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All diseases in Part | must be :uu'mlly reloted.

Abraham Gelperin Me De. aiack Nk oR RIBBON TYPEWRITE IF POSSIBLE
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THE DIVISION OF HEALTH OF MISSOUR
STANDARD CERTIFICATE OF DEATH

/ S/f Primary Registration District No.

STATE FILE NUMBER
Registrarls Nn.._____m::—

/00,1_

2. USUAL RESIDENCE

(Where deceased lived. If jgstitution: Residence before

a. STATE - . b. COUNTY admission)
LA ldnd X
ide corporate limits, give TOWNSHIP enly) Inside Limirs . C(I)TRY . O Inside Limiys
B w0 || 5
) XN |l 3 o Manean C o vell] W[
< FgL’L.I NAM% OF (If NDT in hospital, give Gmuion) Length of stay in 16 |JF  d STDRDIEEE'Igs (H outside, give &mim) Reside on Farm
HOSPITAL OR A -
INSTITUTION 15 yrs ]S 24 | Yo [ Ne[]
3. NAME OF DECEASED First U Middle Last 4. DATY Month Day Yeor
(Type or print) OF
MHERT HA A ARwWDLD DEATH { 12 57
5. SEX 3| & COLORORRACE| 7, umeo | never marmieo[]| & DATE OF BIRTH 4 GE (I yeors JF UNDER i Y EAR] IF UNDER 24 HRS.
la h rthday) [Manths | O H Win.
W Negro wicowed@®] 3 pivorcen[] Feb 13'bh 1887 r > m o l e oure l "
105 USUAL OCCUPATION (Give kind of work dane | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (Ciry and state or country) 12. CITIZEN OF WHAT COUNTRY?
during most af working tifa, avan if retired} INDUSTRY ]
mai home opeka Ka.nsas US A
130. FATHER®S NAME 13b, MOTHER'S MAIDEN NAME 14 NAME OF HUSBAND OR WIFE
Lit McCray Mary Parker Arnold
15. WAS DECEASED EVER IN U. §. ARMED FORCES? 16. SOCIAL SECURITY NQ.| 17. INFORMANT Address
Yeos, no, krawn)| (I yau, gi d £ i
{Yes, no, or unkmawn)| (If yas, give war or dates of service) hgh-lz-'zé@ Juanita F. Jones 20;2 E lzth Karlsas City MO

18. CAUSE OF DEATH

Enter only one cavse per

d

line for (a}, (b), and {c).)

INTERVAL BETWEEN

PART |. DEATH WAS CAUSED BYQ ONSET AMD DEATH
IMMEDIATE CAUSE (a) L‘%ﬂ@é@&ﬂ%ﬁ&&w
Conditions, if any, DUE TO (k)
which gove rize to
above cavse (o), }
stating the under-
g lying cause last. DUE TO (¢}
=4 PART It. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TQ DEATH but not ralated to the terminal dissase condition given in PART | (o) 19. WAS AUTOPSY
b Fil PERFORMED?
: [ -1 YES[J NO[] &
2] Wa. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART 1 of item 18.)
w
u O C ]
Ol 20c. TIMEOF Hour  Month, Day, Year
a {INJURY a.m.
I p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY {e.g., inorabout home,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT NOT WHILE farm, octory, sireet, office bldg., etc.)
D AT WORK D
21. | attended the deceased from J - /1- 59 T A B 5-9- ond last sow w_plln on__ f o~ /2 - .,.‘)"'7

Death occurred ot

J2 4 p e

m on the date stated qbove, ond to the best of my knowledge, from the couses stated.

SIGNATURE

Xa.

[ (Dogree or title)

22b. ADDRESS

22c. DATE SIGNED

. FUNERAL DIRECTOR

Adxins ‘uneral Home

ADDRESS
Kansas City,

-, - +l
R U o e e, /~/Z -5
. BURIAL, CREMATION, 23( DA'F‘E-‘ I 23e. NAME OF CEMETERY OR CREMATQRY 23d. LOCATION (Clity, town, or :fmy) {State)
REMOV AL (Sewcify} R ,
=17= A Cametery Co, Tppeka Bansas

25. DATE RECD. BY LOCAL REG.

26, REGISTRAR'S SIGNATURE

/-/s 5% 1

T lires Prnicrad e of

{Licenssd Embaimer’'s Statement on Revarse Side)




STATEMENT BY LICENSED EMBALMER

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

by Me, OF BY i i , Student Embalmer No. .........c.couen.

working under my personal supervision.

Signature of Student Embalmer

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 &hall sign in his OWN handwriting. - ~.°

If this body is not embalmed, fact should be so stated above.




