. No.300

10.48

THE DIVISION OF HEALTH OF MISSOURI

b
FILED APR 6 1943 STANDARD CERTIFICATE OF DEATH State File Nowerer A VD,
"BIRTH NO. REG. DIST. NO. _/ 22 PRIMARY REG. DIST. N0, _AQ&-R!QMH’G?IND .._............QQS....
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deccased lived. !f institution: residence befors
. COUNTY ) . : ad:nision).
. Jackson » STATE  Missouri > CONTY  Jackson ;="
b. CITY (If outaide corpurate limite, write RURAL and give ¢. LENGTH OF ¢. CITY (If outalde corporate limits, write RURAL an.d give townahip) A
township) | STAN (ic this place) OR 7,
Towd  Kansas City “PLor—|  TOWN Kansas City N
d. FULL NAME OF (If not in boepital or inathtution, give strect nddress or loestion) d. STREET (If rural, give location) c*
HOSPITAL OR l,/ ADDRESS %)
INSTITUTION __General Hospital No,1 1106 Ewing
3. NAME OF . {First, b. {Middl . (L
NAME OF s, (Flmst) 1 e} o. (Last) l 4. DATE {Month) (Daar) (Yiar)h
{Twpe or Print) Rose \; . Wyatt DEATH 3 L9
. DAFE OF amm 9. AGE (Io years| ¥ UKDER t YEAR | ¥ DMDER 4 mxs.
Mnndu

y / ‘ 6. COLOR RACE | 7. ‘!\JARRV!,EB. lgtlzvggcgsnmm.
. {tlpacify)
£ M

lu37birtbdu)

Dayn ﬂwnl Bin.

IZ. CITIZEN OF WHAT
/ UNTRY

Egﬂ OCCUPATION (Ciive kind of work i0b. KIND OF fUSINBSD?ETIRI.iY-
mont of working litg, sven if retired) M

L4 ™

ﬁ z : 13%1“:3'5 MAIDEN 14. NAME OF HUGRAND OR WIFE

Wﬁ DECEAS VER IN U.5.ARMED FORCES? | 18, JAL S| RITY
M 1 ar dates o service) NO. URE OR %‘? %Ess
18. CAUSE OF DEATH . MEDICAL CERTIFICATION '&g}’hgm
| Enter otily cnaceuseper | [- BISEASE OR CONDITION . . ] pAyE
tine for (8), (b, and () | DIRECTLY LEADING TO DEATH® (g) Carcinoma of breast with Jletastases

to bones (ribs, vertebra and femur)

«This doct ot mean | ANTECEDENT CAUSES

the mode of difing, such | Aforbid eonditions, if any, gip{ng DUE TO (b}
as Beart foilure, asthenfa, | rire to the above cause (o) stating . .. ..
de. It means the dis- the tmderlyinq eaude lost.

eqae, infury, or complice- DUE TO (c)
tion which consed death. | 1. OTHER SIGNIFICANT CONDITIONS - T A
Conditions contributing to the denth but not .«H D ﬁ
related Lo the disease or condition causing death. 4 .
: ) T k. 20. AUTOPSY?

13a. DATE OF OP_FI%% 19b. MAJOR FINDINGS OF OPERATION

. | @ WO

21a. ACCIDENT (Specily) Z1b. PLACEQF INJURY (e.g..inorabout } Zlc. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
ls"l'gﬁiglEDE bome, tarm, fastory, strest, office bldg.,et0.) N

21d. TIME iMonth) (Day) (Year? {(Hour) 2le. INJURY OCCURRED 21f. HOW DID INJURY OCCUR?
. WHILEAT{~7 NOTWHILE
TNJURY WORK AT WORK

22, | hereby certify thal I auendcd the deceased from Sept. 18 191-39_ lo March .8 19 h9 that I last saw the deceased
alwe on _March B | 1949 , and that death occurred at _l_O_J_QA» from the causes and on the date stated above.

_%fu BURI SJ.ALCREMA- Z4b. DATE 7 0 ‘dE OF.C RY OR CREMATORY
a ) Eﬂdlﬂ J‘/a -¢ %

WRITE PLAINLY—USING UNFADING BLACK INE—MAKE A PERMANENT RECORD

“Yed. Dir. _Gen'l Hosp. | = 2B1%

w1, QI count (State)
v %

RRQDRE 35S

5 AL

TION (Oity,

DATE REC'D BY LOCAL i REGJSFRAR'S SIGNATURE GNATURE

s AL

(Licensed Embalmer’s Sutemmt 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

S

s sisraesan s by e snnny paeean cvnces Student Embalaer No.

working under my personal supervision.

P. O. Address

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

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




