No. 300

10.48

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

1
1

- BIRTH NO.

Fllﬂl MAY 16 1955 STANDARD CERTIFICATE OF DEATH

THE DIVISION OF HEALTH OF MISSOURI

State File No.viccssciiisisniennsrenins

REG. DIST. No. __ / 22 PRIMARY REG. DIST. no._ZQO_-LReg-’:frar'?ﬁa...,l:za.s.........

I. PLACE OF DEATH

2. USUAL RESIDENCE (Where decoased lived. If ioatitution: residence befors

a. COUNTY a. STATE b, COUNTY adiission).
Jackson KANSAS Jornisons
b, CITY (I outeld limits, write RURAL and giv c. LENGTH OF e. CITY . 4. Is Residence
o ¢ corpurata Hel . Io-’n’lhipl STAY (in this place) OR . . 1 ¢ I:::‘Ii:' ‘nm'l';?}‘lnhdmu 5
TOWN KAN SAS Q.w DAys TOW M sSton 1 L

line for (a), (b), and (c}

*This does not mean
the mode of dying, such
as heart fetlure, asthenia,
elc. . It meana the dis-
ease, injury, or H

d. FH‘I)-%PF_IBME OF (If not in hospltal or hulinxuon glve stroot nddress or InJa.Lion) A%r[;?REEE-SrS (1! runal, give Iocatign)
INSTITOTION t Loke's HospiTaL \i\ S 7/ Rrees Raﬂb

381EACPEESOEF6 a. (First) b. (Middle} S ¢. (Last) 4. DATE (Month)  (Day) (Year)

(Type or Print) Mary H Tone STREET | o5m Apriv 1T 445y
5, SEX }| & COLCR OR RACE | 7. MARRIED, NEVER MARRIED, 8, DATE OF BIRTH 9. AGE (b years|-IF UNOER 1 YEAR | IF unDER u Has,

. WIDOWED, DIVORCED (8pecify) Iaat, birthday) Momhl’ Days | Hourm | Mia.
FEMALE | WHIitE ! | NoveMmage 1961 _& |
102, J.‘E.‘,’,i‘,,&‘ii‘fi‘:ﬂ?,f (G Mind of work 10, KIND OF Busma‘ssoogT N | . ;TTHPLACE (City and State o Foreiga Councry) I 12, cmm;orwmr
> quqLe,ng AWRENCE, KANSAS (.5. A

13a. FATHER'S NAME d MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR lrlFE
. N ) - .

, ~. Jemes. Howard. . , ClarA A)agl_.,gnue Williadm M, 549,“511:&567'
5. WAS DECEASED EVER IN U.5. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT' S SIGNATURE OR NAME ADDRESS
{Yes, bo, prunkoown) | (If yeo, mive war or dates of service) NO. S‘ . ISS|‘N

o AF6- 09- 1257 T M. Stenest 57 R X X
18. CAUSE OF DEATH EDICAL CERTIFIC:ATIQ__~ INTERVAL BETWEEN
 Enter only onsceusoper-| |- DISEASE OR CONDITION * z__ Al Ao | ONSET AND DEATH

DIRECTLY LEADING TO DEATH'(a)
ANTECEDENT CAUSES C ! &g\
Aforbid conditions, if any, gising DUE TO (b)

rise to the abore cause (a) stating
the undzrlymg cau.!e last.

re

"DUE‘TO (¢}

tion which caused death,

2 8

e
11. OTHER SIGNIFICANT CONDITIONS °

Cunditions contributing to the death but not
related to the direase or condition eauting dealh.

S 9 o6

19a. DATE OF OPERA- | b, MAJOR FINDI OF OPERATION * 20, AUTOPSY?
TION 2 i M k:l
W ves [ ) o
‘21a. ACCIDENT (Hpecity) 2ib. PLACEOF INJURY (a.g.,inorabout | 21c. (CITY, TOWN. OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE bome.farm, faotory, strest, office bldg..ete.}
HOMICIDE . i )
.21d. TIME (Moath) (Day) (Year) (Houn | 2ie. INJURY OCCURRED | 2if. HOW DID INJURY OCCUR?
WHILE AT NOT WHILE
INJURY WORK AT WORK
= —
22. [ hereby certify that I att eceased from , 1’9!_£, to IAQQ, that I last saw the deceased
alive on 19 and that deathpecurred at m., from the causes and ou the date stated above.
23a. SIGNATUR (Degree or title) D| 23b. ADDR? y Q 23c, DATE SIGN
£eB. Schutzw oy m* . 2 A l\c*rﬂk 4 Jreu
24a. BLLRLA CREMA- | 24b. DATE 24c. NAME OF CEMETERY OR CREMATORY 24d. -LOCATION (Olty, town, or county) °~~  (Biate)
ONCREMOVAL (Bpweity) e . ( ‘ C gy _ : . a5
Reairt 20,1468 | MeMosdihy. T fed NAWRENCE ANSA
DATE REC'D BY LOCAL | REGISTRAR'S SIGNATURE 25, FUNERAL DIRECTOR''S SIGMATURE ' ADDRESS




.
-
A c

STATEMENT B;( LICENSED EMBALMER

2

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

BY INE, OF DY L ittt s mae e eaa e e taieea e et , Student Embalmer No............

working under my personal supervision..

Licensed Embalmer Ngfz
’n .
P. O. Addrm,%(}.

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).

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.

Student ... ..ottt e
Signature of Student Embalmer




