ﬂlEB APR 6 1949 THE DIVISION OF HEALTH OF MISSOURI 8532

. No,300 -
1048 STANDARD CERTIFICATE OF DEATH o rite oo
' BIRTH NO. REG. DIST. NO. _% PRINARY REG. DIST. NO-.LQ.Q&; Registrar's No 1194
1 PLACE OF DEATH 2. USUAL RESIDENCE (Whem d d Hred. If I idetice befare
n. COURNTY Jackson a- STATE M4 ssourd b. COUNTY J acks on{Zp"
b. ‘C|EY (If outnide corpurate limits, write RURAL nnd‘:::'mp] %I'ALE?:SL:: nE:) c. Cg’;{ (1f outside corporate limits, write RURAL and tive township) 3
a Town  Kansas City 4_.6 yrs, TOWN Kansas City 3
[+ d. FULL NAME OF (It not in hoapital or fnatitution, glve stret addrom or joestion) d. STREET (If rural, give location)
HOSPITAL OR ADDRESS -
8 INSTITUTION 4115 Warwick Blvd. 4115 Warwick Bl¥d, ‘)
ﬁ 35&%&&55%% a. {Flrst) b. (Middie) ¢. {Last) 4. DS'EE {Menth) (Day) (Year)
E (npmpm; Trean R,. Middaugh oeatH  Mar, 14, 1948
E | 6. COLOR OR RACE | 7. MADF(!)%:'EB E??VgRRCIESRRIED. 8. DATE OF BIRTH 9.:?5;‘1: yoars| IF CVOER 1 YEAR | F ONOER u KEs.
s city) day} |Montha| Days | Hours | Min.
g femaie/ white vorce Aug., 2, 1869 79 I
10a. USUAL OCCUPATION (Giwekind of wark | 105, KIND OF BUSINESS OR IN- | 11. BIRTRPLACE [+ .
& dona during moat of warking life, evea if rativad) | DUSTRY iata or forges emuntry) 12 SINEEN OF WHAT
& at home Indiana U.S.4A,
< 13a. FATHER'S NAME 13b, MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
“ Abe Rhime | Hargaret McAllister Carl Middaugh
1= 1S. WAS DECEASED EVER IN U.S.ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT 5 Si GNATURE OR NAME ADDRESS
< {Yes, oo, or guknown) | (If yea, give war or dates of service) NO. . :
= ne none Mrs, Lora O, Relston, Cleyton, Mo,
M! 18, CAUSE OF DEATH AE 'ONSET AKD Ot
. Enter only onacauseper | I- NDITION
E line for {s), (b}, and (c) DIRECTLY LEADING TO DEATH‘(a)
—_— |
E *This does not mean ANTECEDENT CAUSES
the mode of dying, such | Mortdd conditions, if any, giving DUE TO (b}
3 as heart faflure, Gsthenia, | rise Lo the eboce cause (a) stating
& | cte. 1t meons the dis. | 1he underlying couse last. }g q/p
o eare, infury, or compiica- . DUE TO {¢)
P tion tohie’ caused death. | 11 OTHER SIGHIFICANT CONDITIONS
= Conditions contributing lo the death bdut
a related to the disease or condition murmo dem‘.h W .
[ 1%a. DATE OF OPERA- | 19b. MAJOR FINDINC - 20. AUTOPSY?
> TION :
= . ves [ NO m
o 21a. ACCIDENT — . TOWN, OR TOWNSHIP (COUNTY) (STATE) 7
h SUICIDE ma. larm, tagtory,
z HOMICID
g 21d. TIME (Moath) (Day) (Year) @ 2la. INJURY OCCURRED |} 21f. HOW DID INJURY OCCUR?
| IRy WHILEAT] NOT WHILE
J m. | “work AT WORK
= 22, I hereby certify that I atténded the deceased from , 18 , Lo , 19 , that I last sow ihe deceased
E alive on - , 19 , and that death occurred’al _______ m., from the causes and on the date sigted above.
ﬁ ( eg:raeoi‘dj) 23b. ADDRESS , 2. DATE SIGNED
B ®E OF CEMETE . LOCATION (Otty, If'y./or county) (M
; Hlmwood Kansas City, Mo,
DATE REC'D BY le;__:AL REG R’S SIGNATURE 25, FUNERAL DIRECTOR S SIGMATURE ADDRESS
G. .
| 3,/5—4/?‘ Freeman Mortuary, Xansag City. Mo,
” (Licensed Ernhllmer " Suttmmt 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 embaimed by me, or by -

____________ Studant Embalmer Mo.

I i S

Slgned.... .............. sersasesnsnan 4rragassas Licensed Embal‘mer_Nn 9?/

Student Embalmer

s
. - p. 0. Address L2 5. PP Z2 T att.

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

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




