All dissases in Part | must be causally related.
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THE DIVISION OF HEALTH OF MISSOURI

E“'E[l JUN 1 6 Igﬁ_ggislra!ioqpﬂci No. .

58-022053

Vi

D CERTIFICATE OF DEATH

__l._“_ ....Primary Registration Disf_ril:l NO-._/_Q_QA_L_.!-!.--______ Registrar's

STATE FILE NUMBER

281.4_

No..___

1. PLACE OF DEATH

. CDUNTYJ/-?G/VSJA/

2. USUAL RESIDENCE {Where deceased lived.

a. STATEm/SSﬂ”PI b. COUNT

If institution: Residence before

Inside Limifs

{Typs or print)

Witi)Am__ Bew

To KEVNCLDS

b. CITY (If outside corporate limits, give TOWNSHIP only) Inside Limits <. CITY
onANSAS C/7V @O et% o AAVSAS OITY Yo No]
€. Egls-l-'-l‘-l‘leEOROF {if NOT in hospital, gl\!locetlon) Length of stay in 1b d. i'll')%%%'gs (If outside, la locatien} Reside on Farm
wstiTuTion LAKES/DLE A/o% Zé,_. 27 2e'n G ¥07 (_ogg(gé'.g Yos [] No[]
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Year

DEATHJ‘U:VE ANA AN, |

5. SEX 6. COLOR OR RACE] 7.

AL E | WRITE

-4

winowep[]

MARRIED[ INEVER MARRIEDEA

8. DATE OF BIRTH 9. AGE (In years JIE UNDER 1 ¥

EAR| IF UNDER 24 HRS,

last blrthday}

JUNEQ, KSF

o
pivorcep[ ]

Monaths I Days

Hnuu [ Min.

27

10a. USUAL OCCUPATION (Giva kind of werk done

dunnu most of vmllﬁluh avan if ratired) INDUSTRY

10b. KIND OF BUSINESS OR

11. BIRTHPLACE {City and stste or country}

KANSAS CITY Mo’

12. ClTjﬁl GOF TT COUNTRY?

13a. FATHER S NAME

ExTor A WEy ol Ds

13b. MOTHER®S MAIDEN NAME

ALMA LoviSE FULLRICH

A4, NAME OF HUSBAND DR WIFE

L) 7 Smm—

15. WAS DECEASED EVER IM U. §. ARMED FORCES?
{Yew, na, or unknawn)] {if yes, give wgr or dates of service)
——

£

DEATH WAS CAUSED BY:
IMMEDIATE CAUSE (a)

PART I.

16. SOCIAL SECURITY NOQ.

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

17. INFORMANT

Addr#

A it

Coandltions, if any, DUE TO (b)

ANE

which gave rise 1o
ohove couse (a),
stating the under-

i

oy s Ao mantrand
DUE TO (q) M’W

%dgf‘)/—:

)
2 JIAL, CREMATION,
?‘, MOVAL (Sg.:llL
LN

JAM

stown M E Pem| JAMESTowN . Mo

g tylng couss last.
- PART H. OTHER SIGNIFICANT CONDITIONS ZONFRIBUTING TO DEATH but not related to shs termital diswase conditic nin PART | (0) 19. WAS AUTOPSY &
S . PERFORMED?
z YES[ ] NO[]
2| 20a. ACCIDENT SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY QCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
(")
; | O O
U 2c. TIME OF .Howr .Month, Day, Year
a INJURY a.m.
X p.m.
20d. INJURY OCCURRED 20s. PLACE OF INJURY (e.g., inorabouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE 1 form, factory, stroet, oHfice bldg., eic.)
WORK AT WORK
21. [ attended the daceased From , o ﬁ ta 2 e} 2 and lost saw him ﬂll\‘. on
= on the dote stated above; ond to the best of my knofdedge, from thefcarses stated.
-m ADDRESS /0 m 22c. /ﬂ ED
Lo, 1 | 2707 [tedes— 2/ 35
2 Vare n F c:-:('rsnv oR crEMsMORY 7| 23d. LOCATION (City, 1own, or county)

7

25 DATE RECD. BY LOCAL REG. | 24- REGISTRAR'S SIGNATURE
.

L-3.5& T*lcr

wmbalmer” s Stotement on Reverse Side)



STATEMENT BY LICENSED EMBALMER

1 hereby certify that the body whose name js recorded on the reverse side of this certificate was embalmed

by me, or by ooy e r ¥ . PP PP , Student Embalmer No. _..............e.ce

working undc‘:w?y{personal supervision.

T (= 1 ST PP PP ngned%%‘ ....... ZLL

Signature of Student Embalmer -

-

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 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.




