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USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

diseases in Part | must be causally reloted.

R. R. Becker

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH
177

Primary Registration District No, ___

P )

58-044465

STATE FILE NUMBER

/00.:__

_________________ Registrar's N_Q_..___G_i@.g__

f".ED JAN 1 4 19msfrmioq District No.

=1 PLACE OF DEATH
o. COUNTY

Jackson

a. STAT

EMissouri

2. USUAL RESIDENCE (Where daceosed lived. If institution: Resci!dem:e b)efm'e'
b. admission) 7
COUNTY Jacksdn

b. C:JTRY (If wurside corporate limits, give TOWNSHIP only)

. CITY

Inside Limits

Inside Llmiss

. QR .
town  Kansas City Yes @ N[ 11,4 % vom Kansas City Yesf{) No[]
c. Egéé.ﬂ”:l'_ﬂ%gF (If NOT in hespital, give location) | Length of stay in 1b |} "d. STREET (If outside, give location) Reside on Farm
ADDRESS
INSTITUTION 1614 Jarboe 41 yrsg 1614 Jarboe Yes [ Nox]
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Yaar
{Type or print) OF
CHARLES FRANKLIN VAUGHAN DEATH Dec. 22, 1958
5. SEX & 6. COLOR OR RACE| 7. MARRIED[ ] NEVER MARRIED ] 8. DATE OF BIRTH 9. AGE {In years FUNDER i YEAR| IF UNDER 24 HRS.
Mal Whit IDOWED u— . . _4"6' birthday) | Menths I Doys | Hours I Min.
ale e Oct, 18, 1882
100. USUAL OCCUPATION {Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (Cirty and state or country) 12, CITIZEN OF WHAT COUNTRY?
duri f working lils, even if reti . : 3 3
uring most of werking lifs, eve retired) K‘IN&J‘STﬁubllc Se rv Hardln CO. , 1111n01s U. S‘ A.

Maintance

130. FATHER'S NAME

Demarquis Vaughnn

13b. MOTHER*S MAIDEN NAME

Mary E. Anderson

Lela Pearl

14. NAME OF HUSBAND OR WIFE

15. WAS DECEASED EVER IN L., 5. ARMED FORCES?

ey strdd TR0y Fure?

16. SOCIAL SECURITY NO.| 17. INFORMANT

486-07-0244

Verna A, Hendrix,

Address

1614 Jarboe

PART L

18. CAUSE OF DEATH (Enter only ondkcadd line for {g), (b}, ond (¢).
DEATH WAS CAUSED 8- o line for (a), (b ond (c)} .

IMMEDIATE CAUSE (o}

INTERVAL BETWEEN

ONSET AND DEATH

Conditions, if any, DUE TO (b) 2 %w:
which gove rise 10
uhﬂh:e czuso ;a}. } r— - \
z Ining covae lasr. 3 DUE TO () / ‘_W Yse
- PART Il. QTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but nof related to the tarminal diseass condition given in PART | (&) 19. WAS AUTOPSY
s PERFORMED?
L YES[] noO (] &
£ | 200. ACCIDENT SUICIDE HOMICIDE 2b. DESCRIBE HOW INJURY OCCURRED. {Enter noture of injury in PART | or PART Il of item 18.)
i
8 O O 0O
§ 2c. TIME OF Hour  Month, Day, Year
a INJURY  om.
z g.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor abouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE 0 form, factory, street, office bldg., etc.)
WORK AT WORK N .
21. | ottended the decoased frem , to !z_ / Lzl; / s 2 and last sow him alive on /,z //) /’ f
Death occurred gt X, f) m on the date storfed above; and to the bes? of my know|ed}a,/ from lheéuses stated.
22e. smW (Degregpr title) 5| 225 ADDRESS 5[ oo0d W 22¢. DATE SIGNED
’ Ittt Cly |, B /2/3 W
o ¥
23a. BURIAL, CREMATION, | 23b. DATE 23c. NAME OF CEMETERY OR CEEM{TORY 23d. LOCATIO if{lu\ﬂl, or county) (State)
REMOV AL (Specify)
Burial 12-24-58 Elmwood Cemetery Kansas G ty, Mo.

24. FUNERAL DIRECTOR

ADDRESS

Mellody-McGilley- Eylar Funeral Homg

25. DATE RECD. BY LOCAL REG.

1A -2 -5 1T Llya

26. REGISTRAR'S SIGNATURE

Woodland-Linwood

{Licansed Embolmar’s Statemsnt &n Reverss Side)
E 3



-%A /Qﬂ-/,‘ ‘//ogfv‘

DB /’ff!g‘%,;:; a0

o /~SFoo

- 5 Prg

STATEMENT BY LICENSED EMBALMER

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

,» Student Embalmer No. ...................

DY M, OF DY ittt et e e r et n e r s rnas

working under my personal supervision..

Student ..o 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.




