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THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

29-005940

STATE FILE NUMBER

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where daceased lived. If institution: Rasldance bﬂore
. COUNTY X T b. COUNT mi s i
i Jackson o STATE Missouri® COUNTY 5uopoopf®™s,™
b. CIOTRY (I outside corporate limits, give TOWNSHIP only) Inside Limits cg CIOTY Inside Limits
- R
TOWN Kansas City - Yes A Mo ] |11V %y rown Kansas City Yes K1 Mo [
<. FgL[L-| NA&\%OF (If NOT in hespital, give location) | Length of stay in 1b i d. STREET {If outside, give locatian) Reside on Farm
HOSPITA R ADDRE
INSTITUTIONVA Hogpital 39_yrs 09 W, 41st Terr Yes [ No[X
3. NAME OF DECEASED First Middte Last 4. DATE Month Day Year
(Type or print) OP
LAWRENCE ROY VINCENT peatTH 2nd  15th 1959
5. SEX -] §. COLOR OR RACE]| 7. MARRiEDB‘!EVER MARR‘EDD 8. DATE OF BIRTH 9. AGE {In years FUNDER 1 YEAR) |: UNDER 2:“HRS.
Male Whit,e \'ﬂDOWEDD IVORCEDD last birthday) | Manths l Days ours ! in.
0 12-31-9A 62_yrs
100, USUAL OCCUPATION (Give kind of work dona | 10b, KIND OF BUSINESS OR 11. BIRTHPLACE (City end statae or country) 12. CITIZEN OF WHAT COUNTRY?
during mest af working life, sven If retired) ﬂq’ YEOD
| “us :;%1 Mercer County,Mo ,S,
130. FATHER'S MAME 136, MOTHER'S MAIDEN NAME 4. NAME OF,(#ﬂﬁfoa WIFE
Joseph E, Vincent Alice Foster Cladys Vincent
15. WAS DECEASED EVER IN U. 5. ARMED FORCES? 16. SOCIAL SECURITY NO.! 17. INFORMANT Address
(Yas, no, or unkngwn)| (I yes, ar or daten of service) . -
Yas ST 496 Ol C96L VA Hospital, K,C,,Mo,

MEDICAL CERTIFICATION

PART I.

above couse

Cendltiens, if any,
which gave rise to

stating the wundar-

WAS CAUSED BY:

18. CAUSE OF DEATHAEnIgr only one couse per lins for (a), (b), and {c).)
DEAT

IMMEDIATE CAUSE (o) _Bronchopneumonia,

INTERVAL BETWEEN
ONSET AND DEATH

DUE TO (b}
{a),

!

pue 1o () Bronchial carcinoma LLIL

WHILE AT
wogg

NOT WHILE
AT WORK

O

fovm, factory, street, office bldg., atc.)

lying cause last,
PART I1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal disease condition given in PART | {a} 19. WAS AUTOPSY
;o l PERFORMED? /
|- YES e NO (]
20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART il of item 18.)
O Qa O
2c. TIME OF Hour Month, Day, Year
EINJURY a.m.
p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor abouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE

Death oceurred at

2133gtended the deceased from _Sapie-ber 12, 195

& Febrnary 15 ,196$e0acgxeon

2:08 'D m on the dote stated gbove; and 1o the bast of my knowledge, from the causes stated.

JIGNATYRE

. CREMATION,
(Spucify)

. TURNZR,"°MrD% '

n 22b. ADDRESS

22c. PATE SIGNED

b, DATE

FEB. 19,1959

MD| VA Hospital ,X.C.,No 2=-15-59
23c. NAME OF CEMETERY QR {aﬁ/‘pé{v 234. LOCATION (City, town, or county) (Srare)
MT. MORIAR CEMETFRY EKANSAS CITY MISSOURI

24. FONERAL DIRECTOR

D. W. NEWCOM

138Y°BrUSH CREEK

25. DATE RECD. Y LOCAL REG.

24. REGISTRAR'S SIGNATURE

L-/7..55 7

21 E

(Licenswd Embalmer’s Statement on Reverse Side)




STATEMENT BY LICENSED EMBALMER

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

BY M0, 08 BY 1ot , Student Embalmer No. ...........coeeens

working under my personal supervision.

SEUACTIL +ereereeeee et oot eeeeeer e eraaseeeaeeaeaaneannenes Signed &%/%"?Z ......
Signature of Student Embalmer
¢ . Licensed Embalmer No.#%Z. 4.4 ..

p. O. Addresaﬁ'{qz 77,

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 hdndwriting.

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

R




