THE DIVISION OF HEALTH OF MISSOURI ‘)
w00 FLEDFEB 8- 1955 SYANDARD CERTIFICATE OF DEATH i oy LTI
i ¢
BLRTH NO. REG. DIST. No. /¥ P PRIMARY REG. DIST. NOS 2 @& Resictrar's Nowrn 30
I. PLACE OF DEATH 2. USUAL RESIDENCE (Whera Jdecoased lived. 1f institution: residence befors
b a. COUNTY Jacks on a. STATE MiSSOuri b. COUNTY Jackson adintssion).

c. LENGTH OF [| ¢ CITY . "
STAY ikn this olaco TS ibiin Limite of
Yea m No D

/S YEARS oWy Kansas City i

b. CITY (I outride corpurate Umits, write RURAL snd give
. townahip)
TowN Kansas City

d. F}l-i’é_%FrTAAh!‘_EO%F (If not in hoapital or institution, give streot adidress or location) ST[?TEEESI-S {}f rursl, give loestion)
instiTution  Ceneral Hospital No, 1 Y \gﬁ’ 722 Tracy

. N . (Fi . 3
3 DE%!E ESCI:‘.FL:J 8. (F u:st) ] b. (Middie) U/ ¢ (Last) 4. 03}'5 (Month}  (Day} (Year)

( Type or Print) Elizabeth LaVern Peppers DEATH 1 17  195%
5. SEX F] 6. COLOR OR RACE | 7. ‘I{‘Iiﬂ.l'\'olﬂlég h[')iq\\llg?tcrélngED' 8. DATE OF BIRTH 9.1:\.GEI (In years| IF UNDER 1 YEAR | IF UMDER i His,

- R {Bpecify) - ‘J birthday) |Monthe| Days | Hours | Min,
LE j ewvckEp 2 |APeit -4 19/2 | 4L T

10a. USUAL OCCUPATION (Givekind of work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (City and State or Foreigs Councrv) £3] 12 cngn onHA-r

ons during moet of working Lifs, sven if retired) DUSTRY
SE&QS TRESS Pua-eev /WOPéd. Missedai | U A

13a, FATHER'S NAME . 13b. MOTHER"S MAIDEN NAME 14. NAME OF HUSHBAND 0&7
- AuntiN. | LoD A — | WALTE EPPE&J‘

IS. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT' 5 S{GNATURE OR NAME

DRES
{Yes.no, orunknowa} | (If yes, rive war or dates of service} NO. 3, : ”e? ,
o =% 2t 0l-386Y \Mes. Nipa Jane Ev,mmdm‘_ez{,d,g
18. CAUSE OF DEATH MEDICAL CERTIFICATION INTERVAL BETWE|

. Enter onl 1. DISEASE OR CONDITION ONSET AND DEATH
Ii:le !o: fu)y'mm aﬁ ‘(’S DIRECTLY LEADING TODEATH*(,; » " Massive pontine cerebral hemorrhage

*This does not mean | ANTECEDENT CAUSES
the mode of dying, such | Mortid conditions, if any, giving DUE TO (b)

ar keart fellure, astheniz, | rise to the cbose cause {a) stating
ete. It means the dis- | M underllvmg cause last. .

ease, infury, of lica- DUE TO (c) . .
tion which caused dmtf; 1. OTHER SIGNIFICANT CONDITIONS Hy'pert,ension ( clinicallv) ‘bg

Conditions eontributing to the death but nof
related to the dizease or condilion cauring death.

19a. DATE OF OPERA- | 15b. MAJOR FINDINGS OF OPERATION 20, AUTOPSY?
TION
ves KX o [
2ia. ACCIDENT (Bpeclty) 21b. PLACE OF INJURY (o.x.,in orsbout | 216 (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE .| home, farm, Iactory, street, office bldg., et0.)
HOMICIDE .
214. TIME (Month) (Day) (Yesr) (Hour) 21e. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
' WHILEAT NOT WHILE
INJURY WORK AT WORK

22. T hereby certify that I atiended the deceased from _J_a_n_'_l_f’_, 19_55, lo Jan, 17,18 ';G that I last saw the deceased
alive on _J2N. 17 , 18 59, and that death occurred at 3 Ao m., from the causes and on the dale sialed above.

23a. SIGNATLIRE { Degroa or title). 23b. ADDRESS 23c. DATE SIGNED
B. I. Burns o)
; Y27, A olith & Cherry 1-17-55
24b, DATE 24:. NAME OF CEMETERY OR CREMATORY 24d. LOCATION (City, town, or county) . (Giate}
T £ 7-L95S — CoROER ISS0UR)

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

DATE REC'D BY L%CA;\SL REGISTRAR'S SIGNATURE ] 25. FUNERAL DIRECTOR’S S1GNAJURE / J}DD};:S ” 0"‘_4’
* , -
Yk > S—,g-wﬂ ”(0}‘ M@M &"rv Mo,

(Licensed E'Tb'almzr's Statement on Meverse Side)




e e ——— e —— A —

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

BY TE, OF DY oottt ittt iiaett et e oot eaaa et e

working under my personal supervision..

[SS AP T (=3 +} AP U Signed.

Signature of Student Fmbalmer

)
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN‘HANDWR[TING {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.
J¥ this body is not embalmed, fact should be so stated above.




