THE DIVISION OF HEALTH OF MISSOURI v

o.300 f
o0 AILED SEP 28 1955  STANDARD CERTIFICATE OF DEATH stote FIRDBLL .o
BIRTH NO. REG. DIsST. No. _ / b 2 PRIMARY REG. DIST, NO/ @O Jee Repistrar's No 4 ...........
1. PLACE OF DEATH 2. USUAL RESIDENCE (Whare deconsed lived. If inatitution: residence befors
D a. COUNTY Jackson a, STATE Miss ouri b. COUNTY Jackson adinimion?,
b. CHF.{Y (it ;;.lhidl :orwnt&li.m%u. write RURAL nnd!:i'v:.hip) ,%TA'?EPEE‘. DE:;’ | c. CITY . a rgf;lgm&%o:;g?u}’mw‘::s "
town Kansas L1ty 113 yrse TOWN  Kansas City SRR S
¢ FULL NAME OF (1f not ia hospital or Iassontion. give strest addrems of location) ’!.Asnrg'{zgs (11 rural, give location) 5 -
isTiTution General Hospital No. 1 o> 2004 East 36th Strest 3 0

3. :',*IE CEES%}ITD a, (Fil‘st). ] b. {Middle) e. (Last) 4, D(ﬁ)\}'E (Montbh) (Day) (Year)
{ Type or Print) il1lie Mag Stanley DEATH 9 15 1955
5. SEX 4 | 6. COLOR OR RACE { 7. MARRIED. NEVER MARRIED, 8. DATE OF BIRTH 9. AGE (o yesrs] IF UNDER | YEAR | WF UNDER L HEs.
- WIDOWED, DIVORCED (Bpacify) : t birtbday} |Months l Days | Houm | Min.
Female | white married . | _May 23, 1903 2 o l
108. USUAL OCCUPATION (Givekind of work | 10b. KIND OF BUSINESS OR_[N- | 11. BIRTHPLACE . : . 12. CITIZE
domdu.r? cat of working lll‘o.u:oni! :ut.irod) - DUSTRY (Civy and State or Foreige Country) UNTRP:‘I'?FWHAT
ome Dover, Missourl e
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND/OR ¥IFE
' _Albert Brooks . ]l Susie Horsmann l Cecil Stanley
15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY | 1Z INFORMANT'S SIGNATURE OR NAME ADDRESS
(Yes,no, o unknown) | (1f yer, give war or dates of service) NO.
no none Cecil Stanley,200L E.36th, K. C. Moo
_ 18. CAUSE OF DEATH MEDICAL CERTIFICATION INTERVAL BETWEEN

Enteronly onecauseper [ I. DISEASE OR CONDITION ONSET AND DEATH

DIRECTLY LEADING TO DEATH® (g) Generalized arteriosclerosis
ANTECEDENT CAUSES " Coronary arteriosclerosis

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

*This does not tean
the mode of dying, such | Morbid conditions, if any, gicing DUE TO (b}
at heart fallure, esthenda, | rise (0 the abore cause (a) stating
ete. It means the dis- the underlying couse last. .
ease, infury, of complica- DUE TO (e}
tion which cauged dm.!_b. 11. OTHER SIGNIFICANT CONDITIONS L’ 0 \

Conditions contributing to the death but not
related to the disease or condition causing death.

191. DATE OF OP'FIF:)AI'i 19b. MAJOR FINDINGS OF OPERATION i 20. AUTOPSY?
ves Kk wo [
21a. ACCIDENT (Bpecify) 21b. PLACE OF INJURY (e.g.. Inorabout | 21¢, (CITY, TOWN, OR TOWNSHIP) {COUNTY) (STATE)
SUICIDE boms, {arm, fastory, sireet, ofice bldg., ev0.)
HOMICIDE - .
214. TIME (Mozid} {Day) (Yesr) (Hous) | 21e. ERJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
- - WHILEAT NOT WHILE
i b INJURY WORK AT WORK

2. I hereby certify that I allended the deceased from Sept. .LLL Iébb , lo Sept. 1o , 1955 , that I last'saw the deceased
alive on _5%_]5, 19_55, and that death occurred at T:55P m., from the causes and on the date stated above.
23a. S5I1G 1. Burna {Degroe or tié)ﬂ 23b, ADDRESS 23%. DATE SIGNED
L2 . 2lith & Cherry __19-16-1955
24b. DATE | Z4c. NRME OF CEMETERY OR CREMATORY 24d. LOCATION (City, town, or county) (State)
9=17-55 —_— Lexington, Missouri
DATE REC'D BY LOCAL | REGISTRAR'S SIGNATURE 25. FUNERAL DIRECTOR § $1GNATURE ADDRESS

.07 5 Dyt Pheolel STINE & McCLURE UND. CO. _ K.C.MO.

RIAL, CREMA-
{ﬂ REMO AL (Bpecity)

WRITE PLAINLY-LUSING UNFADING BLACK INE~MAKE A PERMANENT RECORD

(Licensed Embalmer’s Statement on Reverse Side)




.
-
"
.0
- .

STATEMENT BY LICENSED EMBALMER

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

working under my personal supervision;.

SEUAEDE . oeeenescerenneeoozoessersezasenseenannn Signed..Zé.:..M LA, e,

Signature of Student Embalmer

P. O, Addreu /<6)§

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

If embalmed by a STUDENT, he also shall sign in his OWN handwntmg.

T4 this body is not embalmed, fact should be so stated above. -

- LY a -




