THE DIVISION OF HEALTH OF MISSOURI

_._58-009938 _

Health,
Welfare - l] 1958 STANDARD (ER“H(ATE OF DEATH STATE FILE NUMBER
Ve | FILED APR 2 p . 1449
Service Registration District Mo, / y Primary Reglslrallon Dlstru:l No. l...._gé:: _________ Registrur's No. __ B r .
1. PLAgE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. I institution: Residence b)efore,—
. ) i admission
w0 | e O gpcksoN >~ STATE MISSOURI > MY | 1arayette
-57 b. CgRY {If outside corporate limits, give TOWNSHIP only) Ingide Limits €. CIDTY 51}/ Inside Limits
R
TouN KANSAS CITY Yee@ND |y tom progmusyrize 02 78| YO %O
<. Egls.;.”NAtHégF (I[# NOT in hospital, give location) | Length of stay in 1b ) STREE.‘QS (if outside, give location)™ Reside ¢n Farm
A ADDRE ’
insTifuTion VA HOSPITAL 6 days ' Yes [J No[]
3. NAME OF DECEASED First Middle Last 4. DATE Menth Day Year
{Type or print}) oP
GEORGE L. FOFBUSH peatH March 17, 1958
5. SEX 6. COLOR OR RACE§ 7. 8. DATE OF BIRTH 9. AGE 01 FUNDER 1 YEAR| IF UNDER 24 HRS.
< “ARRIEDENEVER MARRIEDD le. ‘ir:':;::'; Months | Days Houra Min.
Male Negro winowen [ ] oivorceo[ ]| pugust 31, 1894 Gj l J

10a. USUAL OCCUPATION (Give kind of wark done

duriRngeEi:In.fequing Life, #ven if retired)

INDUSYRY

10b. KIND OF BUSIMESS OR

13. BIRTHPLACE (City ond stote or country)

Higginsville, Missouri

D |12

CITIZEN OF WHAT COUNTRY?

U.5.A.

13a. FATHER*S NAME
Jackson Forbush

13b. MOTHER™S MAIDEN NAME

Amelia Divers

14, NAME OF HHSBAND OR WIFE

Ethel M. Forbush

15. WAS DECEASED EYER IN U 5. ARMED FORCES?
{Yes, no, or lldlnq'n)l(" yes, give wor or dates of service)
Yas WWT

96

16. SOCIAL SECURITY NO.

17.

INFORMANT

Address

0l 8636 VYA Hospital Official Records, XK. C. Mo.

PART I. DEATH WAS CAUSED

IMMEDIATE CAUSE {a) 1

18. CAUSE OF DEATH (Enter only one cause per line fer {a}, (b}, and (e).}

Third degree heart block (Stokes-Adams)

INTERYAL BETWEEN

ONSET AND DEATH

DUE TO {b)

Conditions, it any,
which gave rise 1o
above cowsze {ao},
stating the wnder-

lying cavse lost,

DUE TO (g _Hypertensive cardiovascular disease

W e~

PART Il, GTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal dizseass condition given In PART | {a)

19. WAS AUTOPSY

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

ner, etc. must use only standard nemenclceture in 1tem

WO
21. /1 attended the decegsed from

Desth occurred ot

March ll1 1888

.10 March 17, 195 8. xmecriecaans.

OOIl  m on the date stated above; and to the best of my knowledge, from the couses stoted.

Doctar, coral

x
[
;i =
3 & PERFORMED?
3 2 YES® NOo[]
- | 200. ACCIDENT SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART |1 of item 18.)
= In]
] v ] Ol O /
] -
Y Ui 2c. TIME OF .Hour Moanth, Day, Year
] 2 INJURY  am.
! '.:'i &3 p.m.
E 20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
= WHILE ATD NOT WHILE D farm, factory, street, office bldg., etc.)
5 AT WORK
£
L]
-4
s
-
=
<

22a. SIGNATURE Degreo g1 sitle . s 22. ADDRESS 22c. DATE SIGHNED
ROBERT FLINNER, M.D, ,mw VA Hospital, Kansas City, Mo. {3-17-58
236. BURIAL, CREMATION, | 23b. DATE nc.‘ﬁmf OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) {State}
REMOV AL {Specify) . . . > N
Removal 3=17=58 Higginsville, Missouri

24. FUNERAL DIRECTOR

ADDRESS

25. DATE RECD. BY LOCAL REG.

26. REGISTRAR'S SIGNATURE

Watkins Bros., Funeral ‘'ome 18th & Bent

{Li

d Embalmaer's $

on Reverss Side)

o 3. ¢(fF 5§ nlon



STATEMENT BY LICENSED EMBALMER

“ N .
I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed
e
? BY mMe, 0L BY oottt e e e e e e , Student Embalmer No. .........c........

working under my personal supervision.

Student oo e ee e e

i NGté: The abov‘érMUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Fa:lure
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 embaimed, fact should be so stated above,




