All diseases in Part | must be causally related.

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

FILED AUG 1 - 1957

Ragistration District No. ...

Ih WITISIWVIN W TTEAL TTT T MR e

STANDARD CERTIFICATE OF DEATH

Z..é::ﬁ.m.ﬁimaty Re_gis__

tration District No.

K= T D 1

STATE FILE NUMBER

/44.2..., Reginrar's_ﬁl&._g‘/..é.;...?._...._

}. PLACE OF DEATH 2. USUAL RESIDENCE (Whers deceased lived. if ins!irmion:‘Resdildq}w"nfhro
. COUNTY . STATE b. COUNTY admi sgfion
° Jackson ° Tows Taylor
b. CEI'RY {If outside corperate limits, give TOWNSHIP only) Ingide Limits c C|OTRY lnside Limits
. hi N ¥ N
TOW Kansas City oG N TOWN  Blockton Idﬁj!_ v MU
OC. FULL NAME OF {If NOT in hospital, giva location) | Length of stay in 1b d. STREET {If outside, give |ocnho¢[9—o£eside on Farm
HOSPITAL OR ADDRESS
INSTITUTION St Joseph Hospital 10 wkg X ' es[] Mo}
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Year
{Type or print} OF
Alice Mae Stoops DEATH | July 6 1957
5. SEX 6. COLOR OR RACE| 7. MARRIECE INEVER MARRIED[] 8 DATE OF BIRTH 9, AGE' S:'{;:;; ::-TﬂER ;;{jAR l:nl::nER 2:"I:R5.
Female White wipoweo[] ; oworceo[]| Dee 25 1882 /A
10a. USUAL OCCUPATION {Give kind of work done | 10b. KIND OF BUSINESS OR 11- BIRTHPLACE (City ond state ar country) D 12. CITIZEN OF WHAT COUNTRY?
during most of werking life, aven if ratired) INCUSTRY .
Housewife Missouri UsA

13q. FATHER'S NAME

John Polleck

13b. MOTHER'S MAIDEN NAME

Anna MeIntyre

14, NAME OF HUSBAND OR WIFE

Ralph H Stoops

15. WAS DECEASED EVER IN . §, ARMED FORCES?
{Yes, rﬁ or unknown)| (I yas, give war or dates of servics)

16. SOCIAL SECURITY No.| 17.
None

INFORMANT

'PaJaL H SToo

Address

MEDICAL CERTIFICATION

18. CAUSE OF DEATH (Enter only one couse pel 1

for {a}, (b}, ond {c).}

—

.a_ai,_.éeuﬁl_
INTE VAL BETWEEN

PART |. DEATH WAS CAUSED BY ONSET AND DEATH
IMMEDIATE CAUSE (a)

Cenditions, if any, DUE TO (b) c’ /W/

which gave rise to .

b a {ak,

shove Suuse Lo } 188 )

lying cause lost. DUE TO (<)

PART 1), OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related 1o the terminal disease cenditlon given in PART § {a)
h N At P

19 WAS AUTOPSY
PERFQRMED?
Yes[F] No[]

Death occurred at

200. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. {Enter noture of injury in PART 1 or PART Il of item 18.)
o o O
20c. TIME OF .Hour Moanth, Day, Yeer ' e '
INJURY  am.
© pm. B
20d. INJURY OCCURRED " Xe. PLACE OF INJURY (e.g., inorobout home,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD‘ NOT WHILE E] farm, factory, street, office bldg., atc.)
WORK AT WORK
2). | attended the deceased from

é ‘/4/"._7,//7, to 7f—é ;‘/ nndlastsawhmulwaon :2 é ,5-7

m on the dute smt/d above; ond to the best of my knowledge, from the :nus" stated.

BURIAL, CREMATION,
REMOVAL (Specify)

24. FUNERAL DIRECTOR

Sheil Funeral Home Kansas Cifv Mo |

Abnness

25 DATE RECD.

J-s—5"]

BY LOCAL REG.

26. REGISTRAA'S SIGNATURE

IGNATURE i % ree or title} O 22b. ADDRESS, 22¢. DATE SIGRED
LT . .
2 LS ez YT Ve 2/957
b, DATE L 77 23c. NAME OF csnepﬁ or cREmaToRY / 23d. LOCATION (CWN caunty) (] tare} v
7/8/57 i SL evian | . Ut Ayre Towa -

d Embol . -

on Reverse Sfde)

Porira.
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STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed
by me, O BY weeeeeeeeeeeeeereean e e eeearaaaaeraeneeeeneneetertaetrrrarereantasaaannnn .» Student Embalmer No. ............c.oue..

working under-my personal supervision.

StUAEAL «ooviieiiiiiiiirr e en e e Signed ... ‘ AT Y S T

“ * ) ~ Licensed Embalmer No%@%g

PO X : . P 0. Address 27,
.o . Ty ‘
) Note:. The above MUST BE S[GNED BY THE LICENSED EMBALMER in hxs OWN l-ﬁ\NDWRlT!NG ,(Failure
to comply with the above constitutes grounds for revocation of lxcense) . ]
s o

- If embalmed by a STUDENT, he also shall sign in his 'OWN handwriting.
If this body is not embalmed, fact should be so stated above.
. N . ) . C




