with THE DIVISION OF HEALTH OF MISSOURI 59_001227

LW:II-fau STANDARD CERTIFICATE OF DEATH STATE FILENUMBER 6 5 '"{
ublic -
kcrric- C![ Fh v !AN 2 1 19%isnmion District _No._.. [»5( o Prlmu;y Reglstranon Dlstrlct Ne. ... /?9.?_?3_ ReglstrurMo —
1. PLACE OF DEATH 2. USUAL RESIDENCE (Whare deceosed lived. If institution: Res‘;dqncg ate
, COUNTY . STATE b. COUNTY St 5 51
%0 : Jackson ° Missouri Jackson
—57 b. CgY {If outside corporate limits, give TOWNSHIP only) Inside Limits . ClDTY Inside Limits
R . R
toww  Konsas City Yesfg Ne DD || - %, roiv  Keffldfd  Kensas city | Y=i O
c. FULL NAME OF (lf NOT in hospital, give location) | Length of stay in 1b ] ) d. STREET {If outside, give location) Reside on Farm
HOSPITAL OR 1 ADDRESS Yes ] N
insTITUTIoN. St Joseph's Hoap 75 yrs 1019_Fuller s Ny
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Year
{Type or print} QP
JOHN T BUSH DEATH January 6 1959
5. SEX o 6. COLOR OR RACE T'MARRIEDHNEVER MARRIED] 8. DATE OF BIRTH 9. AGE {In yeurs JIF UNDER 1 YEAR| IF UNDER 24 HRS.
lost birthday} | Manths | Days Hours Min,
Male White mooweo[] ! _pivorceol] l i
100 USUAL OCCLIPATION {Give kind of work dona | 10b. KIKD OF BUSINESS OR 11. BIRTHPLACE (City and state or country) 12. CITIZEN OF WHAT COUNTRY?
during most of working [ife, even if retired) 3

INDUSTRY

| USA

130. FATHER'S NAME 14, NAME OF HUSBAND OR WIFE

Willes Bush Eva Coulter i

15. WAS DECEASED EVER IN U. S. ARMED FORCES? 16. SOCIAL SECURITY NO.[ 17. INFORMANT Address

(Yes, N'dr u"kmw)l {If yos, give wor or dates of servica) lb"'/ b U" 72-5’7

18. CAUSE OF DEATH {Enter anly ons cause per line for (g}, {b}, and {c).} INIERVAL BETWEEN
PART |. DEATH WAS CAUSED BY: . ‘ ET AND DE
IMMEDIATE CAUSE (a} A, et smsFenn) . fremanl .
Conditions, If any, DUE TO (b} l Aaﬂ“-)

which gave rise to }

13b. MOTHER'S MAIDEN NAME

above couss (a),
stating the undaer.

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

F lying cause last. _DUE TO ({c)
-5 :— PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal dissase condition glven in PART I’(n) 19. gggFAUTOPDY
H J ki
k! v | §24 yEs W] NO []
- %] 200, ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
= w
s 2 : 0 O a
8 Ul 20c. TIME OF .Hour Menih, Day, Year
2 8 INJURY  ‘aum.
'_?, ‘% __p.m.
E 20d. INJURY DCCURRED 20e. PLACE OF INJURY (e.g., inor about home,| 20f. CITY, TOWN, OR LOCATION COUNTY S5TATE
- WHILE AT WILE farm, factory, street, office bidg., e1c.)
g WORK
’ f 21. | attended the deceased from /= o y’ s- ¥ .o / -_ 6 - 5-9 and last Sow mve on / - - 5-7
g Death occurred ot 4 4 59 b\_ m on the dote stated obove; and to the best of my knowledge, from the causes stated.
f A 22a. NATURE (Degrea or titla) 22b. ADDRESS 22¢. DATE SIGNED
-] .
E oe A" Jpand Iol LI KC o | /-¢-57
: 23a. BUI , CREMATION, ) Zab. DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION {City, town, or courty) {State)

RERPVAL (Specify)

Burial 1/8/59 Fioral Hilla Cemstery ¢ naas_citg_mssmf_r"
24, FUNERAL DIRECTOR T ADDRESS 25. DATE RECD. BTVLOCAL REG. 26. REGISTRAR'S 3IGNATURE
Sheil Funeral Home Kanses City Mo [ lo-5P THrlen Dzl df

{Licensed Embolmer's Statemant on Reverse Side)

J. M. Haight




AN ] f e - -

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 1oeiiiuiieirueemerstiareriermmasetrsnsoremsaissr s estrusesm s irastararasn s inanenss ., Student Embalmer No. .................ee

working under my personal supervision.

SEUAEIE ceerrunierrrirnerssrsrrrenrererrerrennsiaesessraninns Signed é%d/t.t/ﬂ%/‘/‘d‘/@

Signature of Student Embalmer ‘/
Licensed Embalmer No.. /. / V‘? .....

p. 0. Address.. A& Vs ...

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). e N

If embalmed by a STUDENT, he also shall sign in his OWN handwriting. Co -

If this body is not embalmed, fact should be so stated above. . o - .o .




