. SHED . 29 199 THE DIVBION OF e ALTH U MsaAURE
o HLED JUL STANDARD CERTIFICATE OF DEATH State Fil ~23985
P BIATH NO. REG. DIST. NO. __"!'_.2 PRIMARY REG. DIST. NO. .___.....1000 Registrar’'s No....z.z.é.....................-
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decossed lived. If institution: remidence befors
0 a. COUNTY Buchanan ) a. STATE Kan . COUNTY . adynission).

c. LENGTH OF || c¢. CITY (If outeide carparate limits, writa RURAL and ive township) *

b. CITY (Jf outalde corpurste limits, writa RURAL snd give
STAY (in this place?

township)

OR St.- .
5 TOWN Joseph day g || TOWN Highland 2458
o d. F&éépvﬁﬂh?.EO%F {If not ia baagital or institution, give sirect address or lecation) d‘ASDTDRFEEE% . (B raral, give locatlon} J/
0 INSTITUTION St. Josephs Hospital e ————
a 3. DNECIEES%FD . (Flrsty b. (Middle) . ¢, (Last) 4. DS}-E (Month) (Day) (Year)
B {Typs or Print) william R. Richards DEATH Inly 9, 1953
& 5, SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, | 8. DATE OF BIRTH 9. AGE (In years| IF ONDER 1 TEAR | & LWOER 24 WA,
7 WIDOWED, PIVORCED (Hpecily) tast birthday) Momh-l Days | Hours | Min.
E mela white married /|Novenber 7, 1888 64
10a. USUAL OCCUPATION (Cbve kind of w 10b. KIND OF BUSINESS OR_IN- | T1. BIRTHPLACE . .
ﬁ domdnﬁngmme!workiulith.mn‘:l :tit:]; DUSTRY (City ead Stets or Foreign Countey) ‘zcgﬂrd%ﬁl:’?FWHAT
8 river worker Government Little Rock Ariiansas / SA
< 13a. FATHER'S NAME 13b. MOTHER™S MAIDEN NAME 14. maME OF HUSBAND OR WIFE
9 unk : mak, . _ vEsa
= 1S. WAS DECEASED EVER IN U.$. ARMED FORCEST [ 16, SOCIAL SECURITY | 17, INFORMANT 5 STGNATURE OR NAME ADDRESS
) (You, 00, oz unknown) | (If yes, xive war or dstes of service) NO.
:ll no — none Mrs., Fvg Richards, Hicohland Knnspe
18. CAUSE OF DEATH MEDICAL CERTIFICATION = ’ INTERVAL BETWEEN
i .|| Enteronly coscenseper | I. DISEASE OR COMDITION _ N 0*50“ AND DBATH
2 "|[ stme for (2, (b3, and (@ | DIRECTLY LEADINGTO DEATH® ) /O nrias,
g oTHis does mot tean | ANTECEDENT CAUSES ‘ t Z z: ¢ g I‘ z
the mode of dying, such | Aorbid conditions, if any, gising DUE TO (b) peshatne
ﬁ ok heart feilure, exthenta, rise to the above cause (o) sating o R o
B cte. 1t meana the dua- | the underiying causc last. DUEFT;J-() - e e DT e - .
case, injury, or complica- > v
g tion which caused death, | 11. OTHER SIGNIFICANT CONDITIONS LLM 4L OBcrgn
— Conditions contributing to the death but net . - 7
g related to the disease or condition eausing death. :
19a. DATE OF OPERA- | 19b.- MAJOR FINDINGS OF OPERATION . } .. -4+ . |.20. AUTOPSY?
B T " e Al il il sl /RO X
: Al 5 Pk e ks C 4201 | w0
o 10. ACCIDENT (Epecity) 21b. PLACE OF INJURY (e.c., Inoraboot | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) . (STATE)
h SUICIDE boms, farm, factory, strest, offios bidg.. e} . . . . V.. .
z HOMICIDE . : T '
g 21d. TIME (Month} (Day) (Year) (Houn | 2le, INJURY OCCURRED | 21f. HOW DID INJURY QCCUR?
| INJUR\; : WHILEAT HOT WHILE
b . WORK AT WORK - . .
~ - L4
. E 2. T hereby cerlify ended the deceased from ?‘JA 3= 193430 ]9:4.2_1_, 18053, that I last sow the deceazed
3 alive on Iaﬂ and tha! death oecurred af G4 m., from the chuees and on the date siated above.
Za. SIGNATSR! (Dazrua ortitte) | 23b. ’ 23¢. DATE SIGNED
i m
¥ M D+ |- /=9, | 7 %S 3
E BURIAL CREMA- 24b. DATE 24c. NAME OF CEMETER‘! OR CREMKTOHY 2. I.OCATION (cmy, towm, or county) .
i Al.f;-l!y : |
§ remova v/9/ 1953 |  —oomoo—-ooo—-- Hishland . _Kansas - -
TE REC'D BY LOCAL | REG "f"{j 25- FUNERAL DIRECTOR'S 81 cvuruu/ ADDRESS
REG. - _ ﬁ Z’




STATEMENT BY LICENSED EMBALMER

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

..... J— Student Embalmar MNo.

working under my persona! supervision.

S ) ,
SEUAENE vruvsnerrsamnrarasnrasossscnsnnnsn : Signnl/éfwéé:%hf;‘

Student Embalmer
Licensed Embalmer No o i 3 ,(

P. 0. Address o/ 4 /ﬂd%@-

Note: The above M'UST 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 s0. stated above.




