FNAME OF HUSBAND OR WIFE

1(3.. FATHER'S NAME M mb; wATHER' s HEIDEN NAME
15. WAS DRCEASED EVER IN U.S.A%ED FORCES? 6. SOCIAL SECURITY

1
(Yes, no nbewn) ' {If yee, glve war or dates of service} k

No. 300 THE DIVISION OF HEALTH OF MISSOURI 10308
. 0.
e FILEIJ APR 16 1348 STANDARD CERTIFICATE OF DEATH sute Pt
g BIRTH NO. REG. DIST. uo._LZLanav REG. DIST. Wo. ZOD D Kegistror's No... 1223 .....
4/ 1. PLACE OF DEATH_ Z. USUAL RESIDENCE (Whers decessed lved, If Lustitution: residence befors
. . ndinlowlont,
3 a. COUNTY Jackson & STATE 3o ocourd b COUNTY 1 com
'g b. %1';\' {If sutclde corpurate iz, write RURAL and d':.m §T ALENGLH ﬂ?}-‘) c. Cga’ (If outalde corporate limits, write RURAL sad give townahip) {/f
no TOWN Kansas City townabip) M. - TOWN Kansas CitY prd
[ d. FHO%PP‘FE:.EO%F (11 20t ia hospital or | Jon. Eive streot addras or | d. ASJ&;EETSS (I runl, give location) ' c?
8 INSTITUTION General Hospital No, 1 1752 Summit fr)
8 = NAMEOF — & (FisD ] b. (Middle) < (Last) 4 DATE  (Month) (Dey) (Yer)
g |_(yworpny  Fred WAL o N Bryan ok 3 18 19h9
é 5, SEX 6. COLOR OR RACE | 7. #n;\bwég, gﬁggcgsnman_ 8. DATE OF BIRTH 8. AGE do yean| ¥ Do | Dr::u ¢ o u .
, {Bpacify] g ! o  Daya ours .
5 Ol Wik ‘ 7\ Mag. & 15941 57 |
% 10a. USUAL OCCUPATION (Ghek!n; af;:: 10b. KIND OF BI.JSINES‘;F.;L_:.OETIr{r 11. BIRTHPLACE (State or forelgn country} 0 12, Cb“%m‘:' ?FWHAT
dgring most of working lifd, wen if re: }
& |/ZRR MR sTatx Yorps |Kansas CiTy Mss 2ur; | O 8.
"
]
b
<
=

MEDICAL CERTIFICATION
Aortic insufficiency
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18. CAUSE OF DEATH
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1. DISEASE OR CONDITICN ONSET AND DEATH

DIRECTLY LEADING TO DEATH® (3

Luetic aortitis
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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 .

- v Y Student Embdalaer No.
working under my personal supervision.

Student ..icvesertantstsaernrrvsanasnnnanns
Student Embalmlr

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

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




