Excelsior Springs , Mo. Yos J{] No (] towy Decatur d Yes[] No (K
c. FULL NAME 0%} fNQT in hos, ml Io ntaé Length of stay in 1b d. i'{)%%%‘gs (if outside, give tocation) Reside on Farm
HOSPITAL OR
INSTITUTION onso M Route 1 Yos [ Noe (O
3. NAME OF DECEA&: First A Middla Last 4. DATE Manth Day Y sar
{Type or print) OP
HARRY A. HOOK oeatH Jan, 22 1959
5. SEX 6. COLOR OR RACE| 7. 8. DATE OF BIRTH 9. AG FUNDER 1 YEAR| IF UNDER 24 HRS,
a . MARNEDD NEVER MARRIEDEXO E (bli:t:;:;r; Months | Days Hours Min.
Male White WinOweED [ oivorcen]| Dec. 8,1889 6@ I
10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR 1. BIRTHPLACE (City ond state or country)} 12. CITIZEN QF WHAT COQUNTRY?
during most of working life, aven if retired) INDUSTRY .
r Common Sylvia, Kansas UsSA
13a. FATHER'S NAME 13h. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Hook lizzie Steinbrink none
15. WAS DECEASED EVER IN U. 5. ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT Address

(Yes, no, or unknqwn} {If yas, give wor or dates of service)

Yaa Unknown

VA Hospital records

18, CAUSE OF DEATH (Enter only one cause per line for {a), {b), end (c).}
PART |. DEATH WAS CAUSED BY

IMMEDIATE CAUSE {0) _ﬁ;berculos:t.s. pulmonary, far advanced, active

INTERVAL BETWEEN
ONSET AND DEATH

18 years

Pulmonary Emphysema

13 konths

Conditions, if any, DUE TO {b)
which gove rise 1o
above couss (a), } -
tating the der-
z l’yiung“nceu.sour;o::. DUE TO (c) 6"0 ‘éﬂ x
o
&= PART 11, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related 1o the terminel disease condition given in PART | {a) 19. gegégggg-‘ﬂ
<
o . - .
£{1) Duodenal ulcer, chr, (2) Myocarditis, chr,,with decompensation yes(] no (Xl i,
[~ 205. ACCIDENT SUICIDE HOMICIDE 20k, DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in PART | or PART Il of item 18.)
w
5 o o O p.
§ 2c. TIME OF Hour Month, Doy, Year
A INJURY  q.em, \
‘£ P
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inorabout home,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WwHILE ATC] NOT WHILE 0O form, factory, street, oifice bldg., etc.)
WORK AT WORK

20 Psttended the decsased from 7/ 30/58

.0_1/22/59 o

Death occusred a_b: 50 PM m on the dote stated above; and 1o the bur of my knowledge, from the causes stated.
oNpSHRE 7. 4. & - {Degras or title) 22b. ADDRESS 22¢. DATE SIGNED
1.1, ° | Excelsior Sorings, Mo. 1/23/59
23a. BURIAL, CREMATION, | 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) (Stote)
REMOYAL (Specify)
Buribe | 7-24-592 |WadswoeTH CEMETERY WADS worRTH KansAs
24. FUNERAL DlRECTOPr[Chp‘rd Fu ?qu Ome lnc 25. DATE RECD, BY LOCAL REG, 26..REGISTRAR'S SIGNATURE - -
irg [
aloin [~26 .- 57
LADU[Q‘UI Oi.” “'gb, "ilbmld Embalmar’s Statemant 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 M€, GEBY T i r s Teeraessasssassaarererereresrersaesatenass Student Embalmer No. ...ooovvvveseeenene .

working under my personal supervision.

Student .o e
Signature of Student Embalmer

Li
P.

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HAN ITING. (Failure

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.



