THE DIVISION OF HEALTH OF MISSOURI

. Ma.300 ‘ ’ }
w0 ) FIEDMAR 16 1949 STANDARD CERTIFICATE OF DEATH s e P52
P 4 BIRTH NO., REG. DIST. no?_z____ PRIMARY REG. DIST. no.é_'g_f:i. Registrar's Na._a.j.........i.. ..... -
e J 1. PLACE OF DEATH 2. USUAL RESIDENCE (Whare decoased lived. If institution: residence befors
a. COUNTY . STATE b. COUNTY admisslon).
) Clay : Missouri Clay 2
b. %TF;Y {1 outeids corpurate lmits, write RGRAL and ‘i:n..hi €. LENhGE DEF) c. ng {If outadds corporste limits. write EURAL and give wownahip) i
to 1 k 1)
Town R,R.11 North Kansaéti%yh A - TOWN Rurel o
d. FULL NAME OF (1f 5ot i hospital or instirution, give streot address or Iosetion) ||  d. STREET {If rurad, give location) : v
HOSPITAL OR ADDRESS
INSTITUTION BR.11 anlkli Franklin Rd. Bailevy Add. N.K.C
S.DNEACBEES%FD 8. (First) b. (Middle) c. (Last) N 4, DS‘E_‘E (Mouth) {Day) (Year)
(Typeor Pint)  LICY Kates DEATH 3= 8- 1949

24¢. M,m—: OF CEMErERv OR CREMATORY zuﬂocATlou {Olty, town, or covnty)

Fairview Liberty Missouri
[05 25, FUNERAL DIRECTOR'S SIGMATURE ADDRERS )

~r Morton-Smith's F.H. N.K.C. Mo,

(Licensed Embdmzr s Staternenit on Reverse Side)

12_14. BURIAL, CREMA- | 24b, DATE
)
Emain |.3-10-1949
DATE REC'D BY LOC%L

[=]
=
Q
E.
[
ﬁ I 6. COLOR OR RACE | 7. MIAD%R!,E% rg:l-:\\rfggcaésnmen, 8. DATE OF BIRTH 9. lf\.t:iE Un ren| ¢ o ¢ TEAR | Uwotm u s,
b . & . (Bpacify) ‘Hﬂhﬁlﬁ' Hours | Min.
7 Female/ White Maried ] 1-24-1881 | T ]
; 10a.” USUAL OCCUPATION (Glvekind of wark 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (8tate or forelgn country) 12. CITIZEN OF WHAT
ol doos during mowt of working life, sven if rotired) DUSTRY _ COUNTRY?
K2 Housewi fe ame , Missouri : U.S.A.
< 13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Taac Wilson : Sarah D | _John Kates
2}
1% Igr chDEiEﬁEP E’\é&? lN‘lU.S. ARM‘EP F?RCB': 16. SOCIAL SECURITY | 17. INFORMANT 'S SIGNATURE OR NAME ADDRESS
-, » Or ., _““PC? &l O service
3 O . : 515-09-155 JG. Henderson, R.R.11-N.X.C.Mo.
[ |i8. cause or peatH MEDICAL CERFIFICATION INTERVAL GETWEEN
i || Bateroniy eneeauseper | I. DISEASE OR CONDITION _ ONSET AND DEATH
E | tinetor o), ), snd (0 DIRECTLY LEADING TO DEATH (@ / - 2. $ag
5 “This docs mot mean | ANTECEDENT CAUSES 2 1 ~ ’ ’ '{
- the mode of dping, such | Aforbld conditions, if any, giring DUE TO (b} — » Fr
| as heartfallure, asthenia, | rise to the above cause (a)stating - /
= cte. It means the diy- the underlying cause laxt.
o) ease, injury, or lica- - DUE TO (c) _
Z tion which caured death. | 1. OTHER SIGNIFICANT CONDITIONS .
= ' Conditions contributing to the death but mt \
51 related to the discase or condition causing death ¥ .
| 19a. DATE OF OP_IF_ZI%JN 19b. MAJOR FINDINGS OF OPERATION .. \ ¢ 20, AUTOPSY?
g - - YES D Mo,m
) 21a. %&:CIIDEENT {Bpecity) i:b, %EOF]NJURY ?a:u;l:l::.bw.: 2lc. (CITY. TOWHN, OR TOWNSHIP) (COUNTY) (STATE)
N . Enatory, street, .o L.
Z HOMICIDE - !
n 219. TIME {Month) (Day) (Year) (Hour) 21e. INJURY OCCURRED 21f. HOW DID INJURY OCCUR?
=]
| nmy WHILEAT[—] NOT WHILE ‘
o m. WORK AT WORK
e | 2. I hereby certify that I atiended the deceased from _%;L?, M_ 19 ?that I last saw the deceased
E‘ 1 , 1 4 anﬁ that depth occurfed at ” from the couses and on the date stated above.
g | 2. SIGNA ; é i mﬂﬂ!g or til.te) DRESS %’/ 2 4/( l 2. DATE IGNED
-

REGISTRAR'S SIGNATUR




RECEIVED
District Health Officer No. 8,

Cistrict File Nomber.________. ______
Date Filed ﬁ-[b'fz .
- -
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 1) R

- working under my personal supervision.

SLtudEnt cociierarsssannnacnsasanssanancnoanse

the above constitutes ground.s for revecation of license.)
If this body is not embalmed, fact should be so stated above..




