TMEYTED T U8V THE DIVISON OF REALIR U MiaoUUN

No. 300 Pl
- STANDARD CERTIFICATE OF DEATH st e W FHE
BIRTH NO. REG. DIST. NO. l Qi PRIMARY REG. DIST. m.__&o.z-kegiumr': Na.....................l.ga.
1. PLACE OF DEATH 2. USUAL RESIDENCE (Whare decessed lived. If institution: residence befors
. COUNTY . . . ipniewion).
: Jackson = STATE  Miggouri b CONYJackson °'7"¢
b. CITY (I outeide corpurate Umits, write RURAL and give ¢. LENGTH OF ¢. CITY (1f outelds corporata limita, write RURAL and give township) /
OR township)| STAY (in thia placall| - _OR -
5 1own Kansas Clty ' a D Arg . TOWN Kansas City
d. FULL, NAME OF (1f not in hospital or instiration. give street add or lodon) d. STREET 11 location) ’ ‘:)
HOSPITAL OR
8 institution  General Hospital No. 1 /) ADDRESS , 9lEmE‘:" 7 St.
B || 5 NAMEOF ™ & (Finy b. (M1ddio) . (Lash COME (Mo Om)  (em
= ( Type or Print) Julia Stanton DEATH 1 10 1949
g 5. SEX 6, COLOR OR RACE | 7. MARRIED, glz‘ygscréiénmm. 8. DATE OF BIRTH ) AGEHS: yean| ¥ mocn 1 YOR | U UNoen 1 Kx.
% |_Fe / | “nite NIRBE °1VOn° @~ | Nov.6,1865 il i Bl e e
g w:. UgUAL' OCCUPATION (ke ko of work 10b. KIND OF Busiﬁasso?g_r 2&\; 11. BIRTHPLACE (8tats or forslzn sountry) 12égmzx-:n OF WHAT
ons 0. even if retired UNTRY?
é Y HEHE - Champlain,Il, / v
FATH{R S MAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
< ck Lamb Margaret Bugge John F.3tanton
E IS. WAS DECEASED EVER IN U.5. ARMED FORCES? | 16. SOCIAL SECURITY { 17, INFORMANT 'S SIGNATURE OR NAME ADDRESS
- f‘t’-.nn.nﬂnknown) (ll_y-. &lvo war or dutes of service) NO. .
= [} . None Mrs Wm.R.Turner 4941 Troogt K.C.Mo,
| IFis. cAUSE oF DEATH ' MEDICAL CERTIFICATION INTERVAL BETWEEN
=] . Enter only cnecatiss per 1. DISEASE OR CONDITION .
7. || linator (), oy and (@ | DIRECTLY LEADING TO DEATH () Arteriosclerotic heart disease 2 mos.B3das.
s oThis docs mot mean | ANTECEDENT CAUSES e
the mode of dying, such | AMorbid conditions, if any, giving DUE TO (b) o
- 3 a8 heait foilure, osthenia, | Tie to the abose cause (o) stating * Sl D D - -
[ de. It meons the dia- the underlying cause last. 6
o ease, injury, & complica- DUE TO {c} i T = A
% || tion tohich caused death. | 11. OTHER SIGNIFICANT CONDITIONS o~ -
= Conditions contributing to the death tut not .
| 3 velated to the disease or condition couting death. Fracture left hip ‘
_ 4 || 19a. DATE OF OP_F& 19b. MAJOR FINDINGS OF OPERATION T ’ 20. AUTOPSY?
z 11-2-L48 | Smith Peterson Nailing . . - ves [J wo
o [l 218 ACCIDENT (Boeeity) 21b. PLACE OF INJURY (e.g.,inorabout | 2Ic. (CITY. TOWN, OR TOWNSHIP) (COUNTY) (STATE)
h SUICIDE - bome, tarm, , wirvet, offics bldg.. et6.)
& Homicioe Accident ome Kansas City Jackson, Missourd foa
g 214. Tc','#g (Mooth) (Day) (Yesr) ~ (Houn) | Zle, INJURY OCCURRED | 21f. HOW DID [NJURY OCCUR? =
f WHILEA NOT WHILE -
:l INJURY 11 1 L8 = | "work (] "ATWORK Fall out of hed : A
E 2. I hereby certify that I attended the deceased from _NOV, 2 | 48 o Jan. 10, 1949, that I last saw the deceased
;: alive on an. 10 19 U9 and that death occurred at T3 30A m., from the causes and on the date stated above.
ﬁ 2, SIGNATURE yj, W. (Degrae or uue) Z3b. ADDR%S 23%. DATE SIGNED
) = e S %.?/ -Med, ¥ir, Cen'l Hosp. 1-10-L9
E 24s. BURIAL, CREMA- | 24b. DATE Z4:. NAME OF CEMETERY OR CREMATORY | 24d. LOCATION (Oity, town, or county) {State)
TmNﬁEMOVG!a(iﬂn .
g 1-12-49 Calyary Taopaka : Kase—
DATE REC'D BY LOCAL | REG!: 'S SIGNATURE - 25. FUNERAL DI RECTOR' S SIGHAWII! AVBOIEV ’
/-11-YT : | Thomas E.Quirk 4316 Troost Ave.KeC.Mo.

(Licetssed Embalmer’s Statement on Reverse Side)




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

Embalmar No.

working under my personal supervision,

Student L..cnes sessserensnasasaactanas

. -
Student Embaime
. . \ Licensed Embalmer No, 7 7 7 r

=

P. C. Address ﬂ_f/ Cg’ %0

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

chi:bodyisno:emb:_lmcd.!actahouldbemmtedabove.

. s e ’




