THE DIVISION OF HEALTH OF MISSOURI

RIED UG 1 5 195 STANDARD CERTIFICATE OF DEATH State File No s
' BIRTH. NO. REG. DIST. NO, _LZZ PRIMARY REG. DISY. no/_“_a-:_, Registrar's No, ......................:...3-."..
1. PLACE OF DEATH 7. USUAL RESIDENGE (Where decossed fived. If i idence bofore
a. COUNTY - . STATE ] , dinisal
Jackson 3 2 MO. b. COUNTY QOKSO .ﬂnu(gm
b, C(I)};Y (I outside corpurate limits, weite RURAL and give g_‘_ LENGTH OF c. Cgl;( (1f outside corporate limits. write RURAL aznd tive township) / b
b township) u!'u. N
TOWN Eansas “ity ¥4 y8ars o Kansas City N
d. T{JSIS-PP'I"\ME OF (If not in hospital or institution, give streot address or location) dASDT[?REEESrS {1t nzeal, give location) U /
INSTITUTION Swope Park 4224 locust St.
36‘&%&&%5%% a. (First) ‘ b. (Middle) €. (Last) 4. DS'EE (Month) (Day) (Year)
{ Type or Print) Robari William : ROWQ DEATH A;
5. SEX 6-COLOR OR RACE | 7. \h’;“ﬁ)%RVE'Eg IEIEG’SEC.I\EQSRRIED. 8. DATE OF BIRTH 9 li\.GE {In yesrs| IF UNDER 1 YENR | IF UNDER u RS,
A (Bpactiy) 13 bﬂﬂ-hdly) Months | Days | Hours | Min.
10a.. USUAL OCCUPATIQN (Givekindof work | 10b. KIND OF BUSINESS OR IN- @ BIRTHPLACE (Elhu or forelan ooyntry} d 12_ CITIZEN OF WHAT
STRY UNTRY?

dona ﬂrml most of working lifa, aven if retired)
. rk -

Postofrice Depte P @iahn Crly , s .

he

13a. FATHER'S NAME RN 13b. MOTHER'S MAIDEN NAME - 14. NAG‘DF HUSBAND OR WIFE
R . ) ~
Thomas Rowe : NancyGlea ——r -
{%'WAS DECkEASEP E\.'EIER IN U.S. ARMED FORCES'-' 16. SOCIAL SECUR}E( 17. INFORMANT' S S|IGNATURE OR NAME ADDRESS
o8, « OF ZDXDOWD, (If ywa, llV.WarO rvice; A HY
Y68 orkd Var — Mps Olive Huoni 702 East 4lst
18. CAUSE OF DEATH : ME INTERVAL BETWEEN

ONSET AND DEATH

.Enter only onecauseper | |. DISEASE OR CONDITION
lize for (a), (by, and (e | DVRECTLY LEADING TO DEATH® ()

+This dots mot mean | ANTECEDENT CAUSES
the mode of dying, such | Aforbid conditions, if any, gieing PUE TO (b} - =

a8 keart failure, asthenia, | rise to the above cause (o} stating B : LB : DR

dte. It sheans the dis- the underiying cause last.

ease, injury, of complica- DUE TO () i ‘l ‘

tign which cauaed death, | 1. OTHER SIGNIFICANT CONDITIONS C UI ’ o
Condilions contributing to the death but 2ot

related to the disense or condition cansing death.
19a. DATE OF OFERA ! 15b. MAJOR FINDINGS OF QOPERATION ’ ’ 20, AUTOPSY?

21b. PLACE OF INJURY (o.4..in or about

hom-.fyclm’y. F“t. office bidg., eto.) ’

ves [ No‘;'
21a. ACCIDE (Spmw)
HOM]CID

2e. INJURY OCCURRED

WHILEATD KOT WHILE
WORK AT WORK |4

21d. TIME (Monu:) (Dul (Year) (Hour
QF -
INJURY

2. I hereby certify that I aitended the deceased from . , that I last saw the deceased

alive on , 18 , and that death occurred at m. from the causes and on the dale stated above.

Augo.? 195‘:

25 NERAL _DIRECTOR' 5 S| GNATURE : ABDRESS

AR'S SIGNATURE
os.8,Quirk 4316 lroost Av

(I.icensed Embalmer’s Statement on Reverse Side)




P e rr——— e e N N R O R R O R R DD
STATEMENT BY LICENSED EMBALMER

T hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by — e

) . .. Student Embalmer No,.....
working under my personal supervision.

3lgned.. thrsesencassanans . 3
Student Embalmar Licensed Embalmer No.

P. O. Address

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 this bo::fy is not embalmed, fact should be so stated above. .




