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THE DIVISION OF HEALTH OF MISSOURI 41740
;:|::, 'F"_ED DEC 2 1 1956 STANDARD CERTIFICATE OF DEATH ST ATE IR NuvinEs
aitars
ublie Registration District No. ... / Vﬁ - Primary Registration District No. ..‘..,.g.o;‘.‘: .......... Registror's NaS.g_q}f‘le.."
ries 1. PLACE OF DEATH 2. USUAL RESIDENCE (Whers deceased lived. IF institution: Rnidanjo _b-fprn)
. TY a. STATE b. COUNTY asmission
0] o COoum MISSOURL JACKSON
300 b. CITY (lf outside corparate limits, give TOWNSHIP only)| Inside Limits %ClTY Inside Limits
1-56 or Ye No O Yeas No D
TOWN __ KANSAS CITY ® Moo lul Rrom KANSAS CITY X
c. Eg%&l":ﬁ%ﬂo,: {If NOT inhospiral, givelocation) Length of stay in 1b 4 1 d. STREET (If cutside, give location} Reside on Farm
i INSTITUTION WHEATLEY HOSP. L0 _vra, ADDRESS 2)i)i); Flora YesO Neny
: § 3. NAME OF . Firat Middle Last 4, DOAF'!'E Month Day Year
v DECEASED
< (Twpe or prin) EFFIE SMITH oeaw Deco 6, 1956
5 5 s ) 7. €. DATE OF BIRTH 9. AGE (In years | IF UNDER | YEAR IIF GRDER 21 WS,
g EX 3 6. COLOR OR RACE marmieo K N'EVER marrien [ l Ak (In yrax LM"“. L T
i Female Negro winoweo [ oivorceo [} May 1879 17 . ]
: 1 10a. gSUAL OCCUPATIONt(GiJIe;md ofw;rttdmég 105. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (City and mtate or country) 12. CITIZEN OF WHAT COUNTRY?
2 uring most ofwor ing itfe, even if retire ¥
z Housewife None Lebqpan, Missouri Usa
H
-
o
2
3 >

tw
@
5 13, FATHER'S NAME . i 14. MOTHER'S MAIDEN NAME
[72]
g John Lingy Unknown
w [15. WAS DECEASED EVER IN U. S, ARMED FORCES? 16. SOCIAL SECURITY NO, | 17. INFORMANT Addresy
-_ {Yer, no, or unknown) (1f yea. give war or dates of scrvice)
> ¥ INo L .. . |None .| - John .Smith 24LY Flora
E x 18. CAUSE OF DEATH [E.‘ntcr ord' one cewse per line for (a), (b). and {t) ] . Is:g:‘#A:NBDE;gAETE:
v = PART ). DEATH WAS CAUSED BY: . - Py .
5 g_‘ IMMEDIATE - CAUSE ‘(a)} s BI'OHChOJPneu.rﬂonla s N
§
L'l
-4 Conditions, if eny, buE Yo (1) Cere br‘al Hemmrohage oM
£ g . _:Ubn’;lch gave riy ).'o - T T Y = ‘4[{3 ¥
‘8 m: ve  Cause
- stating the under-
SE |, Hating the under- [ e 10 (0) Hypertens ive Cardiovascular Disease ) S
x 1o PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED 1O THE TERMWINAL DISEASE CONDITION GIVEM It PART I{a) : - WAS AUTOPSY
- © = PERFORMED?
'3 z 3 : . ‘ . s o) ves om0 3
"é ; ::" 20a. ACCIDENT SUICIDE HOMICIDE | 200, DESCRIBE HOW INJURY OCCURRED. ({Enfer nafure of injury in Part I or Part 1l of item 18.)
~ . = (] 0 4
> j =) I
c 2 +3. 2¢. TIME OF Hour ~ Month, Daty, Year . h *
83 @, ;5 INJURY  a.m. . IR | ' : L. . T !
= 3 > =3 p-m. .-
=1 RN ]
-3 5 E ] 20d. INJURY OCCURRED.. . e, PLACE OF INJURY (¢. g., in or abouf home, | 207, CITY. TOWN, OR LOCATION COUNTY STATE
3 e .’.IE WHILE'AT | NOT WHILE farm, foctory, street, omce tidg., ete.) N
- WORK AT WORK
s E D g B - -
5 — 0] 21. ! attandad the deceaud from Dec 20 to _D.e_c_._ﬁ_’l.gs_ﬁnd last saw ::’_’l alive on 12 =5 =56
-5 K sath occurred at on the date stared above; and to the best of my knowledge, from the causes arated.
s © o] 2
g nc- 8 NATURE pree ar tile) o 22b. ADDRESS * " 22¢. DATE SIGNED
> 2204 E, 18th Street 12-7-56
= a7 BURIAL. CREMATIQN. [ 2357 paTE” zac NAME OF CEMETERY OR CREMATORY 23d. LOCATION {City, town, or county) (State
2 2 REMOVAL {Specifp 1 e
> © 4 R - - .
§ = Bembval 12/8/56 Westlawn Kansas City, Kans,
24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. | 26. REGISTRAR'S SIGNATURE

WATKINS BROS, FN, HM, 18th & Benton | , 1 . 7_( Prewms D glholf




STATEMENT BY LICENSED EMBALMER

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

working under my personal supervision..

Student..... e naseenmeemtaessseeeenomesezoctetonsaaes Signed.
Signature of Student Embalmer

Licensed Embalmer No..é/éi
P. O. Address.../.m..x.ﬂ

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (
to comply with the above constitutes grounds for revocation of liqen_se). )
T 7 Ul embalmed by a STUDENT,* he also shall sign in his OWN handwriting.
If this body is not embalmed, fact should be so stated above.
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