THE DIVISION OF HEALTH OF MISSOURI

palth, e e ke aRRwIPIRATE ME REAPLH 0 g P g A S
Welfare ‘FILED AUG 1 5 1957 STANDARD CERTIFICATE OF DEATH STATE FILE NUMBER__
pblic
yreice Regutrutlnn District No. e, j..l{:, ______________ Primary Reglstrahon Dlsmct Na. 0 2 } Reglstrnr s No. _____3__5_85
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. |f institution: Rulldance before
300 a. COUNTY Jackson a. STATE Missouri b, COUNTY JGCkSOﬁ dmi s sipm}
-57 b. CITY (If outside corporate timits, give TOWNSHIP only) Inside Limits [ chY Inside Limits
10 Kansas City Yos [a No [} Town Kansaas City Yes[# No[]
o < FULL NAMEOOF {JE NOT in hespital, give location) { Length of stay in 1b bgd STDRD%%TSS {If outside, give location) Reside on Form
HOSPITAL OR A
INSTITUTION Gan. Hoap. # 2 L yra., R“Y72 1328 Lydia Avenue Yos [J No ]
3. {NTAME OF DE)CEASED First Middle Laost 4. DATE Manth Doy Year
ype or print OF
_ LaVerne Fleeks DEATH July 29, 1957
5. SEX 46- COLOR OR RACE F.MARMEDMNEVER MARRIEDE’: 8. DATE OF BIRTH 9. AEE {in {;:;; ::J:’:')'ER ti)::m I::::DER Z:uTS'
Male Col. wiooweo{ 1 ©  pivorceo[ ]| Jame 4, 1929 28 I l

T0e. USUAL OCCUPATION {Give kind of work done

wi.%aallo‘f working Life, even if reticed)

106, KIND OF BUSINESS OR

AJLS.Company

11. BIRTHPLACE (Ciry

and state or country)

Red River County, Texas

12. CITIZEN OF WHAT COUNTRY?

U.5%

13a. FATHER'S NAME

Joe Fleeks

136, MOTHER'S MAIDEN NAME

Mary Sue 120UEs

-~

14. NAME OF HUSBAND OR WIFE

Marcia Fleeks

15. WAS DECEASED EVER IN U. 5. ARMED FORCES?
(ﬁr& no, or unknqwn)l [Lf yas, give wor or dotes of zervice}

16, SOCIAL SECURITY NO.

HE52-42-6104

17. INFORMANT

Address

Mrs. Mary Sue Fleeks, Oklahoma Uity, Okla.

18.

CAUSE OF DEATH (Enter only one couse per Jingdor (a), (b), and (c}.)
PART 1. DEATH WAS CAUSED BY: 6
IMMEDIATE CAUSE (a)

INTERVAL BETWEEN
ONSET AND DEATH

’..

Conditiens, if any,

DUE TO' (b}

ned

MEBICAL CERTIFICATION

'

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

"WHILE AT b NOT WHILE
WORK

AT WORK

2%

" Death occurred ot

ed from

| cmanded.jh-

ond last saw
m on the date stated above; end to the best of my }

y ]

which gove rize 18
bove couse {a), - r
e e e ' cqiled
lylng couse last. DUE TO (c) T EE————————
' - PART.Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but .'m[lmd to tha termincl dizecss condition givan in PART I {a) .19 geapggggs;!
YES[] MO
. 900. ACCIDENT SUICIDE HOMICIDE | 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in PART | or PART I of item 18.)
L] r
2¢. TIME OF .Hour Month, Day, Yeor 77 ’ i i
INJURY e 3
15 om ’7/24//fr . . 13-
20d. INJURY OCCURRED FJp COUNTY .. STATE

Cdor__

ledge, from the

stated.

All diseoses in Part I must be causally reloted.’

220. SIGNATURE

230. BURIALJCREMATION,
neuovt_ {Specify]
emoval -

22b. ADDRESS

72¢. DATE SIGNED

AT A

23b. DATE

Lamwse o |-

23c.

NAME OF CEMETERY OR CREMATDRY
.. .‘...———‘_'J

(0

T -

| . LOCATION (City, 1own, or ‘county}

k1ahoms. City.ﬂoklahoﬁ;

7 (Starey’

= 24. FUNERAL DIRECTOR

Badesu, Appleton & JonesJ_K;C-

ADDRESS

25. DATE RECD. BY LOCAL REG

'3/-6“7

26- REGISTRAR'S SIGNATURE

i,

{Llcens

e

Embslmac’s Statement on Reverss Sids)
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STATEMENT BY LICENSED EMBALMER
" I hereby ceftify that the body whose name is recorded on the reverse side of this certificate was embalmed
‘,I
. by me, or by 7

........................................................................................... .» Student Embalmer No.

...................

working under-my personal supervision. -

Studeat ...... U AL - Signed QWW’\%D
.- . . Signature of Student.Embalmer . i
Licensed Embalmer No.. \Qc\q’ (";
.. o\, 7 PLO. Address. -, Loy

~7r *- Nate: The above MUST BE SIGNED BY THE L[CENSED EMBALMER in his OWN HANDWRITING (Faxlure
to comply with the above constitutes grounds for revocation of license).

If embalmed by a STUDENT, he also shall sign in his OWN handwriting. - - AT
If this-body is not embalmed, fa¢t should be so stated above,

an




