el

: 500 THE DIVISION OF HEALTH OF MISSOURI 3 J8
0.
oo | FILEDNOY 5 _ 1954 STANDARD CERTIFICATE OF DEATH e e o, DO
BIRTH NO. REG. DIST. NO. /22 PRIMARY REG. DIST. uo-_Z.o_aAvRea:‘umr'E!..-a.ﬁﬁ\
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decoased lived. ! institution: residence before
o a. COUNTY Jackson a. STATE Missouri b. COUNTY JaCkson sdinismlon).
b. CITY (It outside corpurato limits, weits RURAL snd give ¢. LENGTH QF CITY . Q. Is Residence within lmits ;_
T8WN Kansas Ci‘ty townahip)| STAY {in thia nl.’:cc) L\l‘ TOWN Kansas City » gty “orpral Duwur
d, FHé%.P?_FMEOOF i E‘:éh hoapital or institution, give streat addroes a!naﬁon) F. ASD-I-DRREEE-E{-S (It rursl, give locatlon) a q "7 s’
INSTITUTION neral Hospital No. 1 3403 Wvandotte
SgE%ths%FD a. (First) b. (Middle) ¢ (Last) 4. DS}'E (Month) (Day) (Year)
( Tupe or Print} Richgrd Iue gter Car‘ey DEATH 10 5 1951.].
5. 5EX o 6, COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH 9. AGE (In yearm| IF UNDER | YEAR | oF UNDER 1 oS,
WIDOWED, DIVORCED (Specify) last birthday} Mﬂﬂthl‘ Days | Bours | Min.
male white married ‘12 =24 - 1903 181 |
10a. USUAL OCCUPATION (Give kind of worl 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE
:on.du.rin;mmolworkln; u(.l(;:::ifr:tlrod]; DUSTRY (City ond State or Forugn Cauatrv} / IZIC(O:LTN‘IE"‘{TOFWHAT
Service Station! Prairie Center, Kansasas | U.S.A,
132, FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HySgnwgR wiFe
Daniel W, Carey 1 _Bertha E, Burnel] Delia Carey
15. WAS DECEASED EVER IN .S, ARMED FORCES? | 16. SOCIAL SECURITY | 17. 1 ORM T'5 SI ?‘ATURE OR NAME ADDRESS
(Yes po, or unkoown) | (If yes, aive war or dates of service} NO.
. 2 - — /' C - m ¢
15, CAUSE OF DEATH MEDICAL CERTIFICATION Ig;ggﬁg%i“
:Entaronlyonqmumw 1. DISEASE OR CONDITION . . .
Jine for (83, (b, and (¢ | DREGTLY LEADING TO DEATH® ¢ Canprene of penis and scrotum

: with abdominal abscesses
*This does motl meen ANTECEDENT CAUSES

the mode of dying, such | Morbid conditions, if any, gicing DUE TO (b}
at beart fallure, asthenie, rise to the abose cause (a) sating

e, It means the dige the underlying couselast.

eaxe, infury, or complica- DUE TO (c)
tion which cauaed degth, | 1. OTHER SIGNIFICANT CONDITIONS

Conditions contribuling to the death but not -
related o the disease or condition causing death.

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

19a. DATE OF OPERA- | 15b. MAJOR FINDINGS OF OPERATION 20, AUTOPSY?
TION .
ves X wo [
21a. ACCIDENT * (Bpecity) * | 21b. PLACE OF INJURY (e.g..Inerabout | 21c. (CITY, TOVN, OR TOWNSHIP) {COUNTY) {STATE)
SUICIDE N\ home. farm, fastory, street, ofice bldg.. etc.)
.+ HOMICIDE . )
21d. TIME {Month) {(Day) {Year) (Hour) 21a, INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
oF WHILEAT—] NOT WHILE
5 INJURY - m. WORK AT WORK
. 2. I hereby certify that I aitended the deceased from Oct. b ,'19 Sh , to Oct. _5 , IQ_ﬂl, that I last saw the deceased
b alive on _QCt ) 9_5J.L, and that death occurred al : m., from the causes and on the dale staled above.
232, SIGNA .I (Degree or title)a 23b. ADDRESS 23¢. DATE SIGNED
j&m 24th & Cherry 1055}
Bu R"I A, CREMA- | 24b, DATE 24, MQE OF CEMEI’ERY OR CREMATORY 24d. LOCATION (Oity, town, or county) (5late)
| TION REMOVAL (Specity)
' _removal 110 - B-195 Waverly Kensas Vaverly Kansas

DATE REC'D BY LOCA6L REGISTRAR'S SIGNATURE | 25, FUNER ol CTOR",S $1GNATURE ADDRESS
J0- 7.5 s PP hena Bl v@né Gl — Lok
rd

{Licensed Embalmer's Statement on Reverse Side)
i




STATEMENT BY LICENSED EMBALMER

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

BY M, OF By ittt r e ee e i eaee e aaeae it aatr e , Student Embalmer No............

working under my personal supervision..

Student.....oooiis i
Signature of Student Embalmer

Note: The above MUST BE SIGNED BY THE L‘ICENSED EMBALMER in hlS OWN HANDWRITING (Fa
to comply with the above constitutes grounds for revocation of license).

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

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

. . .



