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L
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STATE FILE NUMBER
. Registration District No, _________’Zgl________Primary Registration District No._fdlsi-__kegimar‘s No. ____(_,M_____-
: AMENDED F i
; DO TR
|. PLACE OF DEATH = '~ = 2. USUAL RESIDENCE (Where deceased livad. If Ensfitution: Residence before
fa] a. COUNTY a. STATE b. COUNTY admission)
2 C/AY Mo C/ay
= b. COHII?Y {If outside corporate limity, give TOWNSHIP only) Length of stay in 1b [ COITY Inside Limits
R
w
TOWN J TOWN - Ye N
3 o MorTh KansAS CTY Kawsas CiTY ‘R Mo D
&, FULL NAME OF (if NOT in hospital, give location) Inside Limits d. STREET (1f cutside, give location) Reside on Farm
7 S . g e || O o 8
1 D.O.A. Memorial Hosf |=R ™ AFol fussell Rd =0 Mo
3. ('_?AME OF DE)CEASED First Middle Last 4, Dé‘\gE Month Day Yaar
ype or print E L V
ARL ALBERT VANDRUFF | 5 J 1Y 22  )9)
5, SEX é. COLOR OR RACE 7. Married B  Never Married [J 18. DATE OF BIRTH | 9. AGE (last birthday} [IF UNhDER IDYEAR ::UNDER 24 HR
. Widowed [J Divorced [ - Months oy ours [ Min,
| MAle white a51- )8 L5
i 10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND QOF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state or country) | 12, CITIZEN OF WHAT COUNTRY
| ring most of workipg lif evenkte!ireg .
| oReman LARADee Mills STackdale ks.I U.S A
‘ 13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14/ NAME OF HUSBAND COR WIFE
| e
Shegman Vavdnv FF Flogewce O bu N lhe/n1a Mgda:}fﬁ
F5. WAS DECEASED EVER IN L.5. ARMED FORCES? T TTErrr mEmemem e INFORMANT Address
{Yes, gogor unknown) | (If yes, give war or dates of service}
Y I ] / The/ma e/ Rd
- 18. "CAUSE OF DEATH (Enter only one cause per line far (a}, {b), and {c}. INTERVAL BETWEEN
5 PART I. DEATH WAS CAUSED BY: . ONSET AND DEATH
& S IMMEDIATE CAUSE () LA
o (v - ’
o]
5 o Conditions, if any, DUE TO (b}
- which gave rise to
% above cause (a),
= stating the under-
lying caute last. DUE TO (o)
z PART H. QOTHER SIGNIFICAN]’ CONDiTlONS CONTRIBUTING TO ATH but noty related 10 the terminal . If deceasad was female was
g disease condition give| i {a} v . - there a pregnancy in last 90 days.
§ [ 3 Yes I 0O Mo ’ ] Unknown
£ | 5. WAS AUTOPSY | 20s. ACCIDENT ~SUICIDE HO 20b. DESCRIBE HOW INJURY OCCURRED. (Ented nature of injury in PART I or PART I} of item 18.)
[ PERFORMED? m} O
= YES(O NOO
& | 20 TIME OF  Hour  Month, Day, Tear
a3 INJURY am.
g p.m.
20d. INJURY OCCURRED 20s. PLACE OF INJURY (8.9., in or abour home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK farm, factory, street, office bidg., atc.}
NOT WHILE AT WORK [J .
o .
ERY
é 21. | attended the” decemsed from to. and last saw :;:‘ alive on
[ Death occurrad at. m on the date stated above, and to the beit of my knowledge, from the couses stated.
]
=2 uw o i DDRE 22
O o 22: i ATURE ] i %‘ or title} N [s] }S// ?_,- / . DATE 51G
},, = - g W ) "L.'—é v é}
i 23a. BUEIAL,CREMATK:JN 23b. DATE = e | Z3c. NAME OF CEMETERY OR cneb{moav 730, LOCATION (City” Town, of co.,,my; {'/ (5,,,,,
o a REMOVA'L ( Hy) 2 .
z g /-25- 6/ View (esr |
= < 24. FUNERA D|REC‘|'OR 25. DATE RECD. BY LOCAL REG.
iy
= g M@&a@/ Y el 7- -

{Licensed Embalmer's Statomant on Reverse Side}




5‘3@“\

*

STATEMENT BY LICENSED EMBALMER

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

or by Student Embalmer No.

working under my personal supervision.

Student Signed

Signature of Student Embalmer

Licensed Embalmer No. é{ﬁ?{/}/
P. O. Address /}',/'///:‘ .(ét{)

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






