All diseases in Port | must be causally ralated.

\anns

THE DIVISION OF HEALTH OF MISSOURI

ealth, 9_

Welfore STANDARD CERTIFICATE OF DEATH o 01.?819 ______

ublic STATE FILE NU2 T

ervice IﬂLEU JUN 9 1959eglstrunon D“,,,ﬂ No. . / yf .....Primary Registration District Ne. / 2. Oﬂ—( .. Registrar's No %4

PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Resldenc efn:e

COUNTY Jackson o- STATE  Kansas b COUNTY johngodl™

_57 ¢ CITY (If ourside corperote limits, give TOWNSHIP only) Inside Limits c. CIOTRY Inside Limits
T0w8  Kansas City ves @ N[ [|h  romn Kansas, Overland Park | vesX n[J

FULL NAME OF (If NOT in hospital, give location)

Length of stay in 1b

£ S'd STREET

(If outside, give location)

Reside on Farm

HOSPITAL OR . O ADDRESS
I instiruTion VA Hospital, K.C.Mp. 5% hrs £ 6900 W. 80th Yes (] oK)
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Yeor
(Type or print} DF
FRANCIS HENHY LITTLE DEATH  5th  17th 1959
5. SEX o 6. COLOR OR RACE} 7. MARRIEDE'NEVER MaRRIED] ] 8. DATE OF BIRTH 9. AGE (I years FUNDER | YEAR] IF UNDER 24 _Hns
f last birthday) [ Months | Days Haurs Min.
Male White wiooweo[ ] | oivorcen(J| L/ 12/95 L [
10a. USUAL OCCUPATION (Give kind of work done | 10k. KIND OF BUSINESS OR 11. BIRTHPLACE (City and state or country) 12. CITIZEN OF WHAT COUNTRY?
during mest of working life, ever if retired) ¥STRY € i
Advertising i) Hope, Kansas u.s.
130, FATHER'S NAME 13k, \MOTHER'S MAIDEN NAME 14. NAME OF HUSBANQ OR WIFE

Harry R. Little

Dolly A. Carter

Nelle Little

15. WAS DECEASED EVER IN U. 5. ARMED FORCES?

(Yll.YéOé unknqwn1[us yes, givwr dates of llrviyﬁ'o/- &?M

16. SOCIAL SECURITY NO.

17.

VA HOSPITAL REZCORDS,

INFORMANT

Address

KANSAS CITY, Mo.

PART I.

Cenditions, if any,
which gave rie te
above couss [g),
stating the under-

}

18. CAUSE OF DEATH (Enter only one cause per line for {a), (b}, and (c).}
DEATH WAS CAUSED BY:

INTERVAL BETWEEN
ONSET AND DEATH

IMMEDIATE CAUSE (o) _Aspiration penumonia, R&LLL
buE To » _Paralysis, laryngeal muscles

oUE 10 () _Arterioselerotic brain disease

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

Death occurred at

.1—% the daceased from :
" §5:30 a4,

g iying caovae last.
- PART I1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TQ DEATH but not reloted to the terminal diseoss condition given in PART | (a) 19. \;‘As AéJTOPSY
< ERFORMED?
£ 33 A > YEs® no[]
£ | 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART |l of item 18.)
w
v O O g
§ 20c. TIMEQF Hour Month, Day, Year
a INJURY  om.
x p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor abouthame,| 204, CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT wHILE O farm, factory, street, office bldg., etc.}
WORK AT WORK —

m on the m:d above; and to the best of my knowledge, from the couses srated.

220. SIGNAJURE

(Degree or title) 3
( /4D,

22b. ADDRESS

1034 Rialto Bldg, K. C. Ms.

22c. PATE SIGNED

23:;?“? OF‘{EMETERY OR
L

/A,"C"J"l-() /

S S57

CREMATORY | 23d. LOCATION (City, 19wn, or count

25. DATE RECD. BY LOCAL REG. | 24. REGISTRAR'S SIGNATURE

= ?-sz

{State)

W%WM




|
1
\
\
1
\

STATEMENT BY LICENSED EMBALMER

L

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

DY M, OF DY oo e e et r s , Student Embalmer No. ..................
working under my personal supervision.

Student ..viin e
Signature of Student Embalmer

Licensed Embalmer No.. £7. 572 60X

P. O. Address

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWR[TING (Fallun
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.




