R THE DIVISION OF HEALTH OF MISSOURI Essa_ﬂ()jj?saqﬁl
]H“ DJUN 91359 STANDARD CERTIFICATE OF DEATH Stete File No
' BIRTH un.Lé REG. DIST. m._/ZLm-m rec. o151, w0, /2 OZ— Rupistrar's No. .24: o,
1. PLACE OF DEATH 2. USUAL RESIDENCE (Whers decsased lived. 1f inatitatlon: reskience
a. COUNTY STATE b. COUNTY i
¢ Jackson = Missouri Jackson "
b. CITY (If outelds corpurate Limits, writs RURAL and give t. LENGTH OF c&CITY (U outelde sorporsta limits, write RURAL and give townshlp! F 4
OR township} | STHY [iyehin place}]|. 5
TOWN ] FOWN Kansas City
d. FHIGSLPIIH_AL;:EOOF (I ot m- beapdtal or instivtion, giva sireet ‘or looation) .A%rgggs (It rural, give iocation)
INSTITUTION Research Hospital 3617 Tracy
3. NAME OF 8. (First) b. (Mliddic) e (Lasty 4 DA}E (Menth)  (Day)  (Year)
(Twper Py Christopher Sullivan DEATH  May 13, 1959
§. SEX p| 6. COLOR OR RACE | 7. mﬂk%&%n. gﬁggcrélsnglm, 8. DATE OF BIRTH 9. I:\‘tl;E tn ran| v po ! o ¥ totn 1 .
3 pecily) ours | Mij
Male | White FrATR DRRRED, May 13, 1959 | | 18
10a. USUAL OCCUPATION (Giwi - 10b. KIN BUSINESS OR IN- | 11. BIRTHPLACE .. .
dumduﬂuggc;d-wmuﬁ.ho::?m: b OF BY DUSTRY (City and State ar Forsigs Cﬂ'g"’ llcglﬂrg%h\"?of WHAT
Newhorn Newborn Kangsas City, Missouri U, S. A,
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
James Robert Sullivan Bonnie Jo Wigham __.__Newborn _
IS. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY 17. INFORMANT" ‘. 51 GNATURE OR NAME ADDRESS
(Yes, o, ot unkngwn) l (If yem, xive war or dates of service)
James Robert Sullivan -3617 Tracy
18. CAUSE OF DEATH MEDI CERTJFICATIO INTERYAL BETWEEN
| Enter coly onecaussper | I DISEASE OR CONDITION Mu ONSET AND DEATH
In for (), (b), and (¢} DIRECTLY LEADING TO DEATH* (5)
“Thir doet not mean | ANTECEDENT CAUSES DUE TO @ M{
the mode of dying, such | Aforbid comdilions, if ang,
o heart failure, asthendo, | rise to the abovr cauae (a) m } M
ete. It meane the diy. | b€ wnderlying couse lost.
care, Enjury, o compli DUE TO ()
tion wAich caused death. | 11. OTHER SIGNIFICANT CONDITIONS
Conditions contributing to the death dut not
related (o the disease or condition cauring death.
19a. DATE OF OP_F%'N 19b. MAJOR FINDINGS OF OPERATION 20, AUTOPSY? Q)
. 7¢25 | w0 WO
21a. ACCIDENT (Bpaciy) 21b. PLACEOF INJURY (s tnorabout | 21¢. (CITY. TOWN, OR TOWNSHIP) (COUNTY) (STATE)
' SUICID bome, farm, [astory, sureet, office bldg.. s18.) '
| HOMICIDE
L [{2a. TIME (Month) (Duy) (Year) (Hoor) | 2le. INJURY OCCURRED | 2if. HOW DID INJURY QCCUR?
g mm.z.u NOT WHILE
INJURY o, AT WORK
|
! = I hereby certify that I attended the deceased from . 19-"7 , o 3 . IB;fZ, that I last saw the deceaced
! o /3 19 ._g‘ Y m_, Jrom the cguses and on the dale stated above.
2. DATE SIGNED

Wz

24b. DATE ¢
May 14, 195?

2¢:. NAME OF CEMETERY OR CREMATORY
lound Grove Cemetery

county}

%Locmou (City, tow
ndependence/ Mo.

T (State)

REGISTRAR'S SIGNATURE

Geo, €., Carson & Sons Independence, HMo.

|E} FUNERAL DIRECTOR'S S1GNATURE ADDRESS

(Ticensed Embalmer's Statemant oo Reverse Side)




STATEMENT BY LICENSED EMBALMER

I hereby cértify that_the body wlﬁ;tld’m s recorde& 1 the reverse side /t.lns certificate was embalmed by me, or by
// - Z / ] v " . ’
L U _% pea.

working under my persona! supervision | .

Studont £mbaimer Mo,

Student e TAP TR T ASCUIELL I Signed..\... 7 g 4 e ALY &
Studen almer . .
- N . ’ H baliner No (74.:\1 K;g

P. 0. Ad

No{e:. The shove MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HAND
the sbove constitutes grounds for revocation of license.)

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




