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Public
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300
1-56

Coroner cannat certify to o death due to natural causes.

Doctor, coroner, etc. must use only stondard nomenclature in item 18. No symptoms will be listed. All
USE ONLY BLACK INK OR RIBEON TYPEWRITE IF POSSIBLE

diseases in Port | must be cosually related.

FILED SEP 21 1956

THE DIVISION OF HEALTH OF MISSOURI

Registration District No. .

STANDARD CERTIFICATE OF DEATH

— /‘/ 7 - Primary Ragistration District Neo. _[0 .................... Registrar's No 3 ?8 :5 -

[

30602 .

TSTATE FILE NUMBER

1. PLACE OF DEATH

2. USUAL RESIDENCE (Where deceased lived.

If Inwritution; Residencs bafore

o COUNTY Jackson “ STATE yiggouri > OUTY Jackson 354§
b. CITY (1¢ cufsnde corporate limits, give TOWNSHIP only) | Inside Limits ,c CCIJLY lnsldn‘.l_imilsd
TOWN Kansas City & YoXiY NoO ||l S town Kansas City Yes® NoO
c. FULL NAME OF (1f NOTinhospital, give location)| Langth of stay in 16 . STREET {1f outaide, give locarion) | Raside an Farm
INSTITUTION Gen')l Hosp. #1 é_,g'u, L aooress 1813 E. YesO NoW
3 =::l:‘r‘rn Firat Middle Laat 4, n&;r: Month Day Year
Ty v int) Sanders Je Booth oeats B 28 1956

5, SEX

6. COLOR OR RACE

Sl

7. marrizn JEVER marrieo O] &
wioowed [ oivorcep [

a:ua /¥ 1843

DATE OF BIRTH |

9. AGE (In pears
ia!l' blrthday)

IF UNDER 1 YEAR lIF UNDER 24 HRS,

Monihs ] Daw

Hours l Min.

15, wa

. FATHER'S NAME

s

UAL OCCGPATION ((flne kind of work done
3 kmy ife, even if petired}

Y30zl

10b. KIND OF BUSIKESS OR INDUSTRY
/‘ -
Y,

L

. BIRTHPLACE (Cuy and mtate or emnrfy

¢ |12 CITIZEN OF WHAT COUNTRY?

2 Jao

14, MOTHER'S MAIDEN NAME

Jrena.

unknown) I

S5 OECEASED EVER IN U. 5. ARMED FORCES?
(71 wea, give war or dater of service)

16. SOCIAL SECURITY NO,

4E709-2978

X

17. INFORMANT

. IMMEDIATE CAUSE (a)

18. CAUSE OF DEATH | Enfer only one cause per line for (g}, (8 end (¢).]
PART |, DEATH WAS CAUSED BY:

‘Bronchopneumonia

0

INTERVAL BETWEEN
ONSET AND DEATH

Cerebral arterios élerosis

Conditions, if any, DUE TO () .
which gare risg fo ¥
abose - cause (o), ‘ : N H * i
. sating the under- | oie 16 (o) Cystic cerebral encephalomalacia )
= PART )l. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN [N PART I(n) (D ;VA‘-‘; AU;%E?’!
= -~ ERFOR
bt
S 3 S2X| vesi wo O
:L_' 20a. ACCIDENT SUICIDE HOMICIDE | 20b. DESCRIBE HOW INJURY OCCURRED, (Enter nature of injury in Pari I or Paert 11 of item-18.)
& g ) a
(=)
| i‘ 20c. TIME oF Hour Month, Day, Year
w| -~ -miuay e m.
E p.om. -
% | 204. INJURY OCCURRED 20z, PLACE OF INJURY (e, g., in or about Aome, | 20f, CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT NOT WHILE [ farm, factory, street, office bldg., ete.}
WORK AT WORK

Death occurred at

5: 20P

21. 1 attended the doceasod ffom_AﬂE@_zSJ_lis_ o _August 28 nd last saw <£tC alive onA.ug4_Zﬂ,l9_56_...

m on the date stated above; and to the best of my knowledge, irom the causes atated.

24 FUNERAL DIRECTOR

ADDRESS

RIS

Zq . siGNATURE B, T, INS  (Degree or title) - ' D )22b. ADDRESS . 22c. DATE SIGNED
g 24th & Cherry §=29=-1956
23a. BuAiAL. CREMATION. |23, DATE - 23c. NAME OF CEMETERY OR CREMATQDRY 23d. LOCAJADN (City, tewn, of caunty, {State)
OVAL_ (Spegify)
32 /55 Aaneas &t pralld

5. REGISTRAR

25. DATE RECD, BY Tzs.
F-20- 5l Fnewn

‘5 SIGNAT .
’

{Licensed Embolmer’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 em

DY ME, OF DY Lottt iimiieeataieeiieeitieteaaeneaaeeacaanaaaes , Student Embalmer No.........

ad P

Licensed Embalmer No.g,

P. O. Address./_’( ew

working under my personal supervision..

Student ... ooiiiiiiiiiiiiii i Signed..
Signature of Student Enbalmer

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

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

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




