00

HIED MAR 27 1956

THE DiVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH State File Novnunmranemmrmnsiorn

FLAAY &)
REE. DIST. No. _ / E Z PRIMARY REG. DIST. WO. 20 02 Regictror's Na....g{..)‘.r:-)r

'BIRTH NO.
!. PLACE OF DEATH 2. USUAL RESIDENCE (Where decossed lived, If institution: resilence befars
a, COUNTY a. STATE b, COUNTY adinimion?.
Jackson Missouri Jaokaon
b. CITY (11 cuteid fimita, write RURAL and gi ¢, LENGTH OF c. CITY
cutnide corpurate Limits, w &b v.::rvx:.hip] G AY N this placel OR 3 l: ::\E;ig";;uﬁ‘:ugh&";:{
TOWN Kansas City yrs TOWN Kangas City WD ~
d. FH(I:.).IS-P{JT{XANI".EOORF (If not in bospital or institution, kive sirect address or location) s A%TEREEEJS (If rural, give location) ~ 3 q?‘ \60
INSTITUTION Home 3000 Tracy 2 3000 Traoy
362%:?&%5%% 8. (First) b. (Middle) c. (Last) 4. DATE (Menth} {Day) (Year)
(Typeor Print) L& VANCHE WINNEY DEATH 3 6 56
5. SEX 1+ | 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH 9. AGE (In years| ¥ UNDER 1 YEAR | ¥ UNDER M RS
WIDOWED, DIVORCED (3pecily Last birthdsy) Mbnf-hl, Days | Bours | Min.
Female  [White =2 191 R

10a. USUAL OCCUPATION (Give kind of work
dons during most of working life, even If retired)

H

10b, KIND OF BUSINESS OR IN- | 11 BIRTHPLACE 12, CITIZEN OF WHAT
DUSTRY COUNTRY?

U.S.A,

(City and State or Foreigm Country)

i13a. FATHER'S NAME

William Blliott

Home Pryor, Oklahoma

13b, MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR ¥IFE

Ida Holmes

15. WAS DECEASED EVER IN U.S, ARMED FORCES?

{If yew, xive war or dates of service)

{¥Yes, no, or unknown)

NO

Jamas Winn '
17. INFORMANT'S SIGNATURE OR%:ME ADDRESS

Mrs. Antonette Bonanno 2911 E, 12 St.

16. SOCIAL SECURITY
NO.
No

- Enter only onecause per

18, CAUSE OF DEATH

line for (8}, (b), and (<)

*This does not mean
the moge of dyinp, such
a¥ heart failure, asthenia,
efe, It means the dis-

ICAL CERTIFICATION INTERVAL BETWEEN
< ONSET AND DEATH

j. DISEASE OR CONDITION )
DIRECTLY LEADING TO DEATH* (3

ANTECEDENT CAUSES

Morbid conditions, if any, giving DUE TQ (b)
rize fo the above caude (a} stattag
the underlying couse laat.

case, infury, or complica- DUE TO (c)
tion which caused decth. | 11. OTHER SIGNIFICANT CONDITIONS r/ v " [ .{
Condilions contributing o the death but nol
reluled to the disease or condition causing death.
19a. DATE OF QPERA- | 19b. MAJOR FINDINGS OF OPERATION 20. AUTOPSY?
TION < . B
- " YES |Z| NO D
2la, ACCIDENT (Bpecifr) 21b. PLACE OF INJURY (e, inorabout | 2Ic. (CITY, TOWN, OR TOWNSHIP) / UNT (STATE)
SUICIDE ? home, lagzmy fpflory, street, office blds..e14.) - 1)‘
HOMICIDE %_ i el g , Frad o

21d. TIME {Month) (Dwy) (Year) (Hour} 21e. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
WRILEAT{—] NOTWHILEFZ, l
INJURY 3. é -~ Sfo =™ | work AT WORK

¢ U

WRITE PLAINLY—USING TUNFADING BLACE INE—MAKE A PERMANENT RECORD

22. I hereby certify that I attended the deceased from

, 18 , Lo , 19

m., from the causes and on the dale stated above.

o alive on , 19____, and thet death ocourred at

238,61 GNATU o, L. healholsl (Degree or title)3 | 23b. ADDRESS 3. DATE SIGNED
: 6e27 MZMM’ -250

24s. BURIAL, CREMA- I DATE o, NAWME OF CEMETERY OR CREMATORY | 24d. LOCATION (City, town, of county) (State)

TION, REMOVAL (Bpedity)
Burial

Foreat Hill Kenges City, Misgouri

3-9-56

DATE REC'D BY LOR(%AL REGISTRAR'S SIGNATURE

3-

-,

75, FUNERAL DIRECTOR'S SIGNATURE ADDRE &3

s 22 _|

(icensed Embalmer’s Statement on Reverse Side)

, that I last saw the deceased -



STATEMENT BY LICENSED EMBALMER

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

byme, or by ... ciiviiiiiiiiaea, e e et M isiaseeeseseseeeneaeeesesetanerarerrrran s , Student Embalmer No.........

working under my personal supervision..

Licensed Embalmer No%&i

P. O. Addrese%./.. - }

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

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

¢ this" body is nbt embalmed, fact should be so stated above. - - St




