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S, No.30O .
et ' FLED JAN 27 ig5)  STANDARD CERTIFICATE OF DEATH state it o LO24
[BIRTH NO. REG. DIST. NO. _Lyz_ PRIMARY REG. D18Y. 0. /2 @ LD Repistrar's No 1 22
I. PLACE OF DEATH - [2. USUAL RESIDENCE (Where decetsed lived, I lostitutl ienos before
a. COUNTY a. STATE b. COUNTY sdmission).
I Jaoskson _ Migsouri Jasckeon
b. CITY (If outeids sorprate Hrmits, write RURAL and give ¢ LENGTH OF ¢. CITY (If outalds corporate Umits, write BURAL snd give tewnahin)
OR township)[ STAY {la this placw)f] OR
TOWN Kansas City 5 vra TOWN EKansas City )
d. FULL NAME OF {f not in bosptral or Institgtion, give streat addrow or location) d.ASBrgéEESTS (If rora), ghvs location) 7l b ’
INSTTUTION At Home - 3218 Holmes 3218 Holmes
3. NAME OF ™ a. (Firs b. (Middie) < (Last) . 4. DATE (Monts)  (Day)  (Yem)
{Typeor Print) FOlix . BEULLENS DEA‘I’H Jane 9. 1%1
5. SEX O 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, B. DATE OF BIRTH . 9. AGE (In years| = owomm 1 mn ¥ RO M o,
WIDOWED, DIVORCED (Bpacity} i Inwt birthday) uonu., - Hours | Mi
Male White Married 8o 1
10a. USUAL OCCUPATION (Cllve kind of w: 10b. KIND OF BUSINESS OR IN- [ T1. BIRTH (Bta
damdnﬂummn!wmuum-.mﬂmh:ll; : DUSTRY e or forsian oowntzy) % . -'ZCS(GH%T’?F.WHAT
Retired Building Contraotor - Self

13a. FATHER'S NAME . [13b. MOTHER'S MAIDEN NAME ] NAME OF HUSBAND OR WIFE
Pete Boullens {Virginia Bev
I5. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY
(Yoa, no.or unknowa) | (If yes, eive war or dates of servies) NO.
12. CAUSE OF DEATH MEDICAL CERTIFICATION N HVAL BETWEEN
Enter only oneceuseper | I. DISEASE OR CONDITION . w -/a Z p NSET AND DEATH
line for (), (1), and (¢) | D!RECTLY LEADING TO DEATH®(s) ) Linoraden
*This does net mean ANTECEDENT CAUSES
the mode of duing, such | Morbid conditions, if ang, ,;MM DUE TO (b) M{

a# heart faltire, asthenia, | Tise to the cbove cause (o) stating . 74

elc. It menms the dig. | the underlying cause last. T )
case, infury, of eomplica- _ DUE TO (5) . )
tion which caused death. | 11 OTHER SIGNIFICANT CONDITIONS . H j

Conditions contribuding Lo the death but not
related €0 the disente or condition cansing death.

WRITE PLAINLY--USING UNFADING BLACK INE—MAKE A PERMANENT RECORD

i5a. DATE OF OP_FI%F'IG 19b. MAJOR FINDINGS OF OPERATION 20, AUTOPSY?T
A,
ves (] wo
21a. ACCIDENT (Epecity) 215, PLACEOF INJURY te.g.. tnorsbot | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE, boma, (arm, fastory, strest. offies bldg., ex0.)
HOMICIDE
2id. TIME (Moath) (Daz} (Yeat) (Houn 21e. INJURY OCCURRED | 2If. HOW DID INJURY QCCUR?
) WHILEAT [} NOT WHILE
INJURY m, WORK m
2. I hereby cerlify that T attended the deceased from ___Z.: IBJ EW, 19_5[, that I last saw the deceased
alive on _M__.__, 19 0’ and that death,éccurred at 5 m. v the causes and on ihe dale staled above.
IGNATURE Ha Be an ,y(nm ertitley) | 23b. AMDRESS 23c. DATE SIGNED
%14 ' 9 0. Q?ZGMKC-WZ‘/O*S‘/
24s. BURIAL. CRENA; " DATE 285, NAME OF CEMETERY OR CREMATORY | 24d. LOZATION (City, town, or county) (Stats)
TION, REMOVAL
i ]l =« 11 = 51 o le
DATE REC'D BY I.OCAL REGJSTRAR'S 5|GNATURE FUNERAL DIRECTOR'S SIGMA ADDREAS
! #s1T0dy.toG111 ey-Byalr, 1800 Limwood, BaCes

(Licetsed "y Sutement on Reverse Side}
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STATEMENT BY LICENSED EMBALMER

*

working under my personal supervision.

Signed....... 2.

31gnadescanesnnrniacaas temvseersanasaranan

Student Embalmer ' Licensed Embalmer No % 3=

P. 0. Address \f/(,‘,o % -

Note: The asbove MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply with
the above constitutes grounds for revocation of license,)

v If this body is not, chibalged} fuctt ifdnild be so stated sbove. g - 1 - [~ Javer.ao
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