THE DIVISION OF HEALTH OF MISSOURI
626'?‘/

0,300
’HLED FEB 18 1953 STANDARD CERTIFICATE OF DEATH State File No..
n T
"SIRTH NO.______° '~ ____ REG. DIST. No. _Liiz_ PRIMARY REG. BIST. Wo._ 20 2. Registrar's No 5‘39
1. PLACE OF DEATH ) 2. USUAL RESIDENCE (Where decossed lived. If institytion: residence befors
a. COUNTY Jackson s STATE  Migsourl. °°“@¥Bkson wicimton).
b, CITY (I outride corpurate limits, write RURAL snd give ¢. LENGTH OF ¢. CITY (If outsdde corporate limits. write RURAL anJd give toweship)
QR rownship) | STAY {in this place) OR
Town  Kansgs City 1Yk Town  Independence 7 5
d. FULL NAME OF (If not i boeplial or inatitution, give streot address or location) d. STREET (I raral, give location) /
HOSPITAL OR ADDRESS
| INSTITUTION St. Lukes Hospital 415 W, Truman Rd. X
3 NAME OF 8. (First) B. (Middle) g Q\_ c. (Last) 4. DATE {Month)  (Day)  (Year)
{ Type or Print) Awdue,\,u b chuwdt™ ¢k DEATH \ 21 9453
5, SEX CPG. COLOR OR RACE | 7. \vﬂ)%%!'lén N]E#’g;ﬂ;chRRIED. 8, DATE OF BIRTH . 9.1:\.GE {In n);n ;{r m':::u ) TEAR | o usER u s
. [4:] H t on D Hours | Min.
male “ white widowed =l May 5, 1868 i1 | > |
ID:. U&UAL OCCU'PATml;’Gh‘ek!n;ulcwl; 10b. KIND OF BUSINESS OR lN‘; 11. BIRTHPLACE (Btate or forelgn sountry) 12, CITIZEN OF WHAT
one myst of worl s, avan If rotired TR
“DETryman self employed | Andrarum, Sweden Y
13a. FATHER'S NAME OK 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Hakaman Olson Hanna Nilson unknown
g WAS DECkEASEP E\(.ER lNiU.S. ARMdED ?RCIBE 16. SOCIAL SECURLTJ 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
o8, DO, OT UDKDOWD, ¥ob, K1Yo WAL Qr e »Arvice .
no none none Mrs, Blanche_. Hyl ton, Independence,Mo

INTERVAL BETWEEN

MEDICAL CERTIFICATIO
ONSET AND DEATH

18. CAUSE OF DEATH £
. Enter only onecauseper | |- DISEASE OR CONDITION
Jine for (a), (by, sad (¢} | DI/REGTLY LEADING TO DEATH® (5)

*This doey not mean ANTECEDENT CAUSES

the mode of dying, such | Afordié conditions, if any, pieing OUE TO )
as hear! fatlure, asthenia, | rise to the above cause (o) stating .
ete. It means the dip- | e underlying cavse last.”

case, injury, of complica- DUE TO (c).
tion which egused death, | 11. OTHER SIGNIFICANT CCNDITICNS

Conditiont eontributing Lo the death bul ot
related to the disease or condition causing death.

Y340

19a. DATE OF OPERA- ] 15b. MAJOR FINDINGS OF OPERATION M 20, AUTOPSY?
TION
. ves [ o

21a. ACCIDENT (Bpacity) 21b. PLACEOF INJURY (e.g..iaorabout | 21c. (CITY, TOWN. OR TOWNSHIP) (COUNTY) {STATE)

SUICIDE bome, farru, factory, strest, offics bidg., eta.} .

HOMICIDE
214. TIME (Month} {Day) (Year) (Hour) 2ie, INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?

aF . WHILEAT NOT WHILE

INJURY WORK AT WORK \

, 1953 | and that death oceurred al gdntS_Bm., from the causes and on the date staicd above.

Zz. I hereby cegtify that I attended the deceased from M, 19_ﬂ., lo M_, 1.9,5_:5, that I lost saw the deceased
alive on ﬂéﬁ.(__i.‘_

. SIG UR WeN. chy MD ~ 23b. ADDRESS o 2. DATE SIGNED
T/ 144 1-31-§73
24a. DURIAL. CREMA- | 24b. DATE 242, NAME OF CEMETERY OR CREMATORY d. LOCATION (Qity, town, or county) {5tats)

TION, REMOVAL (Bpmaity>
Rurial . Ly -30 Md. Grove Cem,

Independence Moo

WRITE PLAINLY—USING UNFADING BLACK INE—MAKE A PERMANENT RECORDO

-

OR'S SISMATURE ADDRESS

DATE REC'D BY L%%L ISTRAR'S SIGNATURE ) s
/=27 &53 %ﬂﬂ.&&a M

FUMERAL DIRE
ﬁo ) Independence, o

{Licensed Embalmet’s Statement on Reverse Side}




-~

STATEMENT BY LICENSED EMBALMER

i

I hereby certiiy that the body whose name is reco;ded on the reverse side of this certificaté was embalmed by me, of by e
working under my personal supervision. ' Student Embalmer NOuw.uwseeeoeossnan Peesanua
X Maé/u
Signed M 8
Slgned.........;;;;;;‘;..E;;;];;;....,. ..... . . f.icensed Embalmer No 6‘75(/ _______

P.- 0. Addressd% Vel fegn ._??z

Note: The above MUST BE SIGNED BY THE LICENSED EM:BALIHER in his OWN HANDW
the above constitutes grounds for revocation of license.)

If this body is not embatmed, fact should be so stated above.

G. (Failure to comply w




