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' U e S
URI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH Q) 9936
BLED VS DEC 1 0 195? _[_gﬁ___}'rimurv Registration District No. -_f.8_02Ze _ Registrars No. _E_____5?5359“ME Fg NUMBER

Registration Dmru:l Now e =

IENDED
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceasad lived. 1f institytion: Residence before
a. COUNTY Jackson a. STATE Mi 88 0urj b COUNTY Jackson admission)
b. CéTY (If outside corporata limits, give TOWNSHIP only) Length of stay in 1b c. CCI)TRY Inside Limits
R
owN  Kansas City 22 years|. TWN Kansas city Y O NeO
¢. FULL NAME OF {If NOT in hospital, give location) Inside Limits d. STREET (If cutside, give location) Reside on Farm
HOSPITAL OR ADDRESS
WsTTUTIoN 4117 Charlotte Yo (X NoDD 4117 Charlotte Yes O No
a. (P:AME OF DECEASED First Middle Last 4. D.é\l':l'ﬁ Month Day Yeaur
int
ree or ot Oscar C Broeckman DEATH ¥ov 19 1959
5. SEX 6. COLOR OR RACE 7. Married [J Never Marriad [J (8. DATE OF BIRTH | 9- AGE (last birthday) [ IF UN;JEE IDYEAR ::UNDER :;: HR
Widgued [ Divorced [J Meonths ays ours in.
Male White 2/ gl n
10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 1T. BIRTHPLACE (City and state or country) [ 12 CITIZEN OF WHAT COUNTRY
during mpsg of warking life, even if retired) .
Retired T.Ve Repair Greenfield Misgomri UeSede
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Louis Brockman t Cu Ty Edna Brockman
15, D ASED EVER IN U.S. ARMED FORCES? 14. SOCIAL SECURITY NO. 17. INFORMANT d
(‘fes,wn::soreniiniwn) {if w give war or dates of service) ¥ E nsas Cit m“g ﬂreé‘uri
| 'Fo 496-17=-7138 rse Edna Broclman 2317 Charlotte

- 18: CAUSE OF DEATH (Enter only one cause per line for {a], (b), and [c). INTERVAL BETWEEN
5 PART I. DEATH WAS CAUSED BY: . M . ?ET AND DEATH
g IMMEDIATE CAUSE (a) 1 472‘4—““2
(]
Q
] Conditions, if any, DUE TO (b)
which gave rise to
above cayse ({a),
stating the under-
lying couse lewt. DUE TO (c}
= PART 1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal PART 1lI. If deceased was female was
g ease condition given in PART | (a} thare a pregnancy in last 90 days.
3 MW&&W / |0 ves | 0o | O unknown
E 19, WAS AUTOPSY 20a. ACCIDENT SUICEPE HOMICpE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nfiure of injury in PART | or PART |l of item 18.)
] PERFORMED? O ;] .
(v} YES[J NO(J
I | 20c. TIME OF Hout  Month, Day, Yesr
o INJUR'Y am,
N " p.m.
20d. INJURY OCCURRED 20e, PLACE OF LNJURY [e.g., in or sbour home, | 20f. CiTY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK [J farm, factory, street, office bidg., e}
i NOT WHILE AT WORK ]
2]
[
g 21, ) sttended the deceased from / (1 50 MMMMI lest saw i, alive on_%g_ff_a?‘
B . .g *" .Deoth occurred a1 Y-' 05— ]D m on the date stated above, and to the best of my knowledge, from the causes stated.
8 - 22a. SIGNAT . C (Degres % ¥ 22b. ADDRESS . 22¢. DATE SIGNED
4 E Y, ¥l V4 12959
<>( u‘ﬁa BURIAL, CREMATION, | 23b. 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) (State)
o REMOVAL (Specify)
Z et Crematiom / 1959 D.WeNewcomers Sons Kansas City Migsouri
< 24. FUNERAL DIRECTOR - ADDRESS 25. DATE RECD. BY LOCAL REG. | 28. REGISTRAR'S SIGNATURE
> B .
% |IDW.Newcomers Sons 1331 Brush Creeck Blwd. 1. 86-89 Ahlira’
Ransas Cit
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STATEMENT BY LICENSED EMBALMER

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

or by Student Embalmer No.

working under my persenal supervision.
Student Signedm_ﬁl&&w

Signature of Student Embalmer

. . ‘ ‘ Licensed Embalmer No.%
P. O. Address / &

= R Vo

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to conf

with the above constitutes grounds for revocation of license).
If embalmed by a STUDENT, he also shall sign in his OWN handwriting._\ T
ERR § -

< i¥'this body is not embalmed, fatt should be so stited above.
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