]

WRITE PLAINLY-—USING UNFADING BLACRKR INK-—MARE A FhRMaAREII RULURD

FLED JUL 21 1953

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

REG. DIST. NO. 2&«-‘)_ PRIMARY REG. DIST. NO. Mﬂtwnmr:h‘n ‘J—C’!

State Filc No....

line for {s}, (b}, 8ad (c)

“This doct mot mean ANTECEDENT CAUSES

: BIRTH NO.
1. PLACE OF DEATH 7 USUAL RESIDENCE (Wbars Jecoassd lved. If § idvace befors
a. COUNTY a. STATE b, COUNTY adinbsion).
Newton . Missouri Ja
b. CITY (If outeide corpurnts limite, write RURAL and give c¢. LENGTH OF ¢. CITY (U outaide corporst limits, write RURAL aod give townghip?
wwnahin) ﬂ' Y (ln this place) OR .
Towvn ~ Neosho s TowN ~ Kansa
d. FULL NAME OF (If not in boapitsl or institution, give street addrees or location) d. STREET (2f rasal, ive loeation) ey
HOSPITAL OR . e e ADDRESS
INSTIUTION _ Sajes-Memordal Ahft . JlAfdr . 2127 Florar /
3. NAME OF a. (Fmp b. (Mif:ld.le)" R _‘.'c-:(L_ut) L DATE (Month) (Do)  (Year)
{ Type o1 Print) Otiss B e o Al len ’ peAtd - July 1, 1953
5. SEX 2‘ 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, } 8. DATE OF BIRTH_. ~, ™ N 9 AGE (6 years| IF UNDEN 1 TEAR | & UNOER 2 nms.
. wl WED DIVO éED :suuuy; . : . Last birtsday) |Mosths| Days | Houm | Min,
Male: Colore lArrie -Jan 1, 30 I
10a. USUAL OCCUPATION (Givakisdof werk | 10b. KIND OF BUSINESS OR IN- | 11, BIRTHPLACE ey : ., CI
el g moat of working llfe, wran If ") : t‘. RY {City sad State or Foreigs Cowstry) / lzcgu.“.lz.ﬁ’;?l: WHAT
arpenter o Carnent er Ethel Arksnsas «S.A.
;tlan. FATHER'S NAME 13b, MOTHER'S MAIDEN NAME 14. NAME OF HUSBAKL OR WIFE
. A
. - b AD
»___Jameg Allen Emma, Porter: . : n__ K.C, ___
[5. WAS DECEASED EVER IN U.S, ARMED FORCES? | 16, SOCIAL SECURITY 17. INFORMANT' 5 SIGNATURE OR NAME ADDRESS
(Y-naornnknmrn} (I!r-.dﬂnrmdlluoherﬂu) . e
. HNoar # N¥Ra: -
18. CAUSE OF DEATH MEDI CER IFICAT[ON imtmil&gﬂwgriﬂ
1. DISEASE OR CONDITION
- Enter only enocsuseper § T, o eT1 ¥ L EADING TO DEATH® (g) Mé 4" gs . ﬂ s

Morbid conditions, if ang, gising DUE TO (b)
_ rise to the above cause () uaung -
the underlying couse laxt.

the mode of dying, steh
as heart failure, asthenia, -
ele. It meena the dis-

19a.-DATE CF OPERA-
. TION

case, injury, or complice- |- DUE TO Sc) ‘ _ -
tion tohich caused death, | 11. OTHER SIGNIFICANT CONDITIONS ' e S .yt
Oonditions contributing to the death but not -~
related to the disease or condition causing death.
‘i%b. MAJOR FINDINGS OF OPERATION aw RSLELLT L et Y s +°;]. 20. AUTOPSY?

V!SD NDE/

22. I hereby certify that 1 ottended.the. deceased from

19 , and that death occurred at

.- b, A% .o
21a. ACCIDENT (Bpecity) 2ib. PLACE OPANJURY te.x. inorabout | 216, (CITY, TOWN, RTOWNSHIPJ " “county O & )
SUICIDE ﬁnﬁ. W , streat, ofBoe bldg. e} . oy b 7 -
HOMICIDE o : ] % .
21¢, TIME  (Moath) (Day)., (Fear) (ﬂm})- Zle. INJURY'OCCURRED | 21f. HQW DID tmu?r‘ - 7
i, FO | WHILEAT[) HOTWHILE
INURY /5 =/ "‘.5:5( WORK AT WORK M .

1.9_ that ] last saw the deceased
M ., from the causes cmd on the dale siated above.

alive on ,

24a. BURIAL, CREMA-
THON, REMOVAL (Specify)

24, I\A\!E OF CF_MEI'ERY OR CH MATORY

| 2. DATE SIGNED

V—2-5"3

ZAd LOCATION (Oity. town, or coumy) e

dlia Highlend . . Kansas Ci
" DATE REC'D BY LOCAL REGISTRAR_.S SIGNATYRE 2.2 3 “0|n:FuNera CIRECTOR' 8 S1ENATURE
1.3-53 Pp!}m; )%y /)| Watkins® Brothers

ADDRE 33

L (Blate)

(Licensed Embalmer’s Statemneut on Reverse Side)




RECEIVED SOBL " 2
District Eerlih DEPLcer Bo: OUNTY HizAbid Unbi 3

Districi File Juber... .JZ%E "f,\.;} }
Date rued____...z Af o I

- i NEOSHO, MISSOURI
N

- &

2
%
e
®

STATEMENT BY LICENSED EMBALMER

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

- : ., Student Embaimer No.
working under my personal supervision. )

StUdONt vereveccctansonscranarassssssnsacns Si
Student Embalmer

Licensed Embalmet No

3 OAdmm_MD 7’730

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

If this body is not embalmed, fact should be 5o, stated above.




