All diseases in Part | must be cousally related.

J. A, Turner

THE DIVISION OF HEALTH OF MISSOURI

59-001535

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

ealth, )
Walfore STANDARD CERTIFICATE OF DEATH STATE FILE NUMBER
ublic .
bervice h“ED JAN 2 1 1959;1,"‘“;“ District No. L.,k,_,,________’__y_ﬁ,,“.mPrimary Registration District No. / 02— Rogistrarlado. .. ___ | -
| -
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where dcceas:d liaad. If inghifution: Rgsidence bafore
a. COUNTY a. STATE . COUNTY (38100} 4
%0 MISSOURT
i b. chY {If outside corporata limirs, give TOWNSHIP enly) | Inside Limits <. cm' O Inside Limirs
TOWN KANSAS CITY o@D ||y O xansas crTy Yol N0
c. FgLF"-tNAM%OF {If NOT in hospital, give location) Leng!ho/l stay in 1b :? d. STREET {If outside, give location) Reside on Form
HOSPITAL OR ADDRESS,
INSTITUTION VA_Hospital, K.C.,Mb, b0 J 74 1404 COLLINS Yos [ No[X
3. NAME OF DECEASED First Middle T Last 4. DATE Month Day Yoor
(Type or print} OF
ROY T. SPEAKER peaTH JANUARY 2 1959
5. SEX 6. COLOR OR RACE I'MARRIEDENEVER MARRIED[ ] 8. DATE OF BIRTH 9. AGE. Lj’,.'::.;; ::Jr:ﬂengv:m l:.l::m“ z;ﬁuns.
B ild L) L a L ] n,.
MALE WHITE wioowen[] / ovorceo[]|April 18, 1893 65° [ ]
10s- USUAL OCCUPATION (Give kind of work dene | 105. KIND OF BUSINESS OR 11. BIRTHPLACE (City and state or country} 12. CITIZEN OF WHAT COUNTRY?
during mogt of wkklng hk % i ..,a.ay INDUSTRY
Majl Cle e Poet Office Independence, Missouri U.S.A.

13c. FATHER'S NAME

13k, MOTHER'S MAIDEN NAME

| Maude Tinda’

14. NAME OF HUSBAND OR WIFE

1 Mabel Speaker

15. WAS DECEASED EVER IN U, S ARMED FORCES?
(Yas, no, or unkmwn)#" as, gl " dnrs of service)

Yes 7-5-1 weong

16. SOCIAL SECURLITY NO.

17. INFORMANT Address

VA Hospital Official Records, K. C., Mo.

18. CAUSE OF DEATH (Emef oniy one cause per line for (o), (b}, and {c}.}
PART . DEATH WAS CAUSED BY:

Conditieny, if any,

DUE TO (b)

IMMEDIATE CAUSE (o) _Bropchopneumonia, R & L. 1. T.. Lungs

INTERVAL BETWEEN
ONSET AND DEATH

which gova rise to
above couse (a),
stating the under-

i

oue 10 (o _Cerebral Infarction, left basal -

RS

=z iying causs last.
,% PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not reloted 1o the terminal disease condition given in PART | (a} 19. WAS AUTOPSY
B PERFORMED?
o + YES NO [
%! 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART [ or PART Il of item 18.)
[}
< O 0 O
G| 20c. TIMEOF Hour  Meonth, Day, Year
a INJURY  q.m.
X p-m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor about home,] 20f. CITY, TOWN, OR LOCATION COUNTY STATE
W'HIL&ATD NOT WHILE D farm, uctory, strest, office bldg., etc.}
A AT WORK

Death occurred ot

2. / attended the deceased from D_e_c_e_mb__li,_QE_B w January 2,1950%xnx kX {r

£ m on the date stated above; and to the best of my knowledge, from the couses stated.

BRXEX

TM (Degna or title)

226, ADDRESS
VA Hospital, Kensas City, Mo,

2. PATE SIGNED

/_

— —
REAL MCREMATION, | 23b. DATE 23¢c-

HAME OF CEMETERY OR CREMATORY,

Ay

Z-59

7234. LOCATION (City, tawn, or copnty)

Iww«»éuz}

{State)

VAL {(Specify)
i-3-175 | %
24. FUNERAL DIRECTOR

?— ‘ic @ :DDRESS Z

25. DA

/~¥ 58

RECD. BY LOCAL REG. | 26. REGISTRAR'S SIGNATURE

Pa®

Pl

{Licensed Embaolmer’s Statement on Raverse Side)



STATEMENT BY LICENSED EMBALMER

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

by e, OF DY ot e e e e e e e et e i b e s , Student Embalmer No. .........c..eenaee

L pten (D 1

Ligensed Emb

P. O. Address 7. [ T gney (

Note: The above MUST BE SIGNED BY THE LICE D EMBALMER. m hlS OWN HANDWRITING. (Failure
to comply with the above constituies 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, .

working under my personal supervision.

SHUENT oo e
Signature of Student Embalmer




