THE DIYISION OF HEALTH OF MISSOURI

58-029087 °

Heulth,
& Welfare L) o I STANDARD CERTIFICAT! OF DEATH STATE FILE NUMB
Publi
y SUN;:t “__ED AU G 2 0 19589i;|mtion_ District No. /yf Primary Registration District No..___..d.ﬁ_.éi_-.__.._ Ragislrur's No., E%? ?........
| A ot dlbe . g
| 1. PLACE OF DEATH 2. USUAL RESIDENCE (Whers deceased lived. If institution: Resldenco Before
. 300 a. COUNTY JACK SON o STATE  MISSOURI > COUNTYjaCKSQN 3¢
1-57 1 b. CBTY {If outside corporate limits, give TOWNSHIP only) Insida Limits 4c. C:)TRY |nslde Limits
TOWN KANSAS CITY ves @ N[ [l4% 7oWn  KANSAS CITY Yos[] Ne[])
c. Eg;ﬁl_f;‘:g%gF (If NOT in hospital, give location) | Length of stay in b d. iBRDI[EQ%ES (M outside, give location) Reside on Farm
hsnTution L1741 Belleview 3 yrs. ‘ 17h1 Belleview ves[J Ne (]
3. (NTA.HE OF DE?EASED First Middle Lost 4, DATE Month Day Yeor
¥pe or print OP
] FOSTER oeath  August 2, 1958

5. SEX 1| 4 COLOROR RACE| 7. MARRIED[ JNEVER MARRIED] ] 8. DATE OF BIRTH 9. AGE {In yeors tFUNDER i YEAR| IF UNDER 24 HRS.
WIDOWE[E 2 ‘voRcEDD F tast birthday) | Months lDayl Hours I Min,
Negro : i edruary 28, 1878 80 yrg,

108, USUAL OCCUP ATION (Give kifd of wark done
durig mogt of working life, aven il ratired)
Farmel

10b. KIND OF BUSINESS OR
INDUSTRY

11. BIRTHPLACE {Clry and atatae or country}

Oxford, Missis

12. CITIZEN OF WHAT COUNTRY?
!

51 'm’n USA
4. NAME OF HUSBAND OR WIFE

135. FATHER’S NAME

Henry Foster Sr,

13b. MOTHER'S MAIDEN NAME

Clara Hawkins
16. SOCIAL SECURITY HO.

128=70-2112

MRT‘:T Jane Foster

Address
INTEEV’AE EE i WEEN

17. INFORMANT

Clara Butler

15. WAS DECEASED EVER IN U. 5. ARMED FORCES?
(Yes, n%unﬁmm)l {if yas, give war or dotes of service)

1 7J1r'| Rellenzd E—

18. CAUSE OF DEATH (Enter only ona cause per line for (a), (b), and (c},)
PART |. DEATH WAS CAUSED BY: W %@W
IMMEDIATE CAUSE {a}

MM&(/
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w
=
x
x*x
o Condltions, ifeny, , DUE TO (b}
> which gave ¢ise 1o
[ above cauvse (a), } w Tef ot
r tating th dur- z d
8 % l’qungnwenu.nwl‘n::. BUE TO (c) '3 "/‘)\§
-] o = PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related 19/the tarmine! diseass condition given in PART 1 (a} 19. WAS AUTOPSY
T @< . PERFORMED?
< &) YES[ ] NO[]
- x | 200, ACCIDENT SUICIDE HQMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in PART I or PART I of item 18.)
= =Z=Ju
] ¥ d O 0
S <B5[ 20c. TIMEOF .Hour -Month, Day, Year
£ s J a.m.
‘;7 : 3 p.m.
E ‘a: 20d. INJURY OCCURRED MWe. PLACE OF INJURY {e.g., in orabout homa,| 208 CITY, TOWN, OR LOCATION COUNTY STATE
_'.: w WHILE ATD NOT WHILE CI farm, factory, street, office qu . etc.) ﬂ ]
5 WORK AT WORK R Y A~
E 21. | ottended the deceased from u/‘f '72 71;7 M and last Row lh"' aliveon (L AL /11 _/ 75 f’/
3' Death occurred at ” fh m on the date stated above; and to the best of my knowledge, he causes stated,
- 22a. SIGNATURE egres or ml.) @/@ 3] 22b. ADDR?O / { () = T2c. PATE SIGNED
) ~—
2 > ) 32 /2 [ ZN2WAY

23a. BURIAL, CREMATION, NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, rewn, or county)

REMOVAL (Specify)

23b. DATE 23c. {Stare)

angas City, Miessonrd
26. REGISTRAR'S SJGRATURE

(A2

I 3irnand T
== == P A a g oy

24. FUNERAL DIR
Hatkins

TOR ADDRESS 25. DATE RECD. B8Y LOCAL REG.

TOS,. Funeral Home 18th & Bentjon aOf_ [af\ff l

{Licansed Embalmer's Statemant on Reverse Side)

S, I. Whim




P !.,:‘_.-J"’
: STATEMENT BY LICENSED EMBALMER
I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed
DY M, OF DY reiiiiiei it e et , Student Embalmer No. ................ce.

working under my personal supervision.

T 1TT =3 1) AT PP YPPPPPIPPPREPE Signed ZM&“. ........... M .....................

Signature of Student Embalmer
Licensed Embalmer Noﬁw

P. 0. Address........ L L&V

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 embaiméd by a STUDENT, he also shall sigo in his OWN handwriting. -
. M this body is not embalmed, fact sho‘tlld- be so stated above.




