FILED NOV 201957

THE CIVISION OF HEALTH OF MISSOURIL

AUV ¢

pt. Health,
., & Welfare STAN DARD CER"HCATE OI: DEATH STATE FILE NUMBER
5. Public
bIth Service chisrrurior\_ District Ne. e Z_gz__..__Prlmury Rnglnruhnn District No. _/ [ e - Regis!rqr’s N°---51~£3ﬁ _____
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived. If institution: Res|donce before
.5.300 @ o COUNTY Jackson < o STATE Missourit COUNTY Jacksorf mass/mn)
ov. 1-57 b. CITY (IF outside corporate limits, give TOWNSHIP only} Inside Limits ClTY Inside Limits
Tgﬁm Kansas City Yes [] Ne [ ‘\34 Kansas City Yes[ ] Ne[]
¢. FULL NAME OF (If NOT in hospital, give location} | Length of stay in 16 [{ dUSTREET [If outside, give location) Reside on Farm
HOSPITAL OR General #2 [E /o ADDRESS 1328 Woodlard Yes ] Ne[]
 ——
3. NAME OF DECEASED First Middle Last 4. DATE Manth Day Year
(Typo or print} . OF
Infant Conn pEATH  Sept. 27, 1957
SX o[ & COLOROR RACE| TpsmmolJueven saggeo 8] 8 ORTEOF BRI [ 5 age oo ioer el - ounea e
Male Negro woowen(] _ovokeeo()|Sept , 26, 1957 11 l
108, USUAL OCCLPATION {Give kind of work dene | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (City and l!’ah or cowntry) 12. CITIZEN OF WHAT COUNTRY?
during mosyBf workigp life, evan if ratired) INDUSTRY 0
( ncng’ %7’\:). Zf . £ .

13a. FATHER/S NAME

arrp—

13b. MOTHER'S MAIDEN NAME
Barbara Ann Robinson

’ﬁi. NAME OF HUSBAND OR WIFE

AR

L

Doctor, coroner, otc. must use only standard nomenclature in item 18, No symptoms will be listed.
USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

All dissoyes in Port | must be cousolly related.

MEDICAL CERTIFICATION

15. WAS DECEASED EYER I[N U. 5. ARMED FORCES?
[Yes, no, or unknawn)|{If yas, give wor or dotes of service)

16. SO

ClAL SECURITY NO.

Py " P - YO

17. INFORMANT

Addrass

Barbara Ann Conn, mother 1328 Woodland

PART |. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (a)

18. CAUSE OF DEATH (Enter only one ¢couse per line for (o), {b), and {c).}
Prematurity.

INTERVAL BETWEEN
ONSET AND DEATH

Death occurred at

/955 F

Condltions, if any, DUE TO (b} s
which gave rise 1o
nbo:- n:m:lr- .:u). “9 'h
stating the wnder- q
lying eouse last, DUE TO (c}
PART il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTIMG TO DEATH but not related 1o the tarminal disecss condition given in PART 1 (4} - 19. WAS AUTOPSY .
’ PERFORMED? ~
- . YES[] NO
200. ACCIDENT ' SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in PART I or PART Il of item 18.)
O ] O - :
20c. TIME OF ,Hour Month, Day, Yeor
INJURY  am. -~
p.m.
20d. INJURY OCCURRED e, PLACE OF INJURY {a.g., inor abouthome,| 20f CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE O form, factery, street, office bldg., etc.)
WORK AT WORK
21. | attended the decoased from - 9-26% ;o 3 27-57 and last "’"II: alive on 9—27—57

m on the date sfmed obove; and to the best of my kmwledga, from the causes sioted,

22, SIGVI% F—ﬁ

Peterson

23 DATE

-7 19"7

22b. ADDRESS

600. E,

22¢. DATE SIGNED

22nd St. 10-31-57

CREMATORY

234 LOCATION (Cln. town, or % 3%

AL olnsc;y& é ADDRESS @

25. DATE RECD. BY LOCAL REG.
—

/-l 57

26. REGISTRAR'S SIGNATURE

P lorar

W. R.

(Licensed Embalmec's Stotement on Raverse Side}
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"1 hereby certify that the body whose name is Zorded ?n the reverse side of this certificate was embalmed .
by me, or by W : ; s .» Student Embalmer No. ;..cc..vvnrrnene

STATEMENT BY LICENSED EMBALMER

T N T R L T PR R TR T

working under my personal supervision.

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

Ve ' AR - ’?.-'"‘\ -Licensed Embalmer No.. ‘3‘9009

% ., -~P. O. Addressﬁ%

Note: The abmfe’ MUST.BE SIGNED BY THE. LICENSED EMBALMER in.his OWN HANDWRITING (Faxlure
to comply with the ebove constitutes grounds for revocation of hcense)

If embalmed by a STUDENT, he also shall sign in his OWN handwnhng
If this body is not embalmed, fact should be so stated above.

0T aa




