v.s00 g ILFD MAR 15 858 THE DIVISION OF HEALTH OF MISSOURI 4%05

.48 STANDARD CERTIFICATE OF DEATH State File N IR
! BIRTH NO. REG. DIST. NO. /2 E PRIMARY REG. DIST. No./ ©@OZ Htg:ﬂrarlNh............ ):2. A
o 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decomssd lived. If fnstitution: realdence befare
a. COUNTY Jacks on 8. STATE 4 esourd b. COUNTY Jacksonadmlslnn),
b. CITY (I outcide corpurate limits, writs RURAL and give ¢. LENGTH OF c. CITY - d 1s Regidence within Lmits -:_
. whabip)| STAY tin this place) OR bt
j8 TOWN Kansas Clty township] n this ce! TOWN Kans as City a dt)r urUm'eorpﬁnldetnwn
g ! ]
d. FULL NAME QF (If not ia boapital or institution. give streot address or location) }\?R ral, give location)
HOSPITAL OR . % *
NsTiTUTIoN General Hospital # 1 s m; ' y
S \ Ld
3. NAME OF 3. (First) b. (¥iddte) c. (Lasty “DATE T Ofoun (i?) @0
(Typeor Printy AT iAN E Cooper . DEATH .
5, SEX ' 6. COLOR OR RACE | 7. \\!::IADRORVIIEB gﬁggclélSRRIED. 8. DATE OF BIRTH Q.h-‘.\.GEir:;n years| IF UNDER | YEAR | oF UNDER 2 Hms.
L 'White . DIV (Specily) 13 day) | Monthe| Days | Hours | Mia,
cgnale 1 = - { N | l
102, USUAL OCCUPATION (Gke kiadof wark | 105, KIND OF BUSINESS OR IN- (AL BIRFHPLACE (" 1y cevee o orsige Counton I 12, CITIZEN OF WHAT

FATHER™ 5 NAME OTHER™ S MAIDEN

doge during most of working }ie, evan if reticed) o Y . . > COUNTRY
M J f) W o 18 & \
13a. * A I:‘.b.g ' NAME 14_ NAME OF HUSBAND OF WIFE

A anet ‘ : M
15. WAS DECEASED EVER IN U.5. ARMED FORCES? | 1¥ SOCIAL SECUR!P"TQY 17 INFORMANT' S SIGNATU

(Yes. no, orunkoown) | (If yes, rive war or dates of service)

OR NAME ADDRESS

P Yionsg : £

18. CAUSE OF DEATH MEDICAL CERTIFICATION gzgg‘\;&anwzsu

_Enter only onecauseper | 1. DISEASE OR CONDITION . - AND DEATH

line for (s3, (b, end oy | DIRECTLY LEADING TODEATH*,, Atelectasis and bilaterad hydrothorax,

*This doey not mean ANTECEDENT CAUSES uremia

the mode of dying, such | Aforbid conditions, if any, gising DUETO () _____carcinoma of the cervix with = | = = =

as heard faflure, asthenia, | rite to the above cause (a} stating

ete. It means the dis- the underlping cause last. metastases

eate, infury, or complica- DUE TO (¢}

tion which ecaused death, § 11. OTHER SIGNIFICANT CONDITIONS 1\

Conditions contributing to the death buf ot /l l
related to the dizease or condition causing death.

19a. DATE OF OP'FI%AI*E 15b. MAJOR FINDINGS OF OPERATION 20, AUTOPSY?
vesk 1 wo [

21a. ACCIDENT (Bpoetly) 2ib. PLACEOF INJURY (s.g..Inorabout | 21c. (CITY, TOWN, OR TOWNSHIP} {COUNTY) (STATE)

SUICIDE boma, farm, faglory, street, afice bldg.,a14.)
HOMICIDE )
21d. TIME (Month) (Day) (Year) (Hous) 2le, INJURY OCCURRED | 21, HOW DID INJURY OCCUR?
F WHILEAT[—] NOT WHILE .
INJURY WORK AT WORK

2. I hereby certify that I atlended Lthe deceased from _Feb., 10 g , lo M._, 19_55, that I last saw the deceased

td
alive on M, 19 , and that death oceurred al 2: 8., from the causes and on the date stated above.

233. SIGNAT B.I.Burns (D ar tivte) £} 23b, ADDRESS 23¢ IGNED
) egt)ww//). -~ 2lth & Cherry Sts. ‘2/]537555

24a. BURIM.. CREMA-"| 2db. DATE 24z, NAME OF CEMETERY on CREMATORY | 24d. mnon.(cuy. toz, of cou.mty) {State)

N, REMOVAL (Bpeelts) L .

feho15 - ST WML O L Povny
DATE REC'D BY LOCAL REGISTRAR'S SIGNATURE 25. FUNERAL DI RECTOR' S SIGNATURE ] Ré
| Lot 55 neve i dall LA MM&L_Z{

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

(Licensed. Embalmer’a Statement on Rwern Side)




STATEMENT BY LICENSED EMBALMER

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

BY TE, OF DY Lottt ettt et eaa e , Student Embalmer No...........

working under my personal supervision..

SERAENE e o oeeevneeygermemenmmnsceara et zene e e eanns S1gned€1m§w_‘\u¢0

Signature of Student Embalmer

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.

Note: The above MUST BE SIGNED BY THE L}CE;\ISED EMBALMER in gs‘p. , HANDWRITING. (F:
B * Fy o ! -




