THE DIVISION OF HEALTH OF MISSOUR! :
8095

No.300 :
FILED APR 4 1955 STANDARD CERTIFICATE OF DEATH St Flelonersron .
!aDIRTn uo.f\)- ‘-‘2'/‘15{3"" J 5::9. vist. no. _ /Y 2 PRIMARY REG. DIST. NO. /L0 Pe Registrar’s No. __1 111 ..........
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decessed lived. 1f lnatitution: residence befors
a. COUNTY a. STATE b, COUNT audunission),
D JACKSON KANSAS WYANDOTTE
b. CITY (1 outcide corpurate limits, write RURAL und give ¢. LENGTH OF c. CITY . d Is Residente within Hmits of
OR AY (in i OR = ?
owny KANSAS CITY e B aye il TOWN EANSAS CITY RCA R mw'"
d. FULL NAME OF (If oot in hoapital or institution, rive strect address or location) STREET {1t rural, give location)
HOSPITAL OR *DDRESS ¢ f.l g
INSTITUTION RESEARCH HOSPITAL 9149 Locust
3. NAME OF a. (First) b. (Middle) ¢. (Last) 4. DATE (Month)  (Da g
DECEASED : ¥) _ (Year)
(Type or Print) KAREN RENE BELZ veanMarch 10, 1955
5, SEX 6. COLOR OR RACE | 7. m\o%%gg. E%\}’gchSRR'ED 8, DATE OF BIRTH g':iGE (In yean| & oo | tun | e u ps.
X peci t birthday) Moothe | Days | Hours | Mia,
female white never mArr od March 8, 1956 e | ==
102. USUAL OCCUPATION (Give kind of work | 10b, KIND OF BUSINESS OR IN- | 11. BIRTHPLACE . ; ,
dene during most of working lile, sven if recired) DUSTRY {City and State c; Foreign Countrel 1-} ‘chbﬁ%fz’#?':w””
infant K.Co.Mo. 0 | USA
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
C, Laurence Bels Bobbie Jo, DeCou | none
15. WAS DECEASED EVER IN U.S, ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT 5 SIGNATURE OR NAME ADDRESS
{Yes, no, or unknown} | {il yea, elve war or dates of serviee) NO.
no none C. Laurence Belz (father) 5149 Logugt,
18. CAUSE OF DEATH MEDICAL CERTIFICATION lg;gg‘:lﬁgmm
g I. DISEASE-OR CONDITION -~ ’ . ‘mer 5 i DEATH
Eateranly onscasoper | | DISEASCOR CONPITION - Y Hylaine membrane of lung Unlmatim

line for (8), (b), and (c)

) ANTECEDENT CAUSES ot i
*Thit does not mean Pr
the mode of dying, such | Aortid conditions, if any, giting DUE TO (B) emat'ure bil"th .

as heart faflure, asthenta, | Tise fo the chore couse (a) stoting
e, It means the dis- the undc_r!vmg cause last.

r . ' v,

case, injury, or complica- DUE TO (c) " ’ Li] i
tion which eaused death. | 1. OTHER SIGNIFICANT CONDITIONS ,;‘
. e Condilions contributing to the deaih but nof . ’l B
| _related to the disease or condition causing death. A toloctasis ('}’ Unknown
19a. DATE OF QPERA- | 13b, MAJOR FINDINGS OF OPERATION ] 2. AUTOPSY?
TION - ' ‘ ?
ves ] o [
21a. ACCIDENT (Bpecify) 21b. PLACE QF INJURY ¢o.5..inorabout | 21, {CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIBE - homa, farm, factory, sireat, office bldg.,e10.)
HOMICIDE :
21d. TIME (Month) (Day) (Year) (Hour) 210, INJURY OCCURRED 2if. HOW DID INJURY OCCLUR?
WHILEAT[ ] NOTWHILE .
_-+ INJURY = | “wark AT WORK
2. I hereby certify that I altended the deceased from M&B%Bo —Meh—? &9_,?5}»::! I last saw the deceased
- alive on ; 19.&&. and that death oceurred al ___ ____ m., from the causes and on the date stated above.
23, SIGNATUREHarold A « Pallett {Degres or titieY[| 23b. ADDRESS 23c. DATE SIGNED
- * I . - o - - A T,
2t 4 g2s S 208 Nichols Rd., Ee., Mo%

24z, “NANE or CEMETERY OR CREMATORY | 24d. LOCATION (City, town, of county) (State)

WRITE -‘E’LAINLYEUSING UNFADING BLACK INE—MAEKE A PERMANENT RECORD

| 25. FUNERAL DIRECTOR" S SIGNATURE ADDRESS

JO3, A, BUTLER'S SONS K.C.K

(Licensed Emb;!mer’u Statement on Reverse Side)




STATEMENT BY LICENSED EMBALMER

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

L5 A ¢ < T+ B ol ¢ e , Student Embalmer No,..........

working under my personal supervision..

“
(oL AT 1= '] AU Signed............ m
Signature of Student Embalmer
Licensed Embalmer No.ﬁ
P. O. Address-,é(.@:_/gémf

"Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER i in his 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.
I¥ this body is hot embalmed, fact should be so stated above. '

K]




