Health,
Welfare
Lubli:

barvice

300
-57 o

e

All diseases in Part | must be ‘éausclly related.
USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

LED MAR 5 19@ istration Distriet No. "__/{Q ________ Primary Req_imotion Dimi:l No. M..,,_..\j._f_____.-_ Registrar' s No. No..

THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH
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STATE FILE NUMBER

. PLACE OF DQ 2. USUAL RE&NCE {Whare dtc&a“d lived. stitution: R.ud.n: bcfou
. COUNTY . STATE b. COUNT
’ ac Ksonr ’ 1ES6UR ¢ d ¢~a ye
b. C(lJTY [{ ulide corporate limits, give I TOWNSHIP enly} Inside Limits c. C|T¥ J_ Inside Limits
ToWN  Prarie {=0OnX ansas O, fq 3! Yl %O
c. l'-:lng!;l{’quT F (If NOT in hospital, gjve locgtion} | Length of stey in 1b d. iB%EESS '/lf outside, ‘v- loccn% Reside on Farm
SPITA 3
INSTITUTIO . J/8 7 [ Yes ] Nogd
3. :ITAME OF PE)CEA ED Fiest Middl Last 4. DS;E fnnlh Day Y aor
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1. USUAL OCCUPATION (Give kind of work done

10k. KIND OF BUSINESS OR

RTHPLACE (City nndW:‘ country) 12. CITIZEN OF WHAT COUNTRY?
(atze fe o Nshaashkd .S A

during most of working life, even if retired) INDUSTRY
IInknown Unknown
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME
Unknown Unknown

H. HAME OF HUSBAND OR WIFE

Unknown

15. WAS DECEASED EVER IN U, S. ARMED FORCES?
(Vo.Nne, or unknown)| {If yes, giva wor or dates of asrvice)
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18- SOCIAL SECURITY NO.| 17, INFORMANT

Addrass inndep. Mo,

~AUnknown Jacksop)County Hospital Rewm rds,

18. CAUSE QF DEATH (Enter only one cause pfr lipd for {a), (b), and {c).} - INTERVAL BETWEEN
PART I. DEATH WAS CALSED BY: 4 ONSET AND DEATH
IMMEDIATE CAUSE (o) (F 7" - = " -
-
A 7 7,
Conditions, # any, . DUE TO (b) ' X ‘m - AL A SR A
which gave rise to a
abave cause (o), / / '
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PART Il OTHER SIGNIFICANT CONDITIONS

TRIBUTING TO DEATH

not related 1o the terminal diasase condition given in PART 1 (a)

19. WAS AUTOPSY

WHILE AT NOT WHILE
WORK OJ AT 0

farm, uctory, straet, office bidg., etc.)

N
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£ A oef ves [ NO& IR
F 200 ACCIDENT SUICIDE HOMICIDE | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of ifem 18.)
('Y}
© O (I O
S| 20c. TIME OF Hour Month, Doy, Year
g INJURY  a.m.
X p-m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY (o.g., inor about home,| 20i. CITY, TOWN, OR LOCATION COUNTY STATE
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236. BURYMY, CREMATION, é& DATE '! LI 23c. NAME OF CEMETERY OR CREMARORY 234, LOCATION (City, tewn, or county) (State)
intombient [Fev.22,1959 [Forest Hill Abby Kensas City, Missouri
24. FUNERAL BIRECTOR ADDRESS 25. DATE RECD, BY LOCAL REG. | 26. REGISTRA

Langsf ord Funeral Home

- -

Lee's Summit, [iissocuril
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STATEMENT BY LICENSED EMBALMER

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

, Student Embalmer No..............v0uee.

by me, OF BY oot e e e s e e e e

working under my personal supervision.

Student oo
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 shall sign in his OWN handwriting.

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




