corener, efc. musl use on ¥ 51 T

Uoctor,

All diseases in Pert | must be cousally related,

B. I. Burns

LSE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

ALED FEB 3

THE DIVISION OF HEALTH OF MISSOURL

1958

STANDARD CE

IFICATE OF DEATH

v

1140

STATE FULE NUMBE

Registruticq District No. } q Primary ngis!ru!ion District No. ___ [_.a.ag_'_—_'___-__.... Regisl-iur's No. __ 90_ ______
1. PLACE OF DEATH 2. USUAL RESIDENCE {Where deceosed lived. H institytion: Resldencg b
o CONTY  Jackson o STATE  Migsouri P SOUWNTY Jacksor m}#
b. Cgl'Y (H vutside corporate limits, give TOWNSHIP only) Inside Limits ClTY Inside Limits
R . =
town  KansasCity Yos () %o [J |pS* TOWN Kansas City Yes KX No (]
c. FgL'ID. NAM%OF (If NOT in hospiral, give location) | Length of stay in 1 |{ d. STREE-QS {If outside, give location) Reside on Farm
HOSPITAL DR ] ADDRE
iNsTituTion. Gen'l Hosp. /5 )/A{g‘ 3519 Brighton Yes [] MeXX
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Y ear
{Type or print} OF
Rose Amos DEATH 1 13 1958
5. SEX i 6. COLOR OR RACE| 7. MARNEDDNEVER markIED[] 8. DATE OF BIRTH 9. AGE (In yeors FUNDER 1 YEAR] IF UNDER 24 HRS.
. N - t birthday} [ Menths | Cays Hours l Min.
Fe-male | jwh te woone g onvorceo®| O 24 (997 | o
10a. USUAL OCCUPATION {Give kind of work dene | 10b. KIND OF BUSINESS OR 3 1. BlRTHPLACE}(Cny and state or country) o 12. CITIZEN OF WHAT COUNTRY?
durin mn of wogking life, sven if retired) INDUSTRY
by oNe H--G’er Co. Wo U.S A,

130, FATHER s NAME

13b. MOTHER'S MAIDEN NAME

Willgas~a = \ﬁfmf Fosfer

Mt yromanl

%MMM&W@J

M- NAE OF MU o g L BERT AMAS

(Yn,

’ unknqwn)

15, WAS DECEASED EVER IN U. 5 ARMED FORCES?

(Il yos, ghve war or dates of sarvice)

18. SOCIAL SECURITY NO.
X ‘{"ﬂﬂwﬂ/

7. mFom.u&r

Aes ey Po‘f‘t\de b

Address

Aansa

= GI;}Y Mo

“PART I.

DEATH WAS CAUSED BY:

8. ?CAUSE OF DEATH (Enter only one cause per line for {a), {b), and {c).)

INTERVAL BETWEEN
ONSET AND DEATH

IMMEDIATE CAUSE (o)

Pulmonary tuberculosis

Conditions, if any, DUE TO (b) >
which gave rise fo T.‘
ebave couse (a), e
staoting the under- o -
(Z) lying couse lost, DUE TO {c)
= PART I, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal disease condition given in PART | {a} 19. WAS AUTOPSY
By PERFORMED?
e YESE] N
= | 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW IMJURY OCCURRED. (Enter nature of injury in PART | or PART II of item 18.)
w
¢ o o O
Q 2c. TIME OF Hour  Month, Day, Year
‘a INJURY a.m,
£ p.m.
204. INJURY OCCURRED 20¢. PLACE OF INJURY (e.g., inor abouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE D form, faciory, street, office bldg., efc.)
WORK AT WORK

21.

| attendied the deceased from
Death occurred at

. to

Jano 13 3 1958nd last saw her

Jan, 12) 1958
0 : 2§

live on

Jan, 13, 1958

m on the dote stated sbove; end to the best of my knowledge, from the couses stated.

22a.

SIGNATURE

e

{Degree or title)

/)

h ]

22b. ADDRESS
2hth & Cherry

22¢. DATE SIGNED

1-1)-58

24. FUNERAL DIRECTOR

Sic ‘(w\a,vl aﬁmwﬁ fumc’rﬂlﬂm

ADDRESS

23a. BURIAL, CREMATION,} 23b. D‘A(TE 2%c. NAME OF CEMETERY DR QREHATORT 23d. LOCATION (City, town, or coumy)_ {State)
VAL {Specify} Fi— ; iy . .
o mergl AN, /‘/{, /954 CA/W\M/, Me. (‘L//Vh;w M 1SSs e

25,. OATE RECD. BY LOCAL REG.

L/"/‘/fg//

26

’}WW

REGISTRAR'S leNA'rukE

leNTaM M 5 {Licensed Embalmer' s Stotemant on Reverss Side)
A .




. STATEMENT BY LICENSlED EMBALMER . .
Botrsioad urithast L lobuis, Wit ht o bodiviid o Chiciim

I hereby certify that the body whose name is recorded on the reverse side of this certificate was emba{med

LTIt USRS «» Student Embalmer No. .......cceeevenenen

working under my personal supervision.

Student oo e s AW A2 NP SRS 8 4 A S
Signature of Student Embalmer

. . - . : *Licensed Embalmer NO%YO |

A A R b

‘ P.O. Addrgsé....%xé&.r.%
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER ia his' OWN HANDWRITING. (Failure

to comply with the above constitutes grounds for revocation of license).
[f embalmed by a STUDENT, he also shall sign in his OWN handwriting,. .
If this body is not embalmed, fact should be so stated above. ,




