THE DIVISION OF HEALTH OF MISSOURI

.99-005516.

Heolth,
waifere  FILED FEB 2 v 1950 STANDARD CERTIFICATE OF DEATH STATE FILE QUMBER '
Publi -
s:ni:. Registration District Ne. _/y?Prlmary Registration District NG/QOJ:— Reglﬁrar 758
1. PLACE OF DEATH 2. USUAL RESIDENCE {Where deceoud lived. If institution: Residence bcfore’
00 o COUNIY tT'AQ_ quﬂ a. STAT m s&OU—R b. COUNTY a— QKu§m|N /
1-57 ; b. CIOTRY (If outside :orpurma‘limils, give TOWNSHIP only) Inside Limits )ﬁ CITY Inside Limits
| row L ansas @ 1Ty B0 qua? ow Kansas & Ty YelX MO
<. Eng.Fl‘.”?fAC'-%EF (M NOT in hospital, rgive location} | Length of stay in 1b ~ d. STRERE'ES {If outside, give ro:uﬁon) Reside on Farm
A ADDRE
INSTITUTION £ 4 g 45 YEARS 30045 Fl ora Yo Ol Noif)
3. (NTAME QOF DEFEASED First - Middle Lost 4. DATE Month Day Year
ype or print - OF
Mary L. DoBSon oean Feg, 7= 1959
5. SEX i 6. COLOR OR RACE| 7. MARRIED[ﬂNEVER MARRIED[ ] 8. DATE OF BIRTH 9. AGE (in yeors §F UNDER 1 YEAR| IF UNDER 24 HRS.
. 4 st pirthday)} [ Menths | Days Hours Min,
5 Female |\OWTe | wowod * oworceod| 007 2. 1879 | &Y |
. 104, USUAL OCCUPATION (Give kind of work dene | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City and state ar country) 12. CITIZEN OF WHAT COUNTRY?
: ting most of working life, wven if retired} INDUSTRY . !
? DomesTic, foma, LowA 4.5.8.
: 13e. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND CHUWHPE
3
SQuiRr—: HulSE MarGaReT  GARjN 1ALBerT J. DoBSow
3 15, WAS DECEASED EVER N U. 5. ARMED FORCES? 16. SOCIAL SECURITY NO.[ 17, IMFORMANT Address
- (Yas, a0, or prknawa)f (I yes, give wor or dates of servica)
; kel T Noae e J. 3005 Floga, KC Mo

]

18. CAUSE OF DEATH {Enter only one cause per line for

), (b}, and (c}.}

INTERVAL BETWEEN

PART I.

DEATH WAS CAUSED BY:

ONSET

D DEATH

R Gl

[‘_oadux < Mnﬁ-to-w-

’

IMMEDIATE CAUSE (o)

Condiviona, if ony,

DUE TO (b) axb_ﬁ—'ub’-’ Cfgaétc ﬁaujl é&ﬂﬂw

S Yrane A

which gavarise to
above cause {o),
stoting the under-
lylng covse last.

U oo Denbale, 7e20ilns

5‘;;.:—&1'“

PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but nof related to the terminal diseass condition given in PART | {a)

19. WAS AUTOPSY
PERFORMED?

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

EwWcomer

e .

S-

24. FUNERAL DIRECTOR / 23/ 72 puas SPREP ooz Blve.,

25. DATE RECD. BY LOCAL REG.

25. REGISTRAR'S SIGNATURE

Ch M Ly0-57 A

P lerzr

z
=
R K -
: zfe _ als Yes(] noBg >
- 2| 200. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PARY Il of item 18.)
= ] '
] U ] O O
2 2
e Ul e, TIME OF Howr  Month, Day, Year
3 B INJURY  a.m.
'?; 3z p.m.
 E 20d. INJURY DCCURRED 20e. PLACE OF INJURY (e.g., inorabouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
; P WHILE ATD NOT WHILE D farm, .ctory, street, office bidg., e1e.}
] é WORK AT WORK
] f 21. | ottended the deceased from / - é - fO . to 2 N 7 ) 7 and last saw l;:';_uliv- on Z- -f ": 7
; § Death sccurred ot q: OOP_ m on the date lml‘od cbove; and to the best of my knowledge, from the couses stated,
. 2 220. YGNATU (Degree or titls) . AQDRE 22c. PATE SIGRED
5 @ | v ? 53 . A‘
s 3 a ,}M , /M.D 30 E‘\ Ko< (22 -89
0 239, BURIAL, CREMATION, | 23b. DATE - 23¢. NAME OF CEMETERY GR-CREMAFORYT 234. LOCATION (City, town, or county) {Srate}
REMDY AL (Specify) . - . n
1:; UR 1AL Feg. 10,1959 MY Mory O&me 7ery | Kansas & TY Y/ SSovrs
L
|
O
o =}

4 Embalmer’s § on Reverse Side)

{Li




~

1
STATEMENT BY LICENSED EMBALMER N

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

., Student Embalmer No. ...................

DY M@, OF DY L.ttt e e et e e et re et e s et ettt r et raae e nnrenn

working under my personal supervision.

Student oot SO
Signature of Student Embalmer

P. 0. Address.:f..a.y......; Z0.....

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING.
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,



