. Mo. 300

. 10.48

WRITE PLAINLY-—USING UNFADING BLACK INK—MAEKE A PERMANENT RECORD

FILED JAN

BIRTH KO.

THE DIVISION OF HEALTH OF
STANDARD CERTIFICATE OF DEATH

29 1349 _
_ REG. DIST. NO. 193 .

MISSOURI

PRIMARY REG. DIST. m._L_o_o_:._T(mi:!rdr': No

1342

State File No.w o s

27

1. PLACE OF DEATH

a. COUNTY

Jackson

z2. USUAL RESIDENCE (Wbare d d lved. If I

PR

an: 1

before

2. STATE 114 sgouri

b. COUNTY Jacks(}n rdipisalon).

b. CITY (if outride corpurste Umits, write RURAL and give

¢. LENGTH_OF

¢. CITY (If outalds corporata Limits, write RURAL acJ give townahip)

R waship) 1n )| OR .
TowN Kansas City townaie ?_; W“ TOWN Kansas City
d. FHOLIS-PP#A"Q.EOORF {If not in hoapital or i ion. give sirect address or locatd d.A%rgREEErSS (I rusal, give location)
INSTITUTION General Hospital No. 1 308 Garfield
3. NAME OF a. (First) b. {(Middle) ¢. {Last)
DECEASED . ¢ 1. 0gr-  (Montt)  (Dey) (Y'TJ’
{Tepeor Print)  Catherine Mayhugh DEATH 5 1949
5. SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, B. DATE OF BIRTH 9. AGE (I years| W UNCER | YEAR | o sben u s,
= WIDOWED, DIVQRCED (Bpecify) laat birthday) |Months] Days | Hours | Min,
Eemale 1 lohte /=79-18%/ 77 Loy 1271 ]
108. USUAL OCCUPATION (Giwekind of work | 10b. KIND OF BUSINESS OR_IN- | 11 BIRTHPLACE (State or forelzo oountry) 12. CITIZEN OF WHAT
dope during most of working life, even if retired) DUSTRY : COUNTRY
f'!ou..ScunCF Se F Rl"'thL(\&u. P Mﬂ- M. pe‘,
138, FATHER' S MAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. “soCIAL SECURITY | 17. INFORMANT'S S| GNATURE OR NAME ADDRESS
(Yos, 0o, or unknown) | (If yes, rive war or dates of sorvice) |- NG, . . F‘}‘YJ p.
o A ane Mre, Gedvade Ch usn.b:a_i_cu_m&m
MEDICAL CERTIFICATION INTERVAL BETWEEN -
18. CAUSE OF DEATH - ONSET AND DEATH
.En{uqn]yonempgr 1. DISEASE OR CONDITION . . . .
Hne for (a), (b, and (¢ | DIRECTLY LEADING TO DEATH®(g) Acute lymphatic leukemia 22 _days
“This doet nol mean ANTECEDENT CAUSES -.
{he mode of dying, such | Morbid conditions, if any, giving DUE TO (b)
23 heart failure, asthenia, | rise to the abose cause {a) sating - _
de. It means the diy. | the underiping couse last.
ease, fnjury, or complica- DUE TO (c}
tion which caused deoth. | 11. OTHER SIGNIFICANT CONDITIONS D
Conditiona contribiding £o the death bus not O’D !
related Lo the discase or condition causing death,
19a. DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION i 20, AUTOPSY?
TION Ty
ves - no D
21a. ACCIDENT {Bpecity) 21b. PLACEOF INJURY (e.g..Inorabwat | 21c. (CITY, TOWN. OR TOWNSHIP) {COUNTY) (STATE)
SUICIDE bote, Iarm, Inatory, strest, office bldg.,ew.) ~ .
HOMICIDE :
21d. TIME {Month} (Dar} (Yemr) (Hour) 2le. INJURY OCCURRED | 2if. HOW DID INJURY OCCUR?
L OF . - WHILEAT [~} NOT WHILE
INJURY WORK AT WORK

22, I hereby cerlify that I auended the deceased from _DeCs 13 |

alive on JaN.

19_.Ll§ o __J_aIl._S_, 19_).12., that T last saw the deceaced

, and thet desth occurred at 25 JOF m., from the causes and on the dale stated above.

2. SIGNATURE VM. W . (Degres or mle) 23b. ADDRESS 3. DATE SIGNED

)R T 2 ), W Hed. Dir. Gen'l Hesp. 1-6-49
24a. BURIAL . CREMA- | 24b. mm—: 24c, NAME OF CEME}_ ERY QR CREMATORY 24d. LOCATION (City, town, or county) (State)
TIGN, REMOVAL (Bpecify)

el [~7-49 Odd Fellnws Com gi_—gE7.( J e g‘gleeu-'h Mo .
DATE REC'D 8Y LOCAL | REG ‘S SIGNATURE 25, FUNERAL/ DI RECTO_H' L -1 ] ATURE ADDRESS
G.
J=l-¢¥ Gty Ma.
7 ¥

(Licensed Embalmer™s S_utumm on Reverse Side)




- -
[
Nt s
]

<

STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or By e

.............................................. Student Embalmer Mo,

working under my personal supervision. N

Student . /W. Signed @/L/MC)‘W

Student Embaimer
. . Licensed Embalmer No. ‘y—} ? ?

P. O.- Addrhq/m @A«l’?m

Note: The above MUST BE SIGNED BY, THE LICENSED EMBALMER in his OQWN HANDWRITING. (Failure to comply with
the above constifutes grounds for revocation of license.)

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




