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ublic
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All diseases in Part | must be cousally related.

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

59—-01"7980

STATE FILE NU

...Primory Registration District No.__.zn_‘_“o..z-.--—. ........... Registrar's No%‘iiz
rd
Az

fFILED JUN 9 1953gimmioq District Ne..

. PLACE OF DEATH

2. USUAL RESIDENCE (Where deceased lived. If institution: Resi?‘e!ure

a. COUNTY a. STATE b. COUNTY admi sfion}
JACKSON MISSOURT JACK
k. CITY (If owrside corporate limits, give TOWNSHIP only) Inside Limits c. ClUTY tnfide Limits
R
10WN  KANSAS CITY Yes gl Mol §‘I§ town KANSAS CITY Yes(gl No[]
c. FULL NAME OF (lf NOT in hospital, give location} | Length of stay in 1b d. STREET {If outside, give location) Reside on Farm
HOSPITAL OR ADDRESS ¥ [] N
| wsTiuTion VA HOSPITAL 66 _Yoars 7000 E, 40 Hiway i o bg!
3 FITAME OF DECEASED First Middle Last 4. DATE Manth Day Year
ype or print) QF
CARL SPICER TAYS peats MAY 1L, 1959
5. SEX -] 6. COLOR OR RACE| 7. 8. DATE OF BIRTH 9. AGE (I £ UNDER 1 YEAR] IF UNDER 24 HR$
MALE MARRIED[ ] NEVER MARRIED[ ] o e e Framihe T Boye— | Hours T
WHITE wioowep[) 3 oivorceo[X|  3-26-973 66
106, USUAL OCCUPATION {Give kind of work dene | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City and state or cauntry) 12. CITIZEN OF WHAT COUNTRY?
dugi riing life, sven if ratired INDUSTRY o
KETIRED ""ResTirant O ST. JOSEPH, MO. U.S.As

13a. FATHER’S NAME

13b. MOTHER*S MAIDEN NAME

Olive

Swain

J4. NAME OF HUSBAND OR WIFE

Hewry G Tays
15. WAS DECEASED EYER IN U. §. :RMED FORCES?

(Yes, nmgknnwﬂ)i(“ yes, give Wr Ilcn of service)

16. SOCIAL SECURITY NO.

26 2608

17. INFORMANT

Address

Qfficial Records VA Hospital, K.C., Mo.

Flogak Hills Memorial Chapel

S /Y. 5F

A

18. CAUSE _([HT DSEI?'AEWH?SIEZI&SQE“E au;:o per line for (a), (b), and (c).} If‘éIIERVAL BETWEEN
PART I. D BY: ET AND DEATH
IMMEDIATE CAUSE {a) PNEUMONIA
Conditions, if any, DUE TO (b) i
whick gove riza to
above couse (o) } bronchus
stoting the under-
z lying couse last. DUE TO (c)
- PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the termingl disease condition glven in PART | (o) 19. WAS AUTOPSY &
5 PERFORMED?
rd J# 2| YEs[] NOf]
£ 1 200. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART H of item 18.)
wr
v O ad O
<
U| 20c. TIME QF Hour Month, Day, Yeor
a INJURY a.m.
k3 p.m.
2d. INJURY OCCURRED 0¢. PLACE OF INJURY (e.g., inar aboyt home,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE D farm, factory, streer, office bldg., etc.}
WORK AT WORK
21/ Wlknded the docoassd tom November 16, 1958 v °f‘*/?‘/i‘{ﬂﬂ}‘/7‘/
Death occurred at m on the dote stated sbove; ond to the best of my knowladge, from the causes stoted.
22a. SIGNATURE ” Alvzzh. ADDRESS 22c. PATE SIGNED
La
5 HS Mo D, 2 "o WA Mo , K.Ca, Mo, 51159
73a. BURIAL, CREMATION, [ 23b. DATE 23c. NAME QF CEMETERY OR CREMATORY 23d. LOCATION {City, tawn, or county) (Srara)
MOY AL (Specify) ' . ° -
obial . | S~ 13-195F | Fhorael Hills Kinsps C, 7 SSoakd
24. FUNERAL DIRECTOR ADDRESS K. c. O . 25. DATE RECD. BY LOCAL REG. 24. REGISTRAR'S SId‘A{'URE . ’

herrar Prcnetald




b}

STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalme
DY M@, OI BY ittt et ettt e e e e e ee e ae e e e as ., Student Embalmer No. ...........cc.o0u.

working under my personal supervision.

Student .cooeeeeiiiiiii e S1gned£ .................... ’0 ..... f ............

Signature of Student Embalmer
Licensed Embalmer No. 5/7)/ .......

Terertr o e ' ’ _P.O. Address......./.(C..M.:....‘

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING (Failur
‘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.



