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

THE DIVISION OF HEALTH OF MISSOURI .

‘ -
FLEDAPR 11 158  STANDARD CERTIFICATE OF DEATH St e
SIRTH KO. REG. DIST. no3_m__ PRIMARY REG. DIST., No. L OO g iitbiors NA‘B“")"OG
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decossed lived. If [ostitution: remidence befors
a. COUNTY ——— -.a..S5TATE b, COUNTY wdiningtont.
C/AY : [{ANSAS v Sedrewick.
b. CITY (If outside corpurate limits, writa RURAL and give * |:t: LENGTH OF c. CITY 0. 1s Resldence witio 1L umm o
OR towmship)| ‘STAY (io this placel OR . N my ab
oW KXANSAS CiTY NoRThl Miwetes|| ™ L,chiTA :
d. FI&%%P? 'I"\AMLEOOF (1 not in howpital or izatitution, give sireot address or loeation} AsDrDRFgEESTS (If rural, give location) ‘ b %
~ . .
NEPTOron ppuwiciPAl AiRPeRT N 257 /. EDGEM
36%%!255%% 8. (p;rst) - b. (Mlddle)-: c. {Last) 4. DATE (Month}  (Day) (Year)
oo Edpoagd A PosrlewaiT! o5 Mpas, 23 195¢
5, SEX D | 6. COLOR OR RACE | 7. \hJIADROFt'!'EDD lgIE‘\;gEchEléRRIED.’{ 8. DATE OF BIRTH 9.:."35&&:;;" ;; HK.CI ID\;::II F UNDER 4 W3S
. {Bpecify on y» | Bouwrs } Min.
_MAle | white | maRgied WMol 11, 1890 l |

10a. USUAL OCCUPATION (Givekindof work | 10b. KIND OF BUSINESS OR IN- | 1. BIRTHPLACE : ; - 12. CITIZEN
Aot dyring mutnfwork!ulll...:-n‘;t :at:ri:l) H DUSTRY {Civy wnd State or Foreign Country) / UNT Y?FWHAT

eMmicAll Co LhlAi;TA IS, CRESTON Lol A /.

13a FATHER'S NAME 13b. THER"S MAIDEN NAME 14. NAME OF HUSBAND OR ¥IFE

i6. SOCIAL SECURITY( I INFQRMANT S SIGNATURE OR NANE ADDRESS
. - .
Ty =78 Y.97-03-24, J&Zw Faallerd w«.é’.__‘z;,&,
18. @AUSE OF DEATH. - ] . MEDICAL CERTIFICATION i '3155}":'& gsg'wzzn

: 1. DISEASE OR CONDITION EATH
- fter only onectuss ptt DIRECTLYLEAD!NGTODEATH‘(B) M f;,..._p(, ¢ :h,._.,..‘, Bcliost 5

line for (8}, {b), and (e}

t

- L 4
I5. WAS DECEASED EVER IN U_S. ARMED FORCES?
(Yes. 0o, or uoknowo) | (If yes, give war ar d of service)

“This does mot mean ANTECEDENT CAUSES

the mode of dying, such Morbid conditions, if any, giring DUE TO (b}
az beari faflure, asthenia, | rite to the above cause (o) stating
de. It mears the dis- the u!{dalying cauae last.

case, injury, or complica- DUE TO (¢}

tion which caused death. | 11, OTHER SIGNIFICANT CONDITIONS /A 4_—4—’7 667:—&-—‘-{ ﬁ,.._. &?’.,z:_...... u ');0 ‘

T = Condilions contributing to the death but not
related to the disease or condition couring death.
19a. DATE OF OP_FIROJN 19b. MAJOR FINDINGS OF OPERATION - ) 20. AUTOPSY?
ves [ wo (B
2ia. ACCIDENT (Bpwcily) 21b. PLACEOF INJURY ta.g.. inorabeut | 21e. (CITY, TOWN. OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE * boms, larm, fastory, strest, ofice bldg..et0.)
HOMICIDE "w,  » . _ . . |¢* =N .
21d. TﬁIDEE (Month) (Day) (Year) (Hourn 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
WHILE AT ] NOTWHILE ;
INJURY A Fnea et = WORK AT WORK .
/V‘-v\.._-._._
2] hereby cerhfy that I u[tcnded the deceased from , 18 , lo -, 19 , that I last saw the deceased
aliveon .. . 18 , and tha! death oceurred at ______ m., Jrom the couses and on the date stated above.
23a. SI:/A 0. S. Pa e (Degroo or titlel} | 23b; ADDRESS ' 23c. DATE SIGNED
. AN onma (P 20 |3/53/54
24a. BURIAL, CREMA- | 24b. DATE_ 24z. NAME OF CEMETERY OR CREMATORY 244, LOCKATION (City, town, or county) (Stote)

TGN, REMOVAL ¢ ¥}

3-23-56 - — (il eRes

DATE REC'D BY LORCAGL REGISTRAR'S SIGNATURE 55 FUNERAL DIRECTOR'S S1 ATURE ’ ADDOREASS
K V,;i L’}m&/a-/ %,.M MMMALMZKMQ

U icersed Embalmer's Statement on Reverse Side)




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..

Student...ociciiiiniiiiniiinairaraaia et aarae e
Signsturs of Student Ezbalmer

Licensed Embalmer No.b!.?..‘f){
P, O. Address?{.&.r | oo,

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

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

74 this body is not embalmed, fact should be so stated above. '




