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Health, 1 THE DIVISION OF HEALTH OF MISSOUR| o 58_040103 v

Meliore STANDARD CERTIFICATEOF DEATH ~ —— POV UA VD

Publie . ? gQ I‘?z

Service LED N OV 1 9 quggislmlioﬂ_ District No. / V Primary Registration District No. /(& &2 .. Registrar’s No. 3%, i-w-mwmw———
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institurion: Res‘;dence’wgre

. . COUNTY . STATE b. COUNTY admi
30 ° Jackson e Ho. c Jackson o

1-57 & b. CIOTRY {[f outside corporate limits, give TOWNSHIP only)} Inside Limits CITY Inside Limits

. ’ OR
Town Kansas Clty Yos [; No [J ol & Town Kansas City Yes[sd No[]
c. zléfs_é_‘?:rE OF (If NOT in hospital, give location} | Length of stay in 1b d. STREET {If outside, give location) Reside on Farm
ADDRESS
insTITUTIon General Hospital |S§SYEARS 2829 Troost Yes [ No g
3, NAME OF DECEASED First Middle Last 4. DATE Manth Doy Year
(Type or print) . . OF
William . Yoore Jg. pEAH 10 31 S8
5 SEX ad| 6 COLOR OR RACE| 7. MARRIED[ JNEVER MARRIED] ] 8. DATE OF BIRTH 9. AGE ({In ysars [FUNDER iYEAR| IF UNDER 24 HRS.
k/ ; wiDOWED[\ 2= pivorceo[ ] J / /70 3 o I i I "

; Mace Hire g ONE-/- 5

E 100 USUAL OCCUPATION {Give kind of work done | 10b. KIND OF BUSINESS OR 1. BIRTHPLACE (City and state or country) £ 12 CITIZEN OF WHAT COUNTRY?

= during most of working life, wven if retired) INDUSTRY M N " .

: AINTER - AnsasCrry Missovel US4

; 130. FATHER'S NAME y 13k, MOTHER'S MAIDEN NAME 14. NAME OF HLUSG-AMO-GR-WIFE

. MVecrsam W-Mooge dR | BorAcE BUrRRLS —

:'E; = | 5. WAS DECEASED EVER IN U. S. ARMED FdRCES? 14. SOCIAL SECURITY NO.| 17. INFORMANT gd 7. osy A ENUE

= = | (Yea, no_og unknqwn)] {If yas, glvo war ar datos of service) - % YEN

> 3 Kid Py 495-05-B102H | W/ys ¢ jam NM&M

z o 18. CAUSE OF DEATH (Enler only one couse per line for {a), (b}, ond {c).} INTERVAL BETWEEN

g = FART |. DEATH WAS CAUSED BY: . ONSET AND DEATH

- IMMEDIATE CAUSE (o) __Massive left cerebral hemorrhage

= o

x
- Conditians, if any, +  DUE TO (b}
~ e which gave clse to
gt cbove causs (a}, }
4 stating the under-
8 g lying cause lost. DUE TO (c)

s 2 e PART il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not relotad to the terminal dlsease condition given In PART | (o} 19. WAS AUTOPSY
v z = . k‘& 1 PERFORMED?
1 & w0 YES[J NO[]
- § = | 200. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY QCCURRED. (Enter naturs of injury in PART 1 or PART Il of item 18.)
= Zfuw
: « v 0 G O
] ¥
v T RY| 20c. TIME OF Hour Manth, Day, Year
5 wps INJURY  am.

'.':: il £ p.m.
E.. 5 20d. INJURY OCCURRED 't 20e. PLACE OF INJURY {e.g., inor about home,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE

: ; w WHILE ATD NOT WHILE D farm, foctory, street, affice bldg., etc.)

N £ WORK AT WORK
f .E 21. | artanded the deceased from 10"'30"‘56 . 1o 10-31-‘;8 and last xuw: alive on 1D-‘%1—'§8
E % Death occurred at 2 ';'; AM. m on the date stated above; ond to the bast of my knewledge, from the causes stoted.

. E fr 22a. I TUR 9( {Degraa or titla) o 22b. ADDRESS 22e. DATE SIGNED

5 .

— . +

5 'QQE""“‘"' A, K.C, Genera) Hogpit 10-31-58
(&) L29Y.
s 230. BURIAL, CREMATION, b DATJ 23z, NAME OF CRMEIBR¥GR CREMATORY 23d. LOCATION {City, town, or ceunty) {Statre}

REMOVAL {Spegify} . J (‘( Y .
2 Nor 21959 \Di/Aewaomees Jows Anan s (7Y Adiscovr)
2 . FUNERAL DIRECTOR ADDRé c 25. DATE RECD. BY LOCAL REG. | 24. REGISTRAR'S SIGNATURE
v _Auws ¥ URE

2 W Meyy eomeps J’lw‘: ;m ASqr O Ty 41/4 // /- 54 r 22l

(Li vd Embalmer’s St on Revarse Side)




STATEMENT BY LICENSED EMBALMER

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

DY ME, OF DY oottt ren e e trres i easrreeaesrenrnae st nssrarnntenarasassnns , Student Embalmer No. .........ccvvren.

working under my personal supervision.

Student oo e
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,




