THE DIVISION OF HEALTH OF MISSOURI

59-018031

Health,
elfae STANDARD CERTIFICATE OF DEATH il
Public / (4 2 18
Service egistration District Na. ..................._.._____.......g f...Primary Registiation District Nc-._.._.lﬂ...._é!-..-..-:;_,,_., - Regiuraf'l No. Swfndy § 8
. PLA((:)E OF DEATH 2. USUAL RESIDENCE (Where decensed lived. If institution: Rcljdonc._b)efou
: . COUNTY . STATE b. COUNTY admiss
3w ° Jackson : Missouri Jackson 7

1-57 b. CCIJTRY (If outside corporote limits, give TOWNSHIP only} Inside Limits < C{i)TY Inside Limits
. R

I Town  Kanses City Yes [ No[] 3&7{ TowN  Kansas City Yes[] No[]
: c. ﬁg%#l{'lAtﬂ%gF {If NOT in hospital, give location} { Length of stay in 1b 4 d. STREET {If cutside, give locotion} Reside on Form
' A ADDRESS
o isTiruTion 2021 Benton Blvd |4 yrs. 2021 Benton Blvd. Yos (3 Ne [
, 3. NAME OF DECEASED First Middle Lost 4. DATE Manth Day Year
' {Type or print) OF

Joseph Arthur Wilson DEATH S/ -57.

. 5. SEX i 6. COLOR OR RACE 7‘MARR|ED[:]NEVER marrieo[ ] 8. DATE OF BIRTH 9. AGE {In years JFUNDER 1 YEAR| IF UNDER 24 HRS.
I Ma]_ N. WIBo lost birthday} [ Months | Days * | Hours Min.
: e egro vevk) d-ovorceo(d| 11/13/ 1846 92
; 10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City and state or country} 12. CITIZEN OF WHAT COUNTRY?
3 during most of werking lile, even if retired) INDUSTRY !
3 pair Smith Brid U, S, A,
3 130. FATHER'S NAME 13b. MDTHER'S MAIDEN NAME 14- HAME OF HUSBAND OR WIFE
]
H, W | Unknown Katherine T, Wilson
9 15. WAS DECEASED EVER IN U, 5, ARMED FORCES? 16, SOCIAL SECURITY NO.| 7. INFORMANT Address
5; {Yws, no, or unkngwn)| {Il yes, give war or datas of service}
X none
9 18, CAUSE QOF DEATH (Enter only one couse per line for (a), [b), and {c).}

FREEER N .

SR R Ry s e TR T e T R e T

All diseases in Port | must be causolly reloted.
USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

PART i. DEATH wAS CAUSED BY:

IMMEDIATE CAUSE (a)

Cardio~Renel Disease

INTERVAL BETWEEN

ONSET AND DEATH

WHILE AT NOT W‘HILE
WORK D O

farm, .ctory, strest, office bldg., etc.)

Conditions, |f any, DUE TO (b) mertentlm
which gave rise te
above couss (g},
stating the under- }
g lying cavee last. DUE TO (c)
= PART il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related te the terminel disease condition given in PART | {s) 19. WAS AUTOPSY 5
by PERFORMED
£ o 4 2 x YES[] NO
21 200. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 1B.)
w
© [ c &
é Mec. TIMEOF Howr Month, Day, Year
a INJUR a.m.
F gom.
20d. INJURY QCCURRED e. PLACE OF INJURY (e.g., inor about home,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE

21. | attended the deceased from ,_W 1 1959

. e

Death occurred at 6:00

a, m,.

my n, 1959andlalt “"Ei.r:: alive on M&Y 11: 1959

m on the date stated above; and to the best of my knowledge, from the couses stoted.

220. SIGNATURE

Pt 4 *ren or titla)

22b. ADDRESS

bo

434 Quindaro Blvd, K. C. K.

22c. DATE SIGNED

-

A. Love

Mrs, J. W, Jones LLO state ave.Kans,

L Y5

-l

FrLle o

Wm,

{Licensed Embalmer’s Statement on Reverse Side)

-
232, BURIAL, CREMATION, | 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION {City, town, or county) (Stare)
Craoriyonin
sl 5/15/1959 tery
24. FUNERAL DIRECTOR ADDRESS ! 25. DATE RECD. BY LOCAL REG. 26. REGISTRAR'S SIGNATURE 8 . ‘




¥

STATEMENT BY LICENSED EMBALMER

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

DY M, OF DY o ettt ettt vt s s e st are e asent s e e saa it a e anann , Student Embalmer No. ..................0

working under my personal supervision.

Student ..o
Signature of Student Embalmer

’ ) . +Licensed Embalmer Nq[fr(af
' P. 0. Address . &4 €. pozw

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (F‘m'(
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. q




