IRI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

U6 4.4 1959/

59025205
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STATE FILE NUMSER

f[LgeDgilytﬁon

. . . - o= O . . A | 4
______ Primary Registration District No. Lf______‘_"_z"_____kuullfrnr s No. -;;.:"“73!?-(;'9

NDED
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residense before
a. COUNTY J’acksm a. STATE MisSouri b. COUNTY Jackson issfon)
b. CCI)IY {If ouside corporate limits, give TOWNSHIP only) Length of stay in 1b c. c(.I)TRY nside Limits
R
OWN Kansas 81ty L6 Yrs TOWN Kangag City Yo ¥ Ne D
<. FULL NAME OF (If NOT in hospital, give location} inside Limits d. STREET {If cutside, give location) Reside on Farm
HOSPITAL OR v N ADDRESS Y
INSTITUTION Neurological Hospital 2 Gl 506 Newton « O Ny
3. NAME QF DECEASED First Middle Last 4. DAJE Month Day Year
{Type or print) DEAFIH
AMB EARL HUFF August 1 1959 Ypg/
5. SEX 6. COLOR OR RACE 7. Marvied X1 Mever Married [} |8. DATE OF BIRTH | 9- AGE (last birthday] | IF UNhDE“ ! YEAR _IF UNDER 24 HR
Widowed [] Divorced [J Manths Days Hours Min.
Male t 8/29/1895 63
102. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| T1. BIRTHPLACE (City and state or country} | 12. CITIZEN OF WHAT COUNTRY
during most of workjng life, aven if retired)
crabe” Upera Sheffield Steel Selma Kansas USA
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Barmard H o) Minnie Huff
15. WAS DECEASED EVER IN U.S. ARMED FORCES? 16. SOCIAL SECURITY NO. 17, INFORMANT Address
{Yes, no, or unknawn)| (if yes, give yar or dates of service)
8 Wi 87=05=5354 Mra Minmie Huff 506 Newton N C
, = 18. CAUSE OF DEATH (Enter only one cause per line for {a), {b), and {c). INTERVAL BETWEEN
' 5 PART 1. DEATH WAS CAUSED BY: "ONSET AND DEATH
£ IMMEDIATE CAUSE (3) £ L M BOS/ |- HQURS
3
a Conditions, if any,]  DUE TO (b) E ERIO 05/8 lo+ VE4RS
which gave rise to
. above cI:usa d(l),
stating the under-
lying cause last, B DJI?BETES MELLI‘TUS ‘ + V&L
z PART 11, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal PART (1), tf deceased war female was
'9_ disease condition given in PART | (a) there a pregnancy in last 90 doys.
3|l e CEREAMM ALTERNscoqpl> | O Mo | D vnknown
= 19. WAS AUTOPSY 20a. ACCIDENT  SUl 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
& PERFORMED? a
U YESO NO 3 .
"1 " &| 20c. TIME OF 'Hout  Month, Day, Year
a INJURY s.m,
; p.m.
. [1.20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., in or about home, | 204, CITY, TOWN, OR LOCATION COUNTY STATE
T WHILE AT WORK [ tarm, factory, street, office bldg., e}
o NOT WHILE AT WORK [
Q
ﬁ | 21. 1 attended the deceased from_JlMTigﬁ—, :Q_M__L,_Lqﬂ_dnd [ast saw alive on_AUG' . h S?
Death occurred at f.'ﬂ T A_rn on the date stated sbove, and to the best 3f my knowledge, from the csuses stated.
o] ﬁ 22a. SIGNATURE {Degree or title) 22k, ADDRESS 22¢. DATE SIGNED
= 5 Fulla MmD. 2635 W. PASES  KAMS#sCITY mp B- -5
<>( a. BURIAL, CREMATION, | 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City. town, or tounty) {State)
o REMOVAL (Specify)
= | Burisl Aug 3 1959 Floral Hillg Cametary Knnqa%_cit%ug
<L 4. FUMERAL DIRECTOR ADDRESS 25. DATE RECD.YBY LOCAL REG. 246. REGISTRAR'S SIGNATURE
bt — Rl
o| "Sheil Funeral Home Kansas City Mo f’\;’v E

{Licensed Embalmer’s Statement on Reverse Side)
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STATEMENT BY LICENSED EMBALMER

<N
. .. | hereby certify that the: body whose name is recqrded on the reverse side of this certificate was embalmed by
or by Student Embalmer No.
YR PR . ) S
working under my personal supervision. :
Student Signedwg W
Signature of Student Embalmer .
Licensed Embalmer No. ,V
R N ‘- ° P. O. Address
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to co
$7 e ., with the above constitutes grounds for revocation of license). . . .
C If embalmed by a STUDENT, he also shall sign in his OWN handwriting. * Vs

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