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THE DIVISION OF HEALTH OF MISSQUR|

STANDARD CERTIFICATE OF DEATH

244

~..Primary Registration District No_[‘!’.}m—-_

99-013601

STATE FILE N
== Registrar's No.i%i_"_

1. PLACE OF DEATH

o COUNTY Jackscn

STATE Kanaas

2. USUAL RESIDENCE (Where deceased lived. {f institution: Ruidqnc}:{ﬁre

b. COUNTY Wy&ndof*le"'

b. CIOTRY (lf outside corporate limits, give TOWNSHIP only) Inside Limits c. CgRY q S0 Insidd Limits
town Kansas City veef M4 || § townKansas City Yesfgl No[]
c. Eglgé_ly:r%SF (1f NOT in hespital, give location) | Length of stay in 1b d. iTD}E)%EE'IS'S (If autside, give locatien} Reside on Farm
insTiTuTion _College Ave Nursing 6 Mo 427 Minnisota Ave | Yes{J Nofg .
3 :lTn:’J:eEc?rl;r?“E')CEASED Firse Middle Last 4. DS'IF'E Monsh Day Year
WILLIAM WALLAS pEATH April 12 1959

5. SEX

Male

6. COLOR OR RACE| 7
White

"MARRIED[ |NEVER MarRIED[ ]
winowen[§ > pivorcen[]

8.- DATE OF BIRTH
Octobar &6 1888

9. AGE {(In yaars
last birthday)

70

1F UNDER-24 HRS
Hours |. Min,

| F UNDER 1 YEAR
Months I Cays

B 100. USUAL OCCUPATION (Give kind of werk done

10b. KIND QF BUSINESS OR

1t. BIRTHPLACE (City and state or country)

12. CITIZEN OF WHAT COUNTRY?

MEDICAL CERTIFICATION

'

during most of working life, even if retired) IPUSTRY '

Retired : |___Chicagn I1linois 1057

13b. MOTHER'S MAIDEN NAME 4. NAME OF HUSBAND OR WIFE
Ik Unk

H 15. WAS DECEASED EVER IN U. §. ARMED FORCES? i8. SOCIAL SECURITY NO.| 17 INFORMANT Address
(Yes, ¢ uﬂ!v.nuum)](” yas, give war or dates of service)
R Fll=-1/4-4503 | Wyaridotte County Welfare Ksnsa:
L]

INTERVAL BETWEEN

18. CAUSE OF DEATH (Enter only one couse ppmline for {a), (b, and (c).)
PART |, DEATH WAS CAUSED BY: : Ez E ! 5 % Q Z Z &é : g v ONSET 2ND DEATH
‘/

IMMEDIATE CAUSE (o)

Canditions, if any, DUE TO (b}
which gava rise 1o
cbove cavse (a),
stating the under. }
lying cause last. DUE TO (¢)
PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TQO DEATH but not related to the termingl disease condition glvan in PART 1 {0} 19. gég:ggoPSY
MED?
- HA80 YES[] NOW] oL
200. ACCIDENT  SUICIDE HOMICIDE 20b, DESCRIBE HOW INJURY QCCURRED. (Enter nature of injury in PART I or PART [I of item 18.) '
O O O )
2c. TIME OF .Hour Month, Day, Yeor
INJURY a.m.
- p.m. -
20d. INJURY OCCURRED 20e. PLACE QF INJURY {e.g., inorabouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE | farm, factory, sirees, office bldg., etc.)
WORK AT WORK

Death accurred at

21. | attended the deceased from

x )

r

and lost sow ::; alive an
m on the date stoted above; and to the best of my knowledge, from the causes stated.

23b. DATE

4-22-59

{Degree cr.t-itlz 3

22b. ADDRESS

239

/

M

23c. NAME OF CEMETERY OR CRE;ATDRY

23d. LOCATION (City, town, of

.- Kansas C

22c. PATE SIGNED
-/

{State)

y, Kansas

4. FUNERAL DIRECTOR

Sheil Funeral Home Kangas City Mo

ADDRESS

25. DATE RECD. BY LOCAL REG.

Y_ (Y. 57 —>

26, REGISTRAR'S SIGNATURE
[S

s
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STATEMENT BY LICENSED EMBALMER
i
1 hereby certify that the body whose name is reccf:rded on the reverse side of this certificate was embaime
, DY Me, O DY v e e e , Student Embalmer No. .................
B working under my personal supervision. X
L
3
. Student oo : Si < z 4
Signature of Student Embalmer .
T - Licensed Embalmer No’m %
“ P. 0. Address. /A/(; 4///
: Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Fa1lu1
- to comply with the above constitutes grounds for revocation of hcense)
If embalmed by a STUDENT, he also shall sign m his OWN handwntmg
If this body is not embalmed, fact should be so stated above, ) TR
A fegttooe --“v:i‘r RO RTE I LU




