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WRITE PLAINLY—USING UNE-'ADING BLACK INE—MAKE A PERMANENT REC

t

Sat) SEP 26 15,

THE DIVISION OF HEALTH OF MISSOUR!
STANDARD CERTIFICATE OF DEATH

30846

Buchanan

58620 File No.meroermmmrsssasssrsmions
' BIRTH NO. REG. DIST, WO. _!-L,z_rmmv REG, DIST. m.;m.-. Kegirtrar's No. 1011
~ 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decwsed lived. 1f institation: residencs befors
a. COUNTY a. STATE

4 : b. Jmimign},
Missouri COUNTY puchanan® y

b. CITY (11 outside corpurats limits, write RURAL and give ¢. LENGTH OF €. CITY (1f ousdde oorporsts Lmity, write RURAL and give townahip) .
OR towrahip)| STAY (i this place) o
TOWN  St. Joseph 8 weeks TOWN St. Joseph azs/
d. FULL NAME OF (I got in hospital or institation. give strect address or location) d. STREET (If vural, zive location) J
HOSPITAL OR ADDRESS . .
INSTITUTION 1910 S, 24th St. 1910 S. 24th St.
3. NAME OF 8. (Fimst) b. (Middle) e (Last) 4. DATE (Manth)  (Day)  (Year)
(Typeor Print)  John Elmer Webster ceatH September 20, 1952
5. SEX 6. COLOR OR RACE | 7. MPGG)%F\!P!'EDD BIE\yCE}ECIESRRIED' 8. DATE OF BIRTH 9.]:(‘3E (lnn)u- ; ::-n |$ O GXDER 8 W2,
N (Bpeciiy) birthday, L Hoara | Min,
male white widowed September 28, 1 84 l l

10a. USUAL OCCUPATION (Owe kiad of werk
dons during most of working life, evez if retired)

ret. barber

10b. KIND OF BUSINESS OR iN-
DUSTRY
barber shop

11, BIRTHPLACE (Btuia or forefan souatry)

/ 12_ CITIZENOF WHAT
Detroit, Illinois

FATHER' S NAME

ll:-la.
Norman C. Webster

13b. MOTHER'S MAIDEN

Cecia-Ann Casteel

14. NAME OF HUSBAND OR WIFE
Laura

NAME

I15. WAS DECEASED EVER IN U.5. ARMED FORCES?
(Yes.no,eruckoown) | (I{ yes. elve war or dates of service)

ne —

—— ———

16. SOCIAL SECURITY
NO.

7. INFORMANT' § S1GNATURE OR NAME ADDRESS
Mrs. Lester McKee,1910 S.24th,St.Joseph,Mo

18. CAUSE CF DEATH
. Enter only onecause per
line for {(a}, (b), and (c)
“This does not mean ANTECEDENT CAUSES
the mode of dyinp, such
as heart faflure, asthenis,
ec. It meons the dis-
eqie, injury, or complica-

Morbid conditions, if any, giving DUE TO (b)
rise to the above couse () stating
the underlying couse lest. - —

MEDICAL CERTIFICATION

I. DISEASE OR CONDITION
DIRECTLY LEADING TO DEATH* ()

INTERVAL BETWEEN

ONSET gn DEATH

R sl

tion which caused death,

11. OTHER SIGNIFICANT CONDITIONS <

Conditions contributing to the death bul not
related to the disease or condition causing death.

T BRI IS 9/22/1952

Elmwood Crematory

19a.-DATE OF-'OP_IrE%?q- “13b, MAJOR FINDINGS OF OPERATION e 07 ” éy R 20. AUTOPSY?
b mp o~ / 0 x YES D NO M
21a. ACCIDENT (Bpecily) 21b. PLACE OF INJURY (a.z..inorabost | 21c. (CITY, TOWN, OR TOWNSHIP) | {COUNTY) (STATE)
SUICIDE hotse, fatm, lsctery, sirest, ofior bidy., e e LA v
HOMICIDE ;
21d. TIME (Month) (Day) (Year) (Hour) 21e. INJURY OCCURRED | 2. HOW DID INJURY OCCUR?
QF . | wHiLE AT mOT wHILET ) L .
INJURY = | work AT WORK . -
2. I hereby certify that I attended the deceased from ﬁ%— 19..{1.. P Y- , 18_% L that I lost sow the deceased
alive on N IQJl and | at death oceurred at/A3 218 m., from the causes and on the date stated above.
23a. S1 URE . . 1 - (Desree or titls % 2¢. DATE SIGNED
24a. BURIAL, CREMA- | 24b. DATE 24c. NA'HE OF CEMETERY OR CREMA_ RY 24d. LOCATION (Oity, town, or county) {Btate) 1

Kansas City Missouri ,

TE REC'D BY LOCAL
REG.
o

REG]STRAR'S SIGNA! URE

%/

25, FUNERAL DIRECTOR’S SIGMATURE ADDRE 33

Nealon. -

(Licensed Embalmer's Statement on Reverse Side) g‘ ﬁ_ ﬁ .




ll

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 coeeoreeeees

Student Embalmar No.

Licefised Embalmer No 4/ ?/ 4/ '
P. 0. Addressacal. ? () Lo _—

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

working under my personal supervision.

StUdOnt vuvecnsoncnsancans trerasseresssanss Signe
Studcnt Embalmer

Y - t - - 4". 'ﬁ‘.l“ut

LIPS . S




