" THE DIVISION OF HEALTH OF MISSOURI

ig, 300 rZ
| FLED MAR 31 1955  STANDARD CERT|FICATE OF DEATH . o X I
-~ ¢~
/O 'BIRTH NO. REG. DIST. NO, _LL. PRIMARY REG. DIST. "O-MRmmmr': Na........'[_z.g......-...
O 1. PLACE OF DEATH T 2. USUAL. RESIDENCE (Whare decoassd lived. If lnatitution: residense before
a. COUNTY ' a. STATE b. COUNTY admiseian),
3 Jackson ) Missouri Jackson™
b. CITY (I ouwide corpurate lLimits, RURAL and give NGTH OF c. CiTY ' - 4. Is Residence withis Nmits of
townahip} ¢io this place) CR o gy or inmponlnd town?
TOWN Kznsas City yrs. ! Tws Kanszs City =€, 0
d. T%P??AT.EO%F {If not i3 hoapital or institution, give streot nddross or location} A%rDRREEEgS ¢If rural, give location) 3/6
INSTITUTIONG ) Hyghway & Bannister 1418 E, 12th Street /
3. gs‘?:héis%% a. (First) b. (Middle) c. (Last) 4. DSTE (Month) (Day} (Year)
( Type o7 Print) Bob Everett ceaTH  Mar, 12, 1955
5. SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, | 8, DATE OF BIRTH 9. AGE (1o yasra| If UNDER | YEAR | IF U%DER 21 Wh3,
9/ " “"}DOWED DIVORCED (gpedlr) Lsat birthday) Mnnlh.ll Days | Hours | Min.
Mele Col, idowed | May 6, 1877 | 77 . !
10a. USUAL OCCUPATION (Givekind of work | 10b, KIND OF BUSINESS OR IN- | 11. BIRTHPLACE . y
td:on-dunnl mml-ol-orkiuu(tsb:v:;ﬂd:‘o'timdl; DUSTRY : IC‘:Y and Stae ce Fure:;nICnuntn? !ztgb-ﬂg‘gr;?quAT
unervisor Chair mfe. Tulsa, Okla. .S
| 13a. FATHER'S MAME_ 13b. MOTHER'S MAIDEN NAME . |14 wamE oF Husganp or wyFe N
i Nathan *verett | Nicev Randolph
15. WAS DECEASED EVER IN LIS, ARMED FORCES? | 16, SOCIAL SECURITY | 17. INFORMANT' S SIGNATURE OR NAME ADDRESS
{Yea, no.or unknowa) i (IF yom, vive wnr or dates of servies) NO. . .
Nl G oo .. A99-09-0258!Tda Mae Fllis, 1510 Lvdia
18, CAUSE OF DEATH © | \NTERVAL BETWEEN

MEDICAL CERTIFICATION
. Enteronlyonscauseper | 1. DISEASE OR CONDITION - . .

. | ONSET AND DEATH
line far (a), ¢b), and (&) | DIRECTLY LEADING TO DEATH'(a) .

*This does not mean ANTECEDENT CAUSES

the mode of dying, buch | Morbid conditions, if any, gising DUE TO (b} __MZM.;___M_E

as heart faifure, asthenda, | Fide t0 the above cause (o) stating
ce. It means the dis- Mc underly-blg couse last,

care, injury, or complica- DUE TO (¢) :
tion which cauaed decth. | 1. OTHER SIGN"‘.IC.RNT COMDITIONS

Conditions contributing Lo the dealh but nol
related Lo the dizease or condition causing deaih.

19a. DATE OF OP'IEIF:J‘I\\E. 19b. MAJOR FINDINGS OF QOPERATICN . }-20-_AUTOPSY?

' . ' mﬂ wo [

2la, ACCIDENT (Specity) 21b. PLACE OF INJURY (s.¢., s or sbout (COUNTY) 2 2%  (STATE)
SUICIDE . bgme, fagmn, tactory, street, offios bldx . e1a.) J
HOMICIDE w ,Z 1 ;
216. TIME (Month) (Day) (Yead) :nmm 2ie’ INJURY OCCURRED
HILE AT NOT WHILE
INJURY 3 /2 5 wwonx AT WORK .
2. I hereby certify that I allended the deceased from , 18 /l/ _ , 10, that JAast saw the deceased
alive on , 19 anddhat death occurved at ________ m., from the causes and on the date $lated above.

Z3c. DATE SIGNED

egroe or title 23p, Al E%
Dmﬁt}tjd b.-ADDR OC% IJ//CPA:I\

23, SIGNATURE

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

24a. GURIAL, REMA- | 24b. DATE 24z, NAME OF CEMETERY OR CREMATORY . LOCATION (Oity, town, or county) "(5tate)
'Bgu ;ErﬁOVAL(sndm ’ . h
(3/22/ ¢ ory . Ky:aas City, Mo, ;
DATE REC'D BY LOCAL \REGETRAR'S SIGN : %, POYERALS 957s s1euyTupe DYRESS
 REG. Koy y MI‘ 7 2(_ 53¢ A
i__ﬂ ~ S5 0 Bt auctw '_‘-:_"’."_".‘-;-'—:-_-._&.._ w7 P

e (licensed Embalorer’s Snwmm on Reverse Side) /



STATEMENT BY LICENSED EMBALMER

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

BY TE, OF DY .ottt e e ea e aaaa :, Student Embalmer No...‘ .......

working under my personal supervision..

Lo AT L3 + % AP S Slgnedc.-w %%Q&s

._1gnutnre of Student Edbalmer

. B ) Licensed Embalmer No\kq "( ‘

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

If embalmed by a STUDENT, he also shall sign inhis OWN handwriting.

J¢ this body is not embalmed, fact should be so stated above. . |




