THE DIYISION OF HEALTH OF MISSOURI

e STANDARD CERTIFICATE OF DEATH .99-017699
¥ U JUN 9 19535g|srmtmn District No. . / yf . Primary Registrotion District No., /a = N Registrar’s No.. 2@54

vICE
« ¥- 1.- PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before
o o COUNTY Jackson o STATE Missouri b COUNTY Jacksad™*,
7 b. CITY {If outside corporate limits, give TOWNSHIP only) Inside Limits c. ClOTRY Inside Limits
OR
7own Kansas City Yes ) Mo |13c%  1own Kansas City Yesl N[
c. FULL NAME OF (If NOT in hospital, give location) | Length of stay in 1b d. STREE};S (If outside, give locotion) Reside an Farm
HOSPITAL OR ADDRE
insTiTUTion Osteopathie Hospital 56 Yrs 116 No Lawndale Yes [ No i
3. NAME OF DECEASED Firse Middle Last 4. DATE Month Day Year
T int QF
(Fype or print} ESTHER B FELLOWS peaTH  May 16 1959
5. SEX » 6. COLOR OR RACE} 7. maRRIED[ JNEVER marRIED ] 8. DATE OF BIRTH 9. AIGE “i,:'{;:;; ;:::?.Hl:‘nlfm lzol::iDER z:Mr:Rs
Female White WIDOWED d=pivoreen[] April 21 1883 ”’6 l
100. USUAL CCCUPATION {Give kind of work dons | 10b. KIND QOF BUSINESS OR 1. BIRTHPLACE {Ciry and state or country) 12. CITIZEN OF WHAT COUNTRY?
uring most arking life, even if retired) INDUSTRY
Hougenife . Wheeling Missourd USA
tlo. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 4. NAME OF HUSBAND OR WIFE
euben Coleman Sugan -— | Walter L Fellows
15. WAS DECEASED EVER IN U. 5. ARMED FORCES? 16. SOCIAL SECURITY NO.| 7. INFORMANT Address
(Yes, knownif {If yes, give war or dotes of service)
R e ven aive woror dotos ol anvisel |\ Mrs Ruth M Morris 116 No Lawndale K C Mo

18. CAUSE OF DEATH (Enter only one cause per
PART |. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (o}

INTERYAL BETWEEN
ONSET AND DEATH

w
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W
=
4
z
& Conditians, if any, DUE TO (b)
> which gove rise 1o
- above couaw {a}, } R
=z tating the der- .
] B Iying couss lasr. }  DUE TO {c) y 200 -
o g PART Il. OTHER SIGPHRICANT COMDITIONS CONTRIBUTING,TD DEATH but ngt related 1o the terminal disgass conditign given in PART I (o) 19. WAS AUTOPSY -
o Ba PERFORMED?
] Y/
s} T M/f
% BE | 0. ACCIDENT SO HOMICIOE | 20b. DESCA
- w
« gv g ) O
bR -~
SHS[ 20c. TIMEOF Hour Month, Day, Year
o §3 INJURY  a.m.
3 E p.m. - .
é 20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor abouthome,| 20f. CITY, TOWN, OR LOCATION . COUNTY STATE
w WHILE ATD NOT WHILE O farm, factory, street, office bldg:, etc.}” [
4 WORK AT WORK c
; 21 | attended the deceased from P L ond last saw: alive on
E Death occurred at m on the date stated obove; and te the best of my knowledge, from the causes stofed.
5 (Degree o tit 3 | 22b. ADDRESS 22¢. DATE SIGNED
)

23b. DAT ‘23:- NAME OF CEMETERY OR CREMATORY

May 19 1959 Mt Morish Cemetery sourl

24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. | 28. REGISTRAR'S SI‘GT*JATURE

Sheil Funeral Home Kansas City Mo . | S =/F-5F A

(Srare)

Hugh H. Owens



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 oottt e , Student Embalmer No. ...........oceeee
working under my personal supervision.
SEUAENL  cocerrnrnrenrrninarerrnreancenerstssrnirnrrrerannaes SIBNEA ,.oiiviiveceirnrenrerisieernrrrares s et es s raa e
Signature of Student Embalmer
Licensed Embalmer No.........covueveeennns
P, O. Address......coeivveiiinaniiiiniiainns

"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 handwriting. -

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




