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WRITE PLAI]“?LY,-,—-USING UNFADING BLACK INE—MAKE A PERMANENT RECORD
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THE DIVISION OF HEALTH OF MISS0URI
STANDARD CERTIFICATE OF DEATH

15495

-|I'1in¢ for (a), (b), and (c)

FILED 'lfAY 1 State File No v
4] .
' BIRTH KG. 9 1955 REG. DIST. NO. /V PRIMARY REG. DIST. NO. /____._.Vd:‘ Registrar's No....is..71
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decossed livad. 1f institution: residence befors
a. COUNTY Jackson a. STATE Miss ouri b. COUNTY Jack30n sdmimien:
b, CITY (If outside corpursts limits, write RURAL and give e. LENGTH OF || c. CITY o Ls Residence within lmis of
nabl Y {in thia place) OR ansas Cit . rat wn?
TOWN Kansas City romnate) yrs 'r_(]'row Kans y ] S
= - I
d. FULL NAME OF (1f not in hospltal or institution, give streat addrems or location) || ¥ STREET rura), give location) '1 x
HOSPITAL O . ADDRESS
Nsrrution  General Hospital # 1 3313 Nortar 3 5 0
3. NAME OF a. (First) b. (Mliddle) ¢. (Last) 4. DATE (Mounth:
DECEASED  Dalla Imman oF A on ’ 2.7) %ﬂ)
{ Type or Print) DEATH pril
5. SEX | [ 6 COLOR OR RACE | 7. m&m&g. gis‘\llggchééRmED, 8. DATE OF BIRTH 9'1?.651,&3')'" T WO | AR [ e Wt
N {Bpecify} 1 b ¥, ooths | Daye | Hours | Mia.
female white 3. | _Jan 25 1882 : | |
10a. USUAL OCCUPATION (Givekindof work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE -7 - e o — "2,
:omﬁl.gnz mn.tnlwurldn;ll!c ovannu nﬁr:J ) DUSTRY {City“end Seate or F;"l" Coustrv} ] C'gl!JTNI%Eli?FWHAT
use Wife Missouri - | USA
13a. FATHER'S NAME 13b. MOTHER'S MATDEN" NAME " 1"14.7 NAME OF 'HUSBAND™OR wIFE
- Jobe _No record .. | Dove Inman
I5. WAS DECEASED EVER IN U.5. ARMED FORCES? [-16.- SOCIAL SECURITY | 17. INFORMANT'S SIGNATURE OR NAME "ADDRESS
(Yom, unknowa) | (If yon, xive war tea of service)’
1o bite; None Lee Inman 3313 Norton Kas, City, Mo.
18. CAUSE OF DEATH MEDlCAL CERTIFICATION A Ig{ggﬁlﬁgﬁg‘géi‘n
| Enter only onscsmnper | IZDISEASEI0R, CONDITION Generalized arteriosclerosis

DIRECTLY LEADING TO DEATH'(a)

ANTECEDENT CAUSES

_*This does ot mean
Aorbid conditions, if any, gicing DUE TO ()

the mode of dying, Fuch

' Gastric dilitation.

rise to the above cause (o) stating

t failure, asthenia,
o heart failtire, ensa the underlying cause laat.

efc. It means the dis-

eere, injury, or complica- DUE TO (¢

—

11. OTHER SIGNIFICANT CONDITIONS

Conditions contributing to the death but 10t
related to the dizease or condition causing dealh.

tion which cauaed death.

45"’

19a. DATE OF OPERA- | iSb. MAJOR FINDINGS OF OPERATION 20, AUTOPSY?
TION
ves ] wo ]
Al 21a. ACCIDENT {Bpecliy) 21b. PLACE OF iNJURY (e.x..inorabaut | 2le. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE}
SUICIDE . home, farm, factory, street, offics bldg.. ete.)
HOMICIDE
21d. TIME {Month}) (Day) (Year) (Eour} 21e. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
aF WHILEAT NOT WHILE
INJURY = | wWoRK AT WORK

22. I hereby certzfy that

aliended, gle deceased from
L/ alive on Apr. 2 5

April b 655’
and that death occurred at j1lV a

o April 27 . 19_55, that I last saw the deceased
m., from the causes and on the daie slated above.

23a. SIGNATUR B.I. Burns %umjrt%)p 23b. ADDRESS thh % Cherry Sta. 7 7;§g

%ouag ER MI oA\‘r'AEC;Em;A;E z-uj. DATE 24.: r\ms of CEMETERY OR CREMATORY Z4d LOCATION (Olty, town, or county) {State)
| ppril 28 195 California,l.ﬁ.ssouri

DATE REC'D BY LOCAL | REGISTRAR'S SIGNATURE' 25. FUNERAL DIRECTOR'S 5iGNATURE ADDRESS

£ I -5 1 Mrs C.L.Forster Funeral Home K.C.Mos

(Licented

Imer's Eu(zmmt on Reverse Side)
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|
|

STATEMENT BY LICENSED EMBALMER

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

by Me, OF by ... , Student Embalmer No..........

working under my personal supervision, .

Student.. ...
Signature of Student Embalmer

Licensed Embalmer No.»—f.s.a'

. . PApO. Address W1%/a

Note: The.above MUST BE SIGNED BY THE LICENSED EMBALMER in hlS OWI\{ HANDWRITING (F
to comply with the above constitutes grounds for revocation of- license).

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

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




