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Dear Sir:
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PHYSICIAN'S DIRECTIONS

Record NO... oo Room... ... ... Ward. ...
Name Mx 8., Jegsie Anstin. Iucas ... Service of Dr. EaDoTWyman . ...
ORDERED |700'g Summit Hospital at Lee's Stmmit Mo. TINvED
DATE July 7th.1932, DATE

;st,. lHypertrophia of oerle.antﬁrior-posteribr tanr which
non malignant.

2nd. | Appendicitis intermittent .grossly dissased chronis

ord.| Second digfee floating right kidnay,

} 4th.| Cholecystitis with adhesions and gal blasdder adherant and |
F , liver sclerotic. '

Operation-

Cervix amputated, Appendectonmy & oholecytectomy,

. - i TN |
= &
4
AN ‘
Approved....é..’.@ _______________________ L N
_jﬁmf{h;s\CO\n.lpanY, Kansas City, Kansas. _,(,7 Wd% Chief

.~




