THE DIVISION OF HEALTH OF MISSOURI .

. Mo.300 -~ )
e FILED MAR 1 4 1949 STANDARD CERTIFICATE OF DEATH Stae it No........ RO
// BIRTH NO. REG. D)ST. KO, ﬂ_ PRIMARY REG. DIST. NM_. Registrar's No, - 268
/ 1. FLACE OF DEATH 7. USUAL RESIDENCE (Whes deveased lived. If fasticad Sence before
. COUNTY . STA adicimion),
7 . Buchanan » STATE M1 ssouri > COUNTYR) hanan !’
b. Cc‘)? (1 ostetds corvurste liniua, write RURAL sod eive | ¢ Al;!ﬂ:lfm N?F) c. Cg’l;r (11 outabde corporate limits, write RURAL and give townahips 4 /
. tow cn’
Town St .Joseph,Mo., s Monthd . TOWN St.Joseph, MO, 7
d. FUOU‘_';PTT#A?"LE OF (I not in hospital or inatitation. give streot add: o logatbon)™ d'As'l’:)Tt?RE& {U rural, give location) ) (J
INSTITUTION Wayne Private Hospital & 1816 South 1lth 3tr,
3 NAME OF 8. (First) b. (Middle) e, (Last) & OATE (Month)  (Day)  (Year)
(Typeor Priny Willlam Patrick Cunningham DEATH  Mapch 3 1949
5, SEX 5. COLOR OR RACE | 7. MARRIED. NEVER MARRIED. | 8. DATE OF BIRTH 9. l:":GE Gz venrs| o o 1720k T gr———
R (B pecify) . t ¥ on Hours | Min,
Male 7) | W Married . 7 April 8, 1879| 69 [ o e
102, USUAL OCCUPATION (e iadet work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (Btate or forslsn souctry) 12, CITIZEN OF WHAT
R 'EI amg ?’l o wran if DUSTRY COUNTRY?
5 erma St. Joseph Migsourl U.3.A.
133, FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OFJMGSBANK OR WIFE
John Cunningham Cetherine Driscoll May
15, WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL ™ SECURITY | 17. INFORMANT' 5 S|GNATURE OR NAME ADDRESS
o, r own, . 2lve war or dates of serv
“No * None William Cunningham 1419 Penn S5t
18 CALUSE OF DEATH MEDICAL CERTIFICATION . INTERVAL, BETWEEN

| Rnter only onecauseper | 1. DISEASE OR CONDITION
Hime for (&), (b, and (o) | DIRECTLY EEADING TO DEATH® )

ONSET A5 DEATH
/ éﬂd

«This dots not mean | ANTECEDENT CAUSES

the mode of dying, such | AMorbid conditions, if ang, gising DUE TO (b}
-a# hearl fafluse; asthenta,- |- rise to the above cause (a) Hating . -~ _
de. It weans the dis- the underlying cause last.

Ja
i

NG IUUINFADING BLACK INKE—MAKE A PERMANENT RECORD

ease, injury, or complica- sm DUE TO (c)

tion which coused death, | 11. OTHER SIGNIFICANT CONDITIONS =
Conditions contributing to the death but a0t M
related to the disease or condition causing death uL..

-1l 1987 DATE OF op_lg%ﬂﬁ: f9b."MAIOR 'FINDINGS OF OPERATION - ’ ’ H n ;- V “=T | 20, AUTOPSYT
e T ds? rarTEafie Toovew . YES D Nom
21a, ACCIDENT (Bpecity) 21b. PLACEOF INJURY (o.5. ln oraboms | 21c. (CITY, TOWN, OR TOWNSHIP) _ (COUNT) _ __.(STATH

DE bome, farm, {astory. street, office hidg., eus) RO A . S T
BOMICIDE : .
21a. TIME (Mont) (Day) (Yea (Houns | Zie. INJURY OCCURRED | 2if. HOW DID INJURY OCCUR?
- - e AEn m = e b - — - PR T . NOY WHILE[= . PR H
INJURY : . [ M wonk | L g worx ] R LI SRR TIR L E

2. ] hereby certiZthat’I attended fhe ‘deceased from- M 194 that T last saw the deceased
. aliveon Y Iﬁ, and tha! death ceurred atl (& ., from the causes and on'the date slaied above.
=7

fz3a SIGNATURE - Degres or titls) ,| 23b. ADDRESS,

-

]
1
4

WRITE PLAINLY—USI

3¢, DATE SIGNED
_ 3 t¢Joap h, Mo |
Y adincre e e La Do e A -- Ly A Y T
Zha. BT gmm\} CREMA; 24b, DATE 24c. NAME 0|= CEMETERY OR CREMRTORY- LOCATION -(Olty, town, fcounty) . - (s_{n:o).
Py e | o /1949 | Mb.OL1vet Cemetery Ul : St Joseph. o dga:
DATE REC'D BY LOCAL REGISTRAR'S SIGNATURE 383) 25, JUNERAL DIREZTOR' 7 81 GNATURE T hbowess] . ()
- T 195 : Hos o0 C AN o720l D e iz dlone) O Uro0chs

& ({l.icensed Embaimer’s S on R sidf) /




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
2 : , ' v Student E-nlnr No.
working under my personal supervision.

Student ........gt.;é;t..é;;;;;;...‘........ i Slguedk : 1 £ cé 3 P g
* toe . RN Licensed Embalm
P. O. Addres- ‘ : ,UW L NL—U '
Nm.\.'rhe :bove MUST BE SIGNED BY THE LICENSED mum in his OWN HAND G. ("hne to comply with
the above constitutes grounds for revocation of license.) *
If this. body is not embalmed, fact.should be so stated above. .




