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1. PLACE OF DEATH 2. USUAL RESIDENGE (Where decotsed fived. I iosticgtivn; residence befors
a. COUNTY a. STATE - b. COUNTY adinimiont.
0 Jackson Missourd Jackson
b. CITY : . . LENGTH OF . COITY
R (1 outsids ecorpurats Umits, writse RURAL .“t:i:hlp) CSTAY N b plase) -4 o d. ?W ﬂm:hdung::g
TOWN Kangags City yre| T  Fansag City TR
g d. FH&SLP?I'#\AN[‘_EO%F {I 5ot in heapital or Instltution, give strost address of looation) ASI;rDRESS (If rursl, give location) E X3
0 WSTITUTONPTFRANS ADMINTSTRATTION HOSPITAL P 3238 Cypress street o
ﬁ 3.;&;&% E%IE a. (First) . b. (Middle} ' V ¢. (Last} . 3. Dgp; (Manth)  (Dey)  (Yean)
(Type or Print) John N. BROADLICK ceatH December 5 19
E
& 5. SEX L| 6. COLOR OR RACE [ 7. MARRIED, NEVER MARRIED, | 8. DATE OF BIRTH 8. AGE daywn 7 wotx t ian | & woen .
g WIDOWED, DIVORCED (Specife) I birtbday) sontse| Dars | Houm | o
3  White Married ¢ November 9, 1890 |
. 10a. usum. OCCUPATION (OweMindof work | 10b, KIND OF BUSINESS OR IN- | 11. BIRTHPLACE ]
~ E done during moet of workiax life, eves if rulndml " . DUSTR! (City axd State or Foreign Comntry) |2C8LTP=%E§?OFWHAT
i. School teacher Teaching Professién Frontenac, Kansas [ UuS.
< 13a. FATHER' S NAME 13b.. MOTHER™ S MALDEN NAME 14. NAME OF HUSFH‘HR wIFE
m $—William H, Broadlick 1 M Frazier | Blanche Broadlick
" &g [|i5. WAS DECEASED EVER IN U.5.ARMED FORCES? | 16, SOCIAL SECURITY | 17. INFORMANT 'S SIGNATURE OR NAME  ADDRESS
{Yes. r unknowa) | (If yes, sive dates of service) NO. ’
! es Tl |__none Officlal Records, VA Hosnital, K.C.Mc,
i 18. CAUSE OF DEATH MEDICAL CERTIFICATION I‘I;;TBE;V_":LND
" || Enteronly onecauseper | I. DISEASE OR CONDITION _ ' DEATH
Z |l 1ino for (a), (by, and (o) | DIRECTLY LEADING TODEATH,) Carecinoma of pancreas 1l yr
v *This does mot mean | ANTECEDENT CAUSES
2 the mode of dying, ruch | Aforbid conditions, if ang, giving DUE TO (b) @3 _abovae
- aa hearifatlure, asthenia, | rise to the abore cause (o) stating
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o eare, infury, or complica- DUE TO (¢} as above
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t== || 19a. DATE OF OPERA. | 19b. MAJOR FINDINGS OF OPERATION . 20. AUTOPSY?
= TION
= none : ves [ wo O]
o) 21a. ACCIDENT (Bpecity) 21b. PLACE QF INJURY (e.x..inorabous | 21c. (CITY. TOWN, OR TOWNSHIF) {COUNTY) {STATE)
SUICIDE bome. farm, {actory. sirest.office bldy..eve0.)
7 HOMICIDE ‘ .
g 21d. TIME (Month) {Day) (Yea) (Houn | 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
WHILEAT NOTWHILE
J INJURY " TA = | “work AT WORK
g 22. I hereby certify that faueudcd the deceased fromAngust 23 | 19.53_ toDecember K, 19 53, (XX GG RKS0E
ﬁ , and that death occurred al ., Jrom the causes and on the daie siated above.
2 | Ba SIGNATURE /Cctlnmel & r @2l 23b. ADDRESS . DATE SIGNED
2 RICHARD C. SCHAFFER, M % YA Hesoital, Kansag ol 12/
E 2 BH R MIngAL‘CREMA- ZAD. DATE Sic. NAME OF CEMETERY OR CREMATORY | 249, LOCATION (Olty, town, or county) (State)
{Bpeeily) . d ~
g | gunm:. De0.9./953 |Qorenlavn Comereay|Xan OT Lol
DATE REC'D BY LOCAL | REGISTRAR'S SIGNATURE 5. FUNERAL DIRECTOR'S 8iGNATURE ADDRESS
eS| 0. Z yy , ) zaa/.dzu.w(' e EA
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STATEMENT BY LICENSED EMBALMER

1 hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed

working under my personal supervision..

ar
ey

Student .o oot it i
Signatore of Student Embalmer

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 embalmed by a STUDENT, he also shall sign in his OWN handwriting.

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




