THE DIVISION OF HEALTH OF MISSOURI
12885

. No.300 i ‘mrrs
s | BER MAY 9. 1 955 STANDARD CERTIFICATE OF DEATH State File Novoro
5 - Qs N
' BIRTH NO. REG. DIST. NO. / 22 PRIMARY REG. DIST. IO._LLOO Regisirar's No....!:.zg..%_.
0 T. PLACE OF DEATH 2. USUAL, RESIDENCE (Where o d lived, If laatitution: residence before
. NT . . . .
a. COUNTY JECkSOH a. STATE Missouri b. COUNTY Jacksoﬁd nision)
b. CITY {If outoide eorpurate Hmits, write RURAL and give c. LENGTH OF ¢. CITY (if outalds oorporats iimits, writs RURAL acd give township) .
townahip) Y {in this place) OR Kans C3 t
a TSN Kansas City 14y —— TOWN as Livy -~ | “
g d- FULL NAME OF (1f nos ta sital or instization. give streot addrees dr location) ASJDRESS (I rural, give kocation) 9 \ W 0
8 INSTITUTIoN  General Hospital No. 1 512 Woodland
) S
o 3]5]&!\&% S%FI.J a. (First) b. (Middle} ( = €, (Last) 4. DATE (Month)  (Day) (Yean
e ( Type or Print) San £ TH!E) Ettarie DEATH kb 18 52
é 5. SEX 0 6, COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH 9. AGE (In years| ¥ kR 1 vEAR | # UNDER u HEs.
i WIDOWED, DIVORCED (8pacify) d b | 8 3 Iast birtbday) |Months| Days | Hours | Min
10a. USUAL OCCUPATION (Givekind of work | 10b. KIND OF!BUSINESS OR_IN- | 11. BIRTHPLACE (Stata or foreien 7 12
[+ done during most of working lifs, svan If rotv:r:.) . DUSTRY 5 ; o mau’;-) .5 !zcgl!j.';ll'[z‘gh\.f?oF WHAT
M R-R. Cdrman ey, TTALY
< 138, FATHER'S NAME 13b, MOTHER'S MAIDEN NAME 14. MAME OF HUSBAND OR WIFE
: GlAComo ETTARE LeonaRDr FRusTERA Elizabeth
b IE{. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURLTJ 17. INFORMANT S SIGNATURE OR NAME ADDRESS
) (Yoa, DO, akoown) | {If yew, xive war or dates of servies) . - -
= Ao - _ none Mmuy Resz C1TRRE 90l € My Al
| 18. CAUSE OF DEATH MEDICAL CERTIFICATION ) Ig:sgﬁgm
=] . Enter only onecmuseper DISEASE, QR CONDITION
Z | lime tor (a), (b), and () "DIRECTLY LEADING TO DEATH) ____Possible cerebrovascular accident
E *This doer not mean ANTECEDENT CAUSES
-« the mode of dying, such Mforbid conditions, if any, giving DUE TO (b}
o1 as heart failure, asthenia, | Tise Lo the above cause (a) stating . - [ -
- ete. It means the diz- the underlying cause last. . R
U eare, infury, or complice- DUE TO (&) &Em—_ __‘a_"J;
- tion which caused death, | 11, OTHER SIGNIFICANT CONDITIONS Ll 5 [V Y
= Conditions contribuding to the death but not 3 3
9 related to the disease orvwnds'tion aauring degth. Post Cpe. pUtat‘l on ri Eht 18 g |
;;: 19a. -DATE OF OPERA- | 1%b. MAJOR FINDINGS OF OPERATION - 20. AUTOPSY?
z TION .
= _ YES D NG B
21a. ACCIDENT (Bpecily) 21b. PLACEOF INJURY (s.g..Incrabout | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) {STATE)
SUICIDE bome, farm, factory, street, ofice bidg,  at0.} .
HOMICIDE
21d. TIME (Mooth) (Day) (Year) (Hour) 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
WHILE AT NOT WHILE
INJURY WORK AT WORK

22. I hereby certify that I allended the deceased from March 19 1952 , to April 18 , 18 52 'Vthat I last saw the deceased
(-cliveon __hpril 18 19_52, and that death occurred atlZnoon m., from the cavses and on the date stated above.

23 SIGNAT BeY. Burns &/ (Degres or3itle) | 230, ADDRESS 23. DATE SIGNED
- 2hth & Cherry L~19=52

24a, BURIAL, CREMA- [ 24b. DATE | 24, KA'AE OF' CEMETERY OR CREMATORY 24d. LOCATION (City, town, or count {State)

a4 -1 [T 5T MAey) K.S Q

DATE REC'D BY LEFFE%L REG R'S SIGNATURE ﬁ FUMERAL DlRECTBRIS SIGNATURE ADDRE 35
44/9{;_-M Yoo | SEBBETD S KW o .

(Licensed Embalmer’s Statenent on Reverse Side)

WRITE PLAINLY—USING

L




STATEMENT BY LICENSED EMBALMER

I hereby certiiy that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by -

. .. S$tudent Embalmer No....... sraresasrrrenan R
working under my personal supervision.

SipW Z ~. %ﬁ/d/r‘o&

Signed..........s.t..... ......... tevserssaaa Licenacd Em[h‘ner No 9/25'(’-
udent Embalimer )
POAddrm:c % :E%C)

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

H this body is not embalmed, fact should be so stated above.




