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1HE LAVBIUN

FILEC AUG 18 1954

OF FREALIFR Ur MixUun

STANDARD CERTIFICATE OF DEATH LJx
wts, pior. wo. _/ !j PRIMARY REG. D18T. 0. £ OOy Rucictrar's No 36

219

State File No...

siRTH Mol ==
i. PLACE OF DEATH 2. USUAL RESIDENCE (Where decosssd lived. If inatitotlon: residence befors
a. COUNTY Jackson a. STATE Missouri b. COUNTY Jackson sdinlssioa),

¢; "LENGTH 'OF-

- - b CITY (It octaide sorpurate Umite, weite RURAL and give
STAY (In whis place)

townabip)

c. CITY - .
Gifroen  Kansas City

AL ke

‘4 In Restdence within limits of

R

TowN Kansas City, Mo, Yrs.. =
d. FULL NAME OF df aot in bospital or lon, give streot address or location) & STREEY QU rural, give loestion) ‘ %
HOSPITAL OR . ) ADDRESS
INSTITUTION.  Gen, Hospital # 1 3320 Prospect g5 b
3. LI,UEAMESOEIE a. {First) b. (Miadle) ¢ {Last) £ DSI_'E {Month) S)n) (YSpI?
(Toseor iy HOMER S. DELONG DERTH T 3
5, SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH 9. AGE (Inm L | TIAR | F BER o Nas,
(7] W WIDO . DIVORCED :Bndfx) 6_1h_7h Moaths Hours | Min,
u idowed 39 l ' |
lOa USUAL OCCUPATION w []11:8 KIND OF BUSINESS OR IN- § 11. BIRTHPLACE
during most of workd, n(’(.!‘!:nmﬂn;d’u'k] = pUSTRY Newqf “1(5““ or Forsiga Cull.ry) lz.cg{_l.rl}]z'ﬁ"inoFWHAT
Salesman Updknovn ! LS.

13a. FATHER'S NAME

Lester DeLONG

E1i

15. WAS DECEASED EVER IN U.S. ARMED FORCES?

{Yw. or unkoown} I ("f' q‘ln'rs&m dates of i"iu)

16. SOCIAL SECURITY

Y92-18-4861

13b, MOTHER"S MAIDEN NAME

17. INFORMANT' § SlGNA?URE OR NAME ADDRESS

9 ichard A. Belonge F‘meith Ark.

14. NAME OF HUSBAND‘OR WIFE

_*This does not mean
the mode of dying, such
uhmrl[a!mrz, asthenia,
ete. It wmeans the dir-
caze, Injury, o complica-

18.CAUSEOFOEATH ~ _ - - . . - _ MEDICAL CERTIFICATION - [ S
- Entezanlyonecameper | 1, BRARE OF, CONPIAION wordpecen e s :*‘.; Toehl o b e Rt U AND DRATH
Line for (83, (b, 8ad (9 | PIRECTLY LEADING TO DEATH*g) Uremia - J

ANTECEDENT CAUSES

Mordid conditions, if any, giring DUE TO (b}
rise Lo the above couze (a) aloling
the underlying cause last.

DUE TO (c)

Benign prostatic hypertrophy

I . . '

fion which caused death.

1. OTHER SIGNIFICANT CONDITIONS

" Conditions contributing to the death dut not
related to the disease or condition cauring dealh.

Arteriosclerotic heart disease

19a. DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION B f ‘e 2, AUTOPSY? |
. TION | ' m
ves (] wo
218, ACCIDENT (Bpecity) 21b. PLACE OF INJURY (eg..laorabout | 2)c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE . boms, farm, [sctory, sireet, office bldg., ste.) .
~ - HOMICIDE : e et
21d. TIME {(Moath} (Day) (Year) (Hour) 2le. INJURY OCCURRED | 21f, HOW DID INJURY OCCUR?
- N WHILE AT NOT WHILE,
INJURY m. | WoRK AT WORK

2. I hereby certqu tha! I atlended the deceased from

LL@_%:SEL, to__T=23 1Bl , that T lcst

gaw the deceased

alive on 195.,.1_ and that death occurred at m., from the causes and on the dale slaied above,
23. SIGN RE 'Belo: Bumg MD . (Degreeortitle) | 23b. ADDRESS 23, DATE SIGNED
) Wl 2Uth & Cherry ' | 7-25-5L,
U BRLT ERl)h. CREMA- | 24b." DATE 24c, NAME OF CEMETERY OR CREMATORY | 24d. LOCATION. (Oity, town, or county) ~  {State)
" : : e
WFEYEY o= | 26 July 5l _Floral Hills Kansas City, Missouri.

WRITE PLAINLY—TUSING UNFADING BLACK INE—MAKE A PERMANENT RECORD

DATE REC'D BY LOCAL
- L& -

REGISTRAR'S SIGNATUR-E

7. FUNERAL DIRECTOR'S S| GNATURE

Floral Hills Me'rorlal ial Chapel

ADDERESS

s K.C. Mo.

oti Reverse Side}



- T

STATEMENT BY LICENSED EMBALMER

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

, Student Embalmer No...........

DY M, OF DY it eeetiae et

working under my personal supervision..

Student .....oooiiisi i Signe
Signature of Student Embalmer

Licensed Embalimer No%ﬁ

P. O. Address _......’ 7/,/ CJ

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

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

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



