alth,

elfare

All diseases in Port | must be causally related.

A. Turner

ublic
rvice

57 4

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

THE DIVISION OF HEALTH OF MISS0URI

STANDARD CERTIFICATE OF DEATH

I

59-017935

qLED JUN 9 19592_egisrru!ion_ District No. _..,.._.._.._.,..__.,.._.l_.%z.._,Primmy Registration District No/_akO&,shT_A_;fg.:lr:E I‘:’:.

(Yas, ng _or unkngwn)| {If yeg, give wgr or dotes of_sgrvige).

- =353

15. WAS DECEASED EVER IN U. §, ARMED FORCES? 16. SOCIAL SECURITY NO} 17. INFORMANT

PART |. DEATH WAS CAUSED BY:

— A Hospital Records,K.C. Mo,

18. CAUSE OF DEATH (Enter only ane cause per line for (a), {b}, and {c}.)
IMMEDIATE CAUSE (o) _ Bronclerpneumonia

—rY
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where daceased lived. Ifi tutien:
. . ST b, COUN
a. COUNTY J&Cl@n o. STATE Missouri COUNTY,
k. CgY (If ourside corparate limits, give TOWNSHIP only) Inside Limits % C|0TRY O mits
R ; f\
TOWN Kansas City Yesfel noD) UL Vs rown  Kansas City Yesg 1o [J
c. FULL NAM% OF {lf NOT in hospital, give location) | Length of stay in 1b d. STREET (If outside, give location) Reside ¢n Fa
HOSPITAL OR ADDRESS S
sTiruTion VA Hospital 56_yrs Mallott Nursing Home | e [ Ne
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Yeor
{Type or print) QF
01l ie M, Seviar DEATHAth  24%h 1959
5 SEX ~| 6 COLOROR RACE} 7. MARRIED] JNEVER MARR!@ 8. DATE OF BIRTH 9. AGE {In years | F UNDER 1 YEAR| IF UNDER 24 HRS
V t birthday) { Menths | Daoys Hours Min,
Male White WIDOWED([ ] oIvorcet ] 3-26~00 59’ yrs ' l
100. USUAL OCCUPATION (Give kind of work dona | 10b. KIND OF BUSINESS OR 1t. BIRTHPLACE (City and state ar country) 12. CITIZEN OF WHAT COUNTRY?
during most of working life, even if retired) INDUSTRY
or g Blac U.S.
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
| Ulysges Sevier = PBelle Malotte None
Address

INTERVAL BETWEEN
ONSET AND DEATH

which gove rise ta
obove couse (o),
stating the under-

Canditiens, if any, } DUE TO {b)

lying cavse lasi,

DUE 70 (¢ _2mphysema, pulmonary

FART It, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the termingl disease condition given in PART | (a}

19. WAS AUTOPSY
PERFORMED? {

=
=l
5
[¥]
i £27] YEsig NO[)
2| 20a. ACCIDENTY SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | ¢r PART 1) of item 18.)
P .
8 D O o
§ 2c. TIME OF Hour Maonth, Day, Yeor
e INJURY a.m.
3 p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor chourhame, [ 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE D farm, factory, sireet, office bldg., etc.}
WORE A AT WORK

Deoth occurred at

9230

21./ attended the deceased from h[o:mmbm;ll,l&Sﬁ_ to

D
>

and,

m on the date stated sbove; and to the best of my knowledge, from the causes stated.

(Degree or title)

0| 22b. ADDRESS

22c. QATE SIGNED

+Co Mo 4=R5-59

L 25 29

A MD VA Hospital, K
3b. DATE Z3c. NAME OF CEMETERY OR CREMATORY 13

BOONVILLE CEM

LOCATHON (Ciry, town, or county)

BOONEVILLE, MO.

{Srate)

, ADDRESS ﬁ. c’
-7 /’,70 ’

25. DATE RECD. BY LOCAL REG.

26. REGISTRAR'S SIGNATURE

(lva/ '

‘/45“'57 “




STATEMENT BY LICENSED EMBALMER

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

by M, OF DY .o a i ra e a et e s nn s annn , Student Embalmer No. _,...............

working under my personal supervision.

Student ..o e
Signature of Student Embalmer

P. O. Address,

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING (Faiﬁ’
to comply with the above torstitutes 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.

-




