AISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

ARTMENT OF PUBLIC HEALTH AND WELFARE

~ AMENDMENTS ON THIS RECORD ARE AS FOLLOWS

jstrict No, ___

-
tg.z...Pnrnnr\r Registration District No. [ ,6,__-2-._Regimnr': No. ---__Mas

61-02969'7

STATE FILE NUMBER

AMENDED
. PLACE OF DEATH 2. USUAL RESIDENCE {Where deceased lived. If institution: Residence before
E a. COUNTY JAGKSON a. STATE KANSAS b. COL[I::TY JOHI‘ISON admission)
% b, C‘Ij'll'z\’ {If outside corporate limits, give TOWNSHIP only) Length of stay in 1b €. Ccl)TRY o Inside Limits
i .. E
= TOWN KANSAS CITY 4 days TOWN OLATHE Yuﬁ No [J
< ¢, FULL NAME OF (If NOT in hospital, give location) Inside Limita d. STREET [if cutside, give location) Reside on Farm
E HOSPITAL OR ADDRESS
= instirution VA HOSPITAL Yes G No D) 822 Sheridan Circle Yes I No g
[a)
3. P}IAME OF DE)CEASED First Middle Last 4. DOAJE Month Day Year
(Type or print]
RICHARD FRANCIS VOLLE peatv  AUGUST 26, 1941
5. SEX 6. COLOR OR RACE 7. MarriedX] Never Married [J [8. DATE OF BIRTH [ 9+ AGE {last birthday) | IF UNhDER 1 YEAR IF UNDER 24 HR
wid d Di d - Manths Days Hours Min.
MALE WHITE dowed O wored B | 1919-22| @8 3¢ el
10a. USUAL OCCUPATION (Give kind of wark done | 10b. KIND OF BUSINESS OR INDUSTRY{ 11. BIRTHPLACE (City and state or country) | 12. CITIZEN OF WHAT COUNTRY
during mast of working life, even if retired) A
Truck Driver , Summerfield, Kanas US.A.
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE
Arthur Volle Mebel Braughard Ruth Volle
15. WAS DECEASED EVER IN U.5. ARMED FORCES? 17. ENFORMANT Address
(Yes, no, or unknown){ {If yes, give war or dates of service}
as ] MI VA HOSPITAL OFFICAL RECORDS, K. C. MO,
- 18. CAUSE OF DEATH (Enter only one cause per line for (a), (b,’l, and (¢}, INTERVAL BETWEEN
E ART |. DEATH wAS CAUSED BY: OMSET AND DEATH
w z immeDIATE caust (3 ARRTHYMTA
O o
e}
| =t Condirions, i any,]  DUE 10 (o) _GOR-~PULMONALE
= which gave rise 10
2 above :I:use d(a),
= staling the under-
Wing” cause iesr. | buE 10 () _PITMONARY EMPHYSEMA !
z PART I1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING 7O DEATH but not related to the terminal PART [Il. If deceased was female was
g disease condition given in PART | {a) there s pregnancy in last 90 days.
§ I O Yes l {J Neo ] ‘|] Unknown
b-&- 19. WAS AUTOPSY 202, ACCIDENT  SUICIDE HOMICIDE 20b. DESCRIBE MOW INJURY OCCURRED. [Enter nature of injury in PART | or PART |l of item 18.)
= PERFORMED? a ] 0
v YES [0 NO
5 20c. TIME OF Houl Month, Day, Year I
H INJURY am.
g p.m.
20d. INJURY QOCCURRED 20s. PLACE OF INJURY (8.g., in or about home, | 201, CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK [ farm, factory, strest, office bidg., eic.)
NOT WHILE AT WORK O
o]
é ZVA anended the deceased lrom__&m_.—-— _&ZMJ—//J//JJKAIJJJ/
[} Desth occurred .:_.3:3&1? & m on the date stated above, and to the best of my knowledge, from the causes stated.
—
8 5 22a. SIGNHTURE (Degree or title) 27k, ADDRESS 27c, DATE SIGNED
5 =| o e A WILLIAM S. HIATT, M.D. | VA HOSPITAL, K. C. MO. 8-26-61
2 23a. BURIAL, CREMATION, | 21b. DATE 23c. NAME OF CEMETERY OR CREMATORY Zid. LOCATION (City, town, or founty) {S1ate)
d o] REMOVAL (Specify)
z & AUG. 26,1961 | OAKLA g OLATHE KANSS
= < NERAL DIRECTOR ADDRESS L REG. | 2 EGISTRAR'S SIGNA E
2 5 2 b- 6/
= = ,P-».t {

{Licensed Embalmer’s Statement on Reverse Side)

7a

I |



-

Student Embalmer No.

* ° |

!

working under my personal supervision. w {|
Student Signe;; ;;M“ "%& I

Signature of Student Embalmer 4
Licensed Embalmer No.‘:\aé./"-5 |
P. O. Addres‘;@i‘:é’1

L) - ~

. . P - R

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.emba'lmec! by a STUDENT, he also shall sign in his OWN handwriting. t »

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





