w500 1 TLED MAR 14 1956 THE DIVISION OF HEALTH OF MISSOURI 46,?3

‘o:50 STANDARD CERTIFICATE OF DEATH Svae e s
BIRTH NO. ate. DIST. WO. /Y% erimay rEc. DisT. 0. /8O 2 R:yi.l!'ar'.l:No....... ......8...1. . 3.
1. PLACE OF DEATH i 2. USUAL RESIDENCE (Whers decoasad fived. If losiicution; reidence Gefore
a. COUNTY a. STATE b. COUNTY adinisaton),
O Jackson . Mo, Jackson

b. C(])TY {1t sutside corpurats limits, write RURAL and give

¢. LENGTH OF c. CITY
towruhip) OR

STAY (in this place)

¢, s Reridence -uunnmmal ’

TOWN  Kansas City 90 yrsy TOMW -

d. FULL NAME OF ({If not in hospital or institution. give strest address or location) STREET (If rural, give location) 4{’
HOSPITAL OR R\\ADDRESS 5
INSTITUTION St._Inkes Hosp 1211 Stwatford Rd,

3. NAME OF . {Pirst, b. (Mlddle c. (Last)
DECEASED o (Fish ¢ ) 4. DATE (Month)  (Day}  (Year)
{ Twpe or Print) Fmilv Ka c DEATH b 1956
5. SEX 4 | 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED 2. | 8, DATE OF BIRTH 9, AGE (Io yurs] ¥ 10ER 1 TEAR | ¥ ADER 24 13,
WIDOWED, DIVOR(;ED pecily) Last. day) Monthll Days Boml Mia.
10, USUAL OCCUPATION (GWekiodof work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE . 12. CITIZEN
dons during most of working I.I.ln.ovnn‘zf :;l;;z) - DUSTRY (City aad State or F"“" Cnnuy) COUNTRY?O.FWHAT
Housewdi fa Craig Mo, o UsSeAs.
13a. FATHER'S NAME 13b. MOTHER S MAIDEN NAME 14. WAME OF HUW
Perry L, Smizl - Esther Williams _ ] : _
15. WAS DECEASED EVER IN U.5.ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT'S SIGNATURE OR NAME A ss :
{Yos.n0, 0r unknown) | (If yes, Kive war or dates of servics) NO. . +
ne Mrge dJ ; ‘
18. CAUSE OF DEATH MEDICAL CERTIFICATION INTERVAL BETWEEN
 Enteronly onecaussper | |. DISEASE OR CONDITION . | CNSET ANDDEATH
line for (a), (L), and () DIRECTLY LEAD[NG TO DEATH () b! l ! E': ﬂnma cete _
ANTECEDENT CAUSES w | et e

*This does nol mean
the mode of dying, such | Aortid eonditions, if ang, giring DUE TO () __Cerebral Hematoma
as hear! faliure, axthenia, | rise to the above couse (a) siating
ede. It means the dis- the underlying cause last.

care, infury, or complica- DUE 7O (c) Hypostatic Pneumonia ‘- a w00
tion which caused death, | 11, OTHER SIGNIFICANT CONDITIONS b i~ };,
" Conditions eontributing to the death but not
| _related to the disease or condition causing death.
19a. DATE OF OPERA- | i5b. MAJOR FINDINGS OF OPERATION . 20, AUTOPSY?
TION
vesh ) wo [
21a. gEFéPDEENT (Bpwelty) 21b. PLACEOF INJURY (ex.. laorcbouf. 21c. (CITY, TOWN. OR TOWNS'I]?_ j {COUNTY) (STATE)
bhome, ot

HOMICIDE Accident {511 Ftvat ford Rde Kansas

21d. Té%E (Month) (Day) (Year) (Hour) 2ls. INJURY OCCURRED | 2if. HOW DID [NJURY OCCUR?
AT[] NOT WHILE
miury  Febe 19,1956 7:30 Pukhs"[] Wwor(#] _Fall down basement stairs -

22, I hereby certify that I atlended the deceased from , 18 , lo , 18 , that I last saw the deceased

alive on , 18 and that death occurred al _______. m., from the causes and on the date staled above.

{Degree or title) . 23¢c. DATE SIGNED

“2/25/56

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

DATE REC'D BY LOCAL | REGISTRAR'S SIGNATURE ’E. FUNERAL DIRECTOR'S SIGNATURE ADDI‘ESS
G .

ez,—,f—.?ﬂs'é Yhira W Stine & WMactiane K MO
o (Licinsed Enbalmer's Statement on

Reverse Side)




Z ., Cec Cees eld |
ot FLAEELE Oy ?-'&c.f ZZ///;&M, 4.
/

P e ——— e — e ——— e ——

STATEMENT BY LICENSED EMBALMER
o

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

Licensed Embalmer No.. yf .

P. O. Address ?ﬁé’ﬂé

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. |
. I¢ this body is not embalmed, fact should be sc stated above. : C s

o W d




