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Coroner cannot certify to a death due to natural caouses.

Doctor, coroner, etc, must use only standard nomencloture in item 18. No symptoms will ba listed, All
USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

diseasas in Part | must be casuolly related.
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Registration District No

THE DIVISION OF HEALTH OF MISSOUR)
STANDARD CERTIFICATE OF DEATH

RO ~Primary Ragistration District No, .%.d.....

USTATE r-'|3!~451-02
9 e 45T

1, PLACE OF DEATH

2. USUAL RESIDENCE (Whare decsased lived. If institution: Residence bulnr-/

FULL NAME OF {I NOT in hospnnl give location)[Length of stay in 1b

. 4 STATE b. COUNTY edmizsice)
@ COUNTY  og®s . * Missouri Cass /
b. CITY {lf outside corporata limits, give TOWNSHIP only) | Inside Limits c. CITY Inside l:imiu

H . OR
tom_Harrisonville Yogp! Mem ToWN _ Garden Gity p P &erg NoO
L7 o

€ HOSPITAL OR d. STREET (If outside, give location) fcsid- on Farm
INSTITUTION Memord al Ho sp. 118 hpa. ADDRESS Yes0 Nap
J. NAME OF Hirst AMiddle Last 4. DATE Month Day Year
DECEASED - OF
(Type or print) Henry . Christopher Ploss DEATH
5. SEX | 6. coLor 7. 8. DATE OF BIRTH 9. AGE (In years | IF UNDER | YEAR hiF UNDER 34 HRS.
C OR OR RACE MaRriED { ] never marRIED [ ot bir’,‘h“‘;) p e | LS
male ite wigoReoE] mwwwD Oot 18,1876 80
*|10a. USUAL GCCUPATION (Gise kind of work done [ 104, KIND OF BUSINESS OR INDUSTRY [ 11. BIRTHPLACE [City and atato or country) / 12. CITIZEN OF WHAT COUNTRY?
ring most of working life, even if retired)
armer Farming Council Bluff, K Tows UL.S. A, = |

13, FATHER'S NAME

Charlies B, Ploss

14, MOTHER'S MAIDEN NAME

Unknowen

Hannristta

15. WAS DECEASED EVER IN U. S. ARMED FORCES?
(Fea, no, or unknown} (IS pes, pive war or dates of service)

no no non

16. SOCIAL SECURITY NO.

17. INFORMART

dr. .
ansas City,
Misaruri

Mr. Chester Plosas

&
18, CAUSE OF DEATH [Enter only one cause per line for (o), (b). affd (¢).]

PART I. DEATH WAS CAUSED BY: W M a

IMMEDIATE CAUSE {(a)-

INTERVAL BETWEEN

ONSET AND DEATH
?;gfxwv%f‘

Conditions, if any,

@«w/mﬂ LW

DUE TO (b)

DUE TO (¢} @ 9&/\11

which gare rise fo
obove cauae {(0)
slating the under-
lying cause lapt,

W

ra

z
=] PART IL. QTHER SIGNIFICANT CONDITIONS CONTRIBUTING ro DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART t(n) 13, WaAS AUTOPSY
= PERFORMED? 2
g A3 X [vsO v
E 200. ACCIDENT SUICIDE HOMICIDE | 20b. DESCRIBE HOW INJURY OCCURRED. (Enfer natute of injury in Part I or Part H of item 18 ’
& (] 0 a
2|20 TIME OF  Hour  Month, Day, Year| -
3 INJURY e, m. ‘
E p.m.
X | 204. INJURY OCCURRED #e. PLACE OF INJURY (e. g., in or aboul home, |20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT O ' NOT WHILE 0O ferm, factory, street, office bidg., etc.)
WORK AT WORK

21, I attended the deceased fram

Joo-ll - 5 7

and laat aaw m‘lhvo on /0 .-./@ f/

Death occurrad at

-g“ﬂ“—‘“"}——z—w- fo — - him ¥ -
& 7 I4
2 m on the date stated above; and to ths bast of my knowlsdge, from the causes stated.

| Z2¢. DATE SIGNED

V- U’é’?

‘_

24. FUNERAL DIRECTOR

42942;uah1,4?/

ADDBESS

oot o
CZ_ Do,

{Liconsed Embalmer's Statement on Reverse Side)

23a. BURIAL, CREMATION, {235 DATE ° 2%, NAME OF CEMETERY OR CREMATCRY
REMOVAL (Spectfy? .
Burig 10-19-19

. DATE RECO, BY LOCAL REG.

23d. LOCATION (Cily, town. or counly) {State)

Cc

s
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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 eml
by me, ORI, .. iirirreeaaieaaeerararerranac et oearssbat it ar s , Student Embalmer No,.........

working under my personal supervision, ..

Student....covrivrriiiie i iiiaaeas
Signature of Student Embalmer

" 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 also shall sign in his OWN handwriting. .
If this body is not embalmed, fact should be so stated above. o ot |

< . - o -




