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USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

Al diseases in Part | must be causally related.

Hugh H. Owers

THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATHZO.

FILED MAY 29 1958

t¥7

4189 . 58-018427 ~

STATE FILE NUMB

Sary

Registration District No., Primary Registration District No. - Registrar's No. P 'R U foor
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residenca b G
o COUNTY Jackson o STATE  Misgouri > “OUWNTY g acksorfd"'"’?fb
b. CIOTRY (}f outside corporats limits, give TOWNSHIP only} Inside Limits . CgRY Inside Limits
town Kansas City Yes X] No E“L 2‘{‘0&0“ Kansas City YesfE] Mo [J
c. FULL NAME OF (If NOT in hospital, give location) | Length of sty in 1b~][ dUSTREET {If outside, give location) Reside on Farm
| STUALSR 1413 Wgbash 6 Months ADRESS 1413 Wabash Yer O Nl
I 3. :‘T?;E 3': ,?,.E,fEASED First Middle Last 4. Ds;gE Month Day Yeor
Billy Ray Perkins Jr, ceatH  May 13, 1958
5. SEX 6. COLOR OR RACE| 7. B. DATE OF BIRTH 9. AGE (In years §#F UNDER | YEAR| IF UNDER 24 HRS.
rale o white ;r;ﬁ::ggusvskomzzzgg Nov. 4, 1957 lacs birsbden) Mgnihs | Dags ™ [ Fours l in.

10a. USUAL QCCUPATION (Give kind of work done

during mocmmfi!-. wvan if retirad)

10b. KIND OF BUSINESS OR

INDUSTRY Infant

11. BIRTHPLACE {City and state or country}

Kansas City, Missouri

12, CITIZEN OF WHAT COUNTRY?

[

USA

13a. FATHER"S NAME

Billy Ray Perkins Sr.

Verna Estall

13b. MOTHER'S MAIDEN NAME
e Jacobs

14, NAME OF HUSBAND OR WIFE

Infant

(Yas, no unkngwn)|

15. WAS DECEASED EVER IN U. §. ARMED FORCE3S?

{If yas, give wor or dotes of service)

16. SOCIAL SECURITY NO.
none

17. INFORMANT

Address

Billy Ray Perkins Sr. 1416 Askew K.C., Mo,

18. CAUSE OF DEATH (Enter only cne couse pegbine for {a), (b}, and {#.} ~—
PART . DEATH WAS CAUSED BY: { !2 Z
IMMEDIATE CAUSE (g} s (/W

INTERVAL BETWEEN
ONSET AND DEATH

Conditiony, if any, DUE TO (b)
which gaove risve to
cbove cause (o), i k
stating the under- L[q
% lying cause last. QUE TO (c) - —
=4 PART I, OTHER SIGNIFICANT CONDITIONS CONTRIBU TO DEATH but not rel; to the termino! dlsecse condition glven in PART | (a} 19. WAS AUTOPSY
< PERFORMED? o2_
s QAA YES[] nOTOA
£ 20a. ACCIDENT suICiDE  HOMIEIDE | 20 DESCRbéE HOW INJURY OCCURRED. (Enter nature of injury in 'ART | or PART 11 of item 18.) rd
w ‘.
8 o 0O O
3| 20c. TIMEOF .Hour Month, Day, Year
S INJURY  om.
X p-m.
.| 204. INJURY OCCURRED 20¢. PLACE OF INJURY (e.q., inorabouthome,| 20f. CITY, TOWN, OR LOCATION- COUNTY STATE
1 wHILE ATD NOT WHILE O form, factory, street, office bldg., etc.)
WORK AT WORK

and last saw i:;:‘ alive on

23c. NAME OF CEME{ER!’ OR CREMATORY

21. | attended the deceased from , o
Death occurred ot m on the date stated above; and to the best of my knawledge, from the causes stated.
a. SIGNATURE {Dagree or title) \3 22b. ADDRESS 22¢c. DATE SIGNED
2NN, [43

Earp & Sons 4707 Truman Rd., KX.C.,Mo.

ST v 5 - SE —

28t =2

230. BURIAL CREMATION, | 23b. DRTE 23d. LOCATION (City, rown, or (State)
Specif
B A1~ | May 15, 1958 | Mt. Washington Cemetery Kansas City ! Missouri
24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. 26. REGISTRAR'S SIGNATURE

{Licensed Embaimer’s Statement on Revarse Side)




N

1 = -
- Y . -
F N H] i - i EI
H 3 > = TN
. R <. R

STATEMENT BY LICENSED EMBALMER

I heteby certify that the body whose name is recorded on the reverse side of this certificate was embalmed
by me, or by i fr i eieietessserenresenseasareretiiiatensnsentirensieannnrs ., Student Embalmer No. ........ccvvuvnvens

working under my personal supervision.

Student -ecoeiiiiiiiiiii Signed ..,
Signature of Student Embalmer

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

Licensed Embalmer No

P.O. Addtess...../fiay.../.%,..

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure

to comply with the above constitutes grounds for revocation of lu:ense) )
If embalmed by a STUDENT, he alsc shall sign in his OWN" handwntmg 1
If this body is not embalmed, fact should be so stated above.
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