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WRITE PLAINLY—USE UNFADING BLACK INK—MAXKE A PERMANENT RECORD
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DEPARTMENT OF COMMERCE

Buszay oy T o STANDARD CERTIFICATE OF DEATH s ric o

p AR 20 168

STATE BOARD OF HEALTH OF MISSOURI 9 3 3 9

T
gi-tmiou District No... /‘/f Primary Registration District No/”f‘ 2 _ Registrar's No,ﬂrﬁ!jj-
1. PLACE OF DEATH: Jack 2. USUAL RESIDENCE OF DECEASED: z/({/'

acKson Pl

(a) County . %
& Gy Kansag ity 0) Sate__.. Missourd . . 0 County_.._.dackson . =
(If outaide eity of town limits, writs “RURALY and name of townabip) (&) City or town Ka.nsas City £

(¢) Name of hoapital or institution:

K.C.General Hospital No,X....

{IF oot in bospital oz institutfon, write strect nnmhﬂr or !o;n?:

(&} Length of stay: In hosplital or fnstitution

(Bp-c{fy whether

In this community 23 by AL oot

yeors, months or days)

If outside cliy w w'n limits, writs “RURAL")
{d)} Street No. 1315 East. 8th S

{If rurnl, riva location)

() Citizen of foreign country?. (YHZNO)

If yes. name country.

Full NAME. Vaughan, Wade Hampton
3. {b) If veteran, 3. (¢) Social Security
natne war. Q///N Noﬁiﬂ"s’?:h??
5. Coloror . 6. (o) SihEM, widowed, madded.
4. SPP/ &“4‘ race. ﬂ“ [t 2 oo T ———
6. (b)) Name of kustyad™ or wife.... 6. (¢} Age of husband or wife if
alive .....coovnmeee.n. YRR

ﬂﬂ#"‘-‘ o Hlhes

h date of deceased j"-é’ {¥ 1977

MEDICAL CERTIFICATION

20. DATE OF DEATH: Mouth......areh....day...5th

s year............lgh3............hour._........._..............9......m[nutéss...A.M‘.M.

21, I hereby certify that I attended the decensed from

2-9-43 19........, to 3-9-43 19
that ] last saw h im mlive on B-HB 19}

and that death occurred on the date and hour stated above.

Immediate cause of death

Paralytic ileus with ideopathic stricfure

{City, town, or county)
10. Usual mmdon% e, Lo

tMonth) (Day} e |6f 41eum with necrosis
8. AGE: Years Montha Days If less than one day Due to Benign DrOStatiChypertI:Opl’U“Wi’ch«m
5 O i/ . bilateral hydroureter
hr. min
Due to ~
R 2 758

"(State or fursign conntry)

Other conditions. Lobar pneumonia

{Include pregnancy within 3 months of death) —
11. Industry or busipess . ™~ PHYSICIAN
= Major findinga: _
E 12. Nawme 60( n.ﬁm,_ % yM i,(% 13 pemnons...{lo e . Underline
S0 s, nuvhoiace 4 oty
& ‘9 town, or (State or foreign country) Of autopsy should be
63 { 14. Maiden name 2785 ~ LN .o " o0l SO S b charged sta-
= e ee_above tistically.
E 15. Rirthplace [City. towe o covats) Tivvs o Torei tomm ] 22. 1f death was due to external catses, &1l In the following:
16. (@) (¢) Accldent, sulcide, or homicide (specify)

17. (a) uAe ‘-( (3) Date thereof 3 -5 ¥

s
bl

Informant -ﬁa el A 7% £ S, i
® Addees. L. 3458 aad” If{[? j

(Burial, cremation, or remaral)

(¢) Place: burial or cremation._... @4‘

8. (a) Signature of funeral director.. j-‘ifm Ly, ] U‘ "‘-{(-4 anyy. .

(Monlh) {Day) (Year)

@) Address LZOU 2t L
. ()

,.3. j_;h~ o ® /4,

/W'

(&) Date of occurrence

(¢) Where did injury occur?. i — ot e
13}
{d) Did injury occur in or abotit home, on farm in industrial place, in public placc?

(Spemfv l(w- of place)

While gt werk? .o ¢) Means of injury. e
! -,
hD(M D. or other)...

led,Dir,K C.Gen"HOSP tal

(ﬂepnru s eignatare)

(Liconsed Embnlmer®s Statement an Reoverse Side}
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STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by.......... . e
LI , Registered Apprentice No.. oo . ,

atr ' . ' \ .

workmg under my personal superwsu)n - ‘ o

, Signed e erens e ——

. i
Licensed Embalmer No.. teenenen enameene e eaban

1 T - . '

P.O. Address...........000" ; i

Note: - The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITINC (Failure to comply with
the above conantutes groul\ds for revoca.hom of license.} . '

6o
X

If 1his body i 1s not cmbnl'mcd. Tacu should he so stated al)ove.




