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All diseases in Part | must be causally relared.
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THE DIVISION OF HEALTH OF MISSOUR|

59-005519

lig Registration District No. e /_g _______ Primary Registration District Ne. /802 Roglstrcrr s No.  No, ™
. PLACE OF DEj.TH 2. USUAL RES CE (Where deceased lived, If institution: Residence belpre
. counTy Jacksom a. STATE SSOUTr] b COUNTY JACKSOF o
b. CITY (If outside corporate limits, give TOWNSHIP only) Inside Limits cITy Inside Limits
R, Kansas City veE 3|l Ti.0n Kansas City Yos B Mo ]
c. FULL NAME OF {If NOT in hospitel, give locatian) | Length of stay in 1b | 4 d. STREET {If outside, give location) Reside on Farm
[ ietrumow Ot Joseph's Life ADDRESS 5959 E 12th St Yes 01 No[X
3. NAME OF DECEASED First Middle Last 4. DATE Month Year
I yre oo MICHAEL ROBFRT DUNN 6k February 20 1959
5. SEX 6. COLOR OR RACE| 7. MARRIED[ JNEVER MARRIEg 8. DATE OF BIRTH 9. AIGE LI-" ',',m :UN}I‘DER | YEAR] |: UNDER 2;'}1RS.
Male White wiDOWED ] oivorcen[]| Fgb 7 1959 o Binhden e l Df? - ] -
10a. :Jiml.mg::,c::i:;rds.ré_l(g-.n :'.:d.:.t u'mt:d]dono 105, mgg;};fusmsss CR 11. BIRTHPLACE (City and stats or country) 12. CITIZEN OF WHAT COUNTRY?
I Kansas City Mo UsA
130. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Raymond C Dunn JeAnn Laswell AP 2.
15. WAS DECEASED EVER IN U, 5. ARMED FORCES? 16, SOCIAL SECURITY NO.| 17. INFORMANT Addrass
(Yneg, or ul*mwn)] (Vf yes, give war or dares of zarvice) n_qge Ra mond C D nn 59 59 E ] E I ] S I

18. CAUSE QF DEATH {Enter anly one cause per line for (a}, (b), and {(c}.}
PART |. DEATH WAS CAUSED BY: N

IMMEDIATE CAUSE (a)

INTERVAL BETWEEN
ONSET AND DEATH

AlernaZmmea.

e |
>

MEDICAL CERTIFICATION

Conditions, if any, DUE TO {b)
which gaove riss to
cbove cause (a), }
stating the under-
lying cause last. DUE TO (<)
PART I). OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TQ DEATH but net related 10 the terminal diseass condition given In PART | (o) 19. \gés Agél’&ggr
«) / YESDE NO[]
0. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.}
0 ] d
20¢. TIME OF Hour Month, Day, Year
INJURY a.m.
p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., in or abouthome,{ 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE D farm, foctory, streat, office bidg., ete.)
WORK AT WORK
21. | ottended the deceased from _@M%m , to /% 3G and last suw‘l:"" alive on F_béf- 2 & /?_ZQ

Death occurred ot

m on the daté stated above; ond 1o the best of my knowledge, from the causes ;tu!od

- BURIAL, CREMATION,

24.

22q. SIGNATURE {Degree or title)

1O

.

2b. ADDRESS P 3086 £ Mleqp ¥ 0 %&.
y e 9/

pezc. QATE SIGNED

2"2/‘3’7

23b. DATE

REMOVAL (Spi:ify)

p o
23c. NAME OF CEMETERY OR CREMATORY

t Cemetery

23d. LOCATION &l'y, town, or county) {Store}

Kansas City Missouri

2/21/59 Mt Oliv
FUNERAL DIRECTOR ADDRESS
Sheil Funeral Home Kansas Citjy

25. DATE

r Mo

RECD. BY LOCAL REG.

2-2/.57

26. REGISTRAR'S SIGNATURE

1T 7 ran

{Licansed Embalmer’s Statement on Reverss Side} -




/:
<
STATEMENT BY LICENSED EMBALMER
I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed
by mMe, OF DY o e s e sa e e , Student Embalmer No. ...........cooveeen

working under my personal supervision.

Signature of Student Embalmer

P. 0. Address.... ./ Lo Peee. .
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 embaimed by a STUDENT, he also shall sign in his OWN handwriting.
If this body is not embalmed, fact should be so stated above.




