THE DIVISION OF HEALTH OF MISSOUR]

~ 59018005

4

Health,
 Welfare STANDARD CERTIFICATE OF DEATH STATE FILE NUMBER
Public
Service F“_ED MAY 2 9 1g§9|grmnun Distriet No. . /g ? Primary Rag_isrruriorl District No,{_Qé’_\_.: Rugistrcr'ﬂ&.ﬂ,zj_m,,._
PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence efora
300 s COUNIY  Jackson o STATE Missouri b COUNTY Jacksotfmsym -
D b. C‘I'_;I'RY {If outside corporate limits, give TOWNSHIP enly) lnsi Limirs c. CITRY Insidg Limits
rown Kansas City Ne ] 1. 63 roww Kansas City Y--M Ne (]
c. FULL NAME OF (If NOT in hospitul, give location) en g_»cy inlh HS °d. STREET {If outside, give location) Roside on Farm
HOSPITAL OR . ADDRESS
iNsTITUTion Gen. Hospital ‘; 406 V. 17th Yo [J Neo ¥
NAME OF DECEASED First Mnddle Last 4. DATE Month Day Yeor
" (Typo or print) John wu.ua m  Walby SR.| %%, 4 30 59
. SEX f 4. COLOR OR RACE| 7. 8. DATE OF BIRTH 9. AGE t1n yu FUNDER 1 YEAR| IF UNDER 24 HRS.
I"’ 1 0 MARR'EDMNEVER MARRIEDD ’a g?? ] :( . :d:;; Months | Doys Heurs Min.
. ale w l-. \TE& wiDOwED ] DIvORCED[ | - "7 I
2 10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE {City ond stote or country} D 12. CITIZEN OF WHAT COUNTRY?
: 9 mn-r of len Ilf-, even if retired) INDUST.
! gf Eran ECTRICAL, \Chinsicorae Misseursl U.S A,
E 13a, FATHER 5 N).ME 13k, MOTHER'S MAIDEN NAME W t§- NAME OF HUSBAND OR WIFE
. swaWarny MarrQlic ALHER, musiwm%m_r_
S 13. w}VECEAsED EVER IN U, 5. ARMED FORCES? 16, SOCIAL SECURITY NO. INFORMANT Address
= { N knawn}| (1 yes, give w dates of service}
: o, 'Or UNKNawi Yes, give wor or dates of sefvic 42"0}"30& . 2!) ,

PART I.

b

LR

DEATH WAS CAUSED BY:

18. CAUSE OF DEATH (Enter only ons cause per tine for {a}, {b), and {c}.}

INTERYAL BETWEEN
ONSET AND DEATH

IMMEDIATE CAUSE () Bronchpneunonia
Conditians, if any, DUE TO (b)
which gave rlse to
obove couse {a}, ‘
stating the wnder- -
lylng causs lost. DUE TO (¢}

Arterisoclerotic Heart Disease

PART I). OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TQ DEATH but not reloted 1o the terminal dlawoss candition given in PART | {a)

LAsd

19. WAS AUTOPSY
PERFORMED? -
YES[ ] NO[R

ausally related.

MEDICAL CERTIFICATION

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

MOV AL (Specify)

4. FUNERAL DIRE R

| 5-2-1959 |

ADDRESS

mEs/S\ h/C.Mo

25. DATE RECD. BY LOCAL

9 -

LERY

ansas Ciry, M ssour(

/-5

"{licansaf Embolmer's Statement on Reverse Side)

REG. | 26. REGISTRAR'S SIGNATURE” .

teras Pocal

§
¥
S
1
]
)
5
}
; 200, ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY QCCURRED. (Enter noture of injury in PART | or PART Il of item 18.)
. O [} O
-1
4 p 2c. TIME OF  Howr Month, Day, Year
E o INJURY a.m.
. 0 p.m.,
g 22 20d. INJURY OCCURRED 2e. PLACE OF INJURY {e.g., inor abouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
; e WHILE ATD NOT WHILE 0O * form, .ctory, street, ofhce bldg., etc.)
5 & WORK AT WORK
] 55 21. | attended the dccocgodw 4‘27"59 , to 4“30—59 and last ia%cfﬁfuiiu on 4"30-59
; 42 Death eccurred ot * A H m on the date stated obove; ond to the best of my knowledge, from the causes stated.
’ .
;"g& 220. SIGNA egree or mle) D 22b. ADDRESS 22c. DATE SIGRED
0 " Genaral Hospital 4-30=59
B
e 230. 8 RlAL.céEuATwN Jb DATE 23c. NAME OF CEMETERY OR CREMATORY 234, LOBATION (City, tawn, or cownty} {State)
5
=



STATEMENT BY LICENSED EMBALMER

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

Y ME, OF DY i e e et e et st a e aan e , Student Embalmer No. ..........cceeueuns

working under my personal supervision.

Student e e e en Signed ., % LDLM ......................
7 ' - Licensed Embalmer '7 ﬂ ’
P 0. Address %@ % !

Signature of Student Embalmer
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his 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,

. Lwe

]




