No. 300
1048

-~

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

FLEDDEC 3 1954

REG. DIST. NO, / 2 2 —

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

37366’

State File No. g

PRIMARY REG. DIST. NO. _@ﬂ;‘. Kegistrar's No 52

tYaoNo. orunkoown) | (If yea, rive war or dates of servies)
o]

None

. BIRTH NO.
1. PLACE OF DEATH 2. USUAL RESIDENCE (Wbere dscoased llved. 1 Instltution: residense befors
- 4 . niasion),
a. COUNTY Jackson a. STATE  Missouril b COUNTY  Tacksol ™"
b, CITY (If outcide corpurats limits, welte RURAL and give ¢, LENGTH OF ¢. CITY X d. Is Residence within s of
'rgwu Kansas CIty township) STi;i shis placel Tg\ﬁ Kangas Ci ty w gty Hmw.u i
'’
d. FULL NAME OF (If not in hoapital or institution, glve streot sddress or location) 1 racal, d“u lod lfon a q ‘1 )
HOSPITAL QR ADDRESS
instirution  Mary Rest Home Q@\ 32125 Gam P
3 NAME OF 8. (l?irst) j b. (Middle} c. (Last) 4. DSE_-E (Month)  (Day)  (Year)
{ Type or Print ) MARYL?, ARDELL FOY DEATH 11 14 54
5, SEX { [ 6 COLOR OR RACE | 7. MIADRO%EB glE\YOEgC?'E‘QRRIED 8. DATE OF BIRTH 9, AGEh&zo’sn }: UNDER | YEAR | F LDER 11 HES,
{8parify) ¥. onths | Daye | Hours | Min.
Fe Wh Widowed 9~.5-18%71 __gg - , l
10a. USUAL OCCUPATION (Givekind of work | 10b., KIND OF BUSINESS OR IN- | 11. BIRTHPLACE - 12, CITIZEN QF WHAT
: {City wnd State cr Foreign Couatrv}
4 £ life. if retired D
H TS LTRe e omon f rotired) Own Home Kansas @ity, Mos- %???ﬁl
[ ] [ ] 2
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR wIFE
. John C, Godley Victoria Reno Angus J. Foy
I5. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16, SOCIAL SECUR'JOY 17. INFORMANT'S SIGNATURE OR NAME ADDRESS

John D. Foy,6615 Brooklyn,KC Mo.

18 CAUSE OF DEATH
. Enter only onecause per
line for {a), (b), and (c}

1. DISEASE OR CONDITION

*This does mot mean | ANTECEDENT CAUSES

the mode of dying, such

MEDIGAL CERTIFICATION
DIRECTLY LEADING TO DEATH MW%‘W e | ?
; y425;44b424‘/
Morbid conditions, if ang, gieing DUE TO (b m

INTERVAL BETWEEN
ONSET AND DEATH

rise to the abore catse (a) stating

a# heart fallure, asthenda, L
# ' the underlying cauae last.

ete. It meens the dis-

caae, infury, or complica- DUE TO {c)

;('&L

tion tohich caused death. | 1[. OTHER SIGNIFICANT CONDITIONS g’ﬁ
Conditions contributing to the death et ot ] . / M Ifl YV
related to the direase or condition cousing decth.

t3a. DATE QF QPERA- | 18h, MAJOR FINDINGS OF OPERATION ['4 . 20, AUTOPSY?

TICN
ves ] wo
21a. ACCIDENT {Bpecify) 21b. PLACE OF INJURY ta.g..inorabent | 2lc. (CITY. TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE homs, farm, {netory. street, office bidy..s1e.) .
HOMICIDE
21d. TIME (Moathy (Day} (Year) {Hour) 2le. INJURY OCCURRED | 21f, HOW DID INJURY QCCUR?
: WHILEAT[—] NOT WHILE
INJURY = | “worx AT WORK
2, I hereby certify that I atiended the deceased from ﬂ M 19.&’ that I last saw the deceased

nP Jrom the causes and on {he date stated above

O Ty, (Degrosortitle)
o

Nri O

2v. aDDRESS 738 s/ 6?__ 7'5 ;I?ED

Ticensed Eimbaimer's

%'1%) BURMIAL. CREMA- | 24b. DATE 24z, NAME OF CEMETERY OR CREMATORY 24d. TION (City, town, or county)

{Bpecify) ~
BAFTEY " | 11-76-1954] Mt.St.Mary's Kansas City, Oe
DATE REC'D BY L%L REGISTRAR'S SIGNATURE 25. FUNERAL DIRECTOR"S S| GNATURE ADDRESS
//-—/6‘-;('1} RraT 2 % 77’0.4701:/!/ )\/W 77 g %

Siaternent dn Reverse Side)




{

A

/-

’
4

Y LA

i STATEMENT BY LICENSED EMBALMER

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

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

working under my personal supervision..

SEUAEIE ¢ e e ee e e e e i e nenns signed%"‘ ﬂ%ﬂ"z "EZ %

Sigature of Stodent Embalmer ommmITTmImmmImImmmmmImmTImTIIIIITIIIITT

P. O. Address }«C" ‘

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

1f embalmed by a STUDENT, he also shall sign in his OWN handwriting.

i this body is not embalmed, fact should be so stated dbove.




