IVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

E

DOCUMENT

ILED.Y &A‘A,ﬁnkﬂ__’_%?

‘IZZ___-___.Prlmary Registration District Ne. -__(_a__g?:_'__ﬂuglstror s No.! ______3.5.“0

Y

59-024967

STATE FILE NUMBER

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If jnstitution: Residel before
a. COUNTY a. STATE b. COUNTY W ’z:sion)
d P
b. C(I)'l;f (lfymﬂq‘fw limi 'qi TOWNSHIP only) Length of stay in 1b . COITY @ Inside Limits
R
TOW|
k) OWN ‘(0#14 20 iy Ld Yo ) No O
. FULL NAME Of- {If NQT in hospj yglvc locatian} tidide Limits * d. STREET (It ¢ ?e, give locatio Reside on Farm
HOSPITAL O ADDRESS
INSTITUTION. ﬂ‘#‘__@ Yes X} No (O > I Yes O No[]
a. FerME OF DE)CEASED First Middle Last 4. DéRTE Maonth Day Year
ype or print F
Donu asephme Anc\zh:aan DEATH o,\u\,ti lf /ﬂ(f
5. SEX 4 COLDR QR RACE 7. Married []  Mever Married [] [8. E OFAIRTH g9 AGE (a3 birthday) [IF UNDER 1 YEAR | IF UNDER 44 HR
-TM&\C w ! Widowadﬂ 3 Divorced [ i /f /m Months [ Days Hours l Min,

10a. USUAL OCCUPA]’ION’ {Give kind of work done

10k. KIND OF BUSINESS OR INDUSTRY

7.8

HPLACE (City and state or country}

12. CITIZEN OF WHAT COUNTRY

duri ;;ﬂ;feﬂﬁ life, even if retired) one S“'-Loul'ﬁ . m o, o u . s ,
13a. EATHER'S NAME 13b. MOTHER'S MAIDEN NAME ¥ 14. NAME OF HUSBAND OAWlf
[
Zhmdn S'Va&zh wlia 2w Al Oren U, Anderson
15, WAS DECEASED EVER IN U.5. ARMED FORCES? 16. SOCIAL SECURITY NO. l?' mFORMANT Address
{Yes, no, ogynknown) | {If yes, give war or dates of service} A &
Fr™ ™| NEErsOn 47

18. CAU!

LE OF DEATH (Enter only one cause per line for (a), (b), and {

INTERVAL BETWEEN

BY AFFIDAVIT OF

<) b
PART |. DEATH WAS CAUSED BY: / ONSH AND DEATH
IMMEDIATE CAUSE (a]
which gave rize 10 V
above cause (a),
stating the under-
Iying cause last. DUE TO (¢)
z PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH buf not related to the tersinal PART 1H. If deceased was  female was
g diseass condition given in PART | (a) there a pregnancy in last 90 days.
(j } I Yes | KNO 0 Unknown
£ | 75, WAS AUTOPSY | T0a. ACCIDENT  SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.}
[ PERFORMED, a [m| O
] YES [J NO
& ] 20c. TIME OF  Hour  Month, Day, Year
a INJURY A.Mm.
g p.m,
20d. INJURY GCCURRED 20e. PLACE OF INJURY {e.y., in or sbout home, | 204. CITY, TOWN, DR LOCATION COUNTY STATE
WHILE AT WORK E farm, factory, street, office bldg., et}
o NOT WHILE AT WORK [J P
4
[
IE 21. i attended the deceased from. // 7:3’ ML@'"" last sow t;:r-’“‘"’ o
o Z_r (/ m on the date stated sbove, and to the best of my knowlefige ¥from the causes mred
"U'; / ftley w 22b. ADDRE 22?0 E 5 NED
. . ?? li] 3/03
be) 7 RO, | 235, DATE 7 NM\E OF CEMETERY OR CREMATORY [ f’l’a LOCATION (Cily, town, of county) 4 (sufe: /
{Specify} .
July 20,1959 Mt Hope Cemetery Kansas City, Kansas:
< 23. FUNERAL DIRECTOR ADDRESS 25, DATE RECD. BY LOCAL REG. [24. REGISTRAR'S SIGNATURE

Tph Fulton

1319 N 18 th st K.C.K.

7-20-5P Pl imt Dtk

{Licensed Embalmer's Statement on Raverse Side}




STATEMENT BY LICENSED EMBALMER

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

or by _ Student Embalmer No.________

working under my personal supervision,

Student Signed

Signature of Student Embalmer

Licensed Embalmer No.@s

P. O. Address. {T CD K

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failuce to
with the above constitutes grounds for revocation of license).

If embalmed by a STUDENT, he also shall sign in his OWN ]’1andwriﬁngé T ee ot

If this body is not embaimed, fact should be so stated above.

- -~




