| DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH 59032638
J,ILREQQ'"!§I1 g:%::Pt I‘E;‘f.__t__g_g_ﬂ 7 —__Primary Registration District No. [ o ’_Regmrar s No. -_---_____45532 STATE FILE NUMBER

ED - e
1. PLACE OF DEATH 2. USUAL RESIDENCE {Where deceased livad. [f institution: Residence before
iy
a, COUNTY . STATE ~ b. COUNTY admissi
T ackKsan ° Misssor! D ACKSory i
b. Cl'l‘lr (f suiside carporate limits, give TOWNSHIP only) Length of stay in 1b e. CITY Insicie Limits
oR .
B KANSAS Ciry YDAys o Kansas C 4y Yes BANo O
c. FULL NAME OF (If NOT in hospital, give location) Ingide Limits d. STREET (If cutside, give locetion) Rezide on Farm
HOSPITAL OR v ADDRESS
INSTITUTION QUEEN SETHE WoeLp |Y=® nD 35236 CleveEcAanD Yessd No O3
| 3 NANE GF DECEASED Firet Middle Tost 4 BATE Month Day Yoor
ype of print, F
Mmichael Wacron | offm I — 4 - 59
5. ssx 6. COLOR OR RACE 7. Married £1  Never Married [J [8. DATE OF BIRTH | ¥ AGE (last birthday) |IF UNDER 1 YEAR | IF UNDER 24 HR
Widowed [ Divorced — - Menths | $yt Hours Min.
lOa USUAL OCCUPATION leﬁ kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 1. BIRTHPLACE (City and state or country) | 12, CiTIZEN OF WHAT COUNTRY

during rgost of :rkm , even if retired) KA“ISR.S C i Tq g! ) d. S"A
lsu THER'S 1356. MOTHER'S MALIDEN NAME . 14, N E OF HUSBAND OR. WlFE

William \dRU‘ON CINDR HuttHins R
15. WAS DECEASED EVER IN U.5. ARMED FORCES? 15, SOCIAL SECURITY NO. 17. INFORMANT Address l
{Yes, no, or unknown) '{I! yas, give war or dates of service) . oy ' ..us ch
ey 7 /] , 3526ClE rhp KMy
18, CAUSE OF DEATH (Enter only one cause per line for (a), (b), and (c}. INTERVAL BETWEEN
PART . DEATH WAS CAUSED BY: L/ ONSET AND DEATH

IMMEDIATE CAUSE (a)

Premelny
Conditions, if any, DUE TO (b) 1

which gave rise to -
above couse [a),
stating the under-

DOCUMENT

lying  cause last, BUE TO {<}
PART il. QTHMER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not refated to the terminal PART 1il, If deceased was female was
disease condition given in PART | (s} there a pregnency in last 90 days,

I ] Yes I O No I I Unknown
[ 20a. ACCIDENT SUI%DE HOMD1C|DE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART I or PART H of item 18.)
a

19, WAS AUTOPSY

WEREL CERTIFICATION

PERFORMED?
YES O NOO
20c. TIME OF Hour Month, Day, Year
INJURY a.m.
p-m.
20c. INJURY OCCURRED 20, PLACE OF INJURY (e.g., in or about homs, | 20f. CITY, JOWN, OR LOCATION COUNTY STAIE
WHILE AT WORK farm, factory, street, office bldg., etc.)

NOT WHILE AT w‘gnx n!

21. | attended the deceased fmm_&.; 6 Ld .5:? tn_w_and last saw :::. alive on. _f'.r ?’fﬂ

m on the date stated above, and to the best of my knowledge, from the causes stated.

Death occurred at.

{Degree or title) 22b. ADDRESS 22c DATE SI f
Q Uh%w»ua M 2, 2277 0 2/ - f -
b. DATE 23c. OF CEMETE OR CREMATORY LOCATION (City, town, or county) {State}

. C o e DI

25, DATE RECD. BY LOCAL REG. 26 REGISTRAR'S SIGNATURE

. » v ?—'éﬁré‘f ’W

{Licensed Embalmer’s Statement on Reverse Side)

BY AFFIDAVIT OF




rdd
-

STATEMENT BY LICENSED EMBALMER

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

or by Student Embalmer No.

working under my personal supervision. . -
ZZ E: 2 ; -
Student ‘ Signed Z —/)ﬁg

Signature of Student Embalmer

) ) ’ Licensed Embalmer No.dZ ?% ‘
-

P. O. Address 7? TII2d

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER tn hus OWN HANDWRITING (Failure to co
t with the above constitutes ground$ faor revocation of license). ¥

If embalmed by a STUDENT, he also shall sign in his OWN handwrmng

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

- . L]




