lURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH 59-039278
IﬁmED VSR.N.Q,}(@& .?59_,1;”? Primary Registration District No. . ..___.__Registrar's No. /]é____--- STATE FILE NUMBER

S 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decemsed lived. If institution: Residence before
8, COUNTY a. STATE b, COUNTY admission)
Crs¢ S ss00n) CAss
b. CéT;( (If outside corpgrate limits, give TOWNSHIP only) Length of stay in 1b c CCI)TY Inside Limits
R .
WUy T M uhoin Timp oW Egnd Vg w Yo O Noj
c. FULL NAME OF {If NOT in haspital, give location) Intide Limits d. STREET {if cutside, give location} Reside on Farm
. HOSPITAL OR v N W / & .
, WIANZLS. 4ok my T/ n0 N4 Zehogn D5 Eclite D foverinsd WO B
3. ‘OTIAME OF DE)CEASED First Middle Last 4, DOAFTE Month Day Year
ype or print S o
SR S Jabns Docken Dokl A No /8 P85S
5. SEX 6. COLOR OR RACE 7. Married [0 Never Marriod 5§ [8. DATE OF 8IRTH | ¥ AGE (last birthday) [IF UNDER 1 YEAR | IF UNDER 24 HR
oz Je ‘”A :ﬁ Widowed [] Diverced O F-2/- ,?3? 20 Months | Days | Hours | Min.
10a. USUAL OCCUPATION (Give kind of work dona | 10b. KIND OF BUSINESS OR INDUSTRY| t]. BIRTHPLACE {City and state or country) | 12. CITIZEN OF WHAT COUNTRY
during most of working l1fe, even if retired) -
SR e A XS Fm fprel | g S P v 7S
13s. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
WENDEL Doekt EntDor A, S'_éeémfwe S e /greovﬂe‘g None -
15. WAS DECEASED EVER IN U.S. ARMED FORCES? SOCIAL SECURITY NO. 17. INFORMANT Address ;’m U,e Yy
(Yes, no, or unknown) {If yes, give war or dates of service)
Yo U959 | gk /93 72 s Y~ 3L-2613 |Mi#TARY Revords Hakaed Eesnn prs e .
r' - 18. CAUSE OF DEATH (Enter only one cause per line for (a), {k), and (¢). INTERVAL BETWEEN
‘ 5 PART ). DEATH WAS CAUSED BY: ONSET AND DEATH
g IMMEDIATE CAUSE (a} &d‘.«, J&Q.«J.M Le
g nclin s dhins,
Q Conditions, If eny, DUE 7O (b 2 s B
which gave riu(t)o .
sbove couse (o),
stating the under-
lying causa last. DUE TO (¢} M MM
F4 PART 11. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal PART N1, If decesased was female was
g distase condition given in PART | (a) there a pregnancy in last 90 days.
i § IDYGS| O Neo I C Unknown
E 19, WAS AUTOPSY 20a. ACCIQENT  SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury in PART | or PART Il of item 18.)
] o
& PERFORMED? ﬁ. 8 O v
v YES[] NORQ Aueds
M TURE OF — Hour Month, Day, Year
= am. -
Bl R gy 4085
20d. INJURY QCCURRED 20e. PLACE{ OF INJURY [e.gf.i in ]:Irdlbou! F;om.. 201, CITY, TOWN, OR LOCATION COUNTY STAYE
WHILE AT WORK farm, fagptory, sireet, office g., e, - .
NOT WHILE AT WORK M rirhy s, rars Wes?™ e vlm 703.‘.44,7,:9 CHss ﬂ.{.lcvqf
4
21, | attended the decaased from to and last saw ;.:Ie,:‘ slive o =y
Death occurred at /M m on the date stated above, and to the best of my krowledge, from the causes stated.
8 2, SIGNATURE {Degree or title) 22b. ADDRESS -) - 22¢, DATE SIGNED
S Boc Cotwn |20 T Ll S oot oy | //-75-57
< RIAL, CREMATION, ! 23b. DATE 23¢. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or caunty) (Stare)
9 REMOVAL (Specify) -
T At Lsir-199"F .
L 24. FUNERAL DIRECTOR ADDRESS 25. FDATE RECD. BY L
> -— "
@ | SheiL Foeant Home - Kawsas Cry, mo. 11— {7 x> 7

{Licensed Embalmer’s Statement on ReverseSide)



o

STATEMENT BY LICENSED EMBALMER

| hereby certify that the body whose name is recorded on the reverse side of this cerfificate was embalmed by

~a

or by i Student Embal!mer No.

working under my personal supervision.

Student Signed M Y m’v‘

Signature of Student Embalmer
;“‘?a F

Licensed Embalmer No.

Nofe: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to com
with the above constitutes grounds for revocation of license).
. If embalmed by a STUDENT, he als.g- shall sign in his OWN handwriting.
If this body is not embalmed, f_ac! slflould be so stated above.



