. No.300
. 10.48

' BIRTH NO.

l FILED APR 16 1949

THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIF

ICATE OF DEATH

State File No...

REG. DIST. NO. Fi .E PRIMARY REG. DIST. W.Mf“ﬂu!mr:h’n 1459

1?309 '

aeesnrm

a. COUNTY

1. PLACE OF DEATH
Jackson

i USUAL RESIDEMNCE (Wher 4 d lived. If i

T1ats "

ce: belora

e. STATE M4 ssouri

b. COUNTY JacksOankn'm!onJ

[2)
TOWN

b. CITY (I sutaide corpurata lmits, write RURAL and glve

¢. LENGTH OF

township) | STAY (In this place)

Kansas City

¢. CITY (If ouwide corporate limits, write RURAL and give townahip}

7

(Yes. no. or unknown)

(I{ yea. Klve war or daies of sarvice)

Panner R, Bryant,

Kansas City TOWN
d. FH&P#AT.EO%F (If act in hoapital or fnstftution, give atreat address or(beatlon) d.ASJ[?éEEESI‘S (Ef runal, give location) ‘-’
iNsTITUTIoN  General Hospital No. 1 3509 Smart
3. C’;‘EC%ES%% B. (First) b. (Middle) c. (Last) 4, DS}E {Mouth) (Dsy) lwtgr
( Twpe o7 Print) laude Bryant DEATH 3 J /
5. SEX 6. COLOR OR RACE | 7. anfwég NIE‘\;SSCIEISRRIED 8. DATE OF BIRTH 9. hA.GE Un yesrs| I UNOER | YEAR | & UNER D) pS,
ey & (Bpa b Montha| Days | H Min
Femzle / White Widowsd 2 Det. 11, 1878 &5 P2 , =)
102, USUAL OCCUPATION {Giekiad of work | 10b, KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (8 n v ]
done during most of working L“l.':'nnu!'t‘t:;) N DUSTRY . e or forslem ooumtor) lzcngp}%lE{;’{OFWHAT
Housewife Lzclede, Illinois UeSeda
13a. FATHER'S NAME 13b. MOTHER"S MAIDEN NAME . 14. NAME OF HUSBAND OR WIFE
Henry Burman Uninorm Alexander Bryant
I5. WAS DECEASED EVER IN U, S, ARMED FORCES? | 16. SOCIAL SECURLTJ 17. INFORMANT' § SIGNATURE OR NAME ADDRESS

2246 Viood, Kans. CityK

1. CAUSE OF DEATH

MEDICAL CERTIFICATION

INTERVAL BETWEEN

. Enter only onecans 1. DISEASE OR CONDITION . ONSET AND DEATH
line for (a3, (b, and e | DPRECTLY LEADING TO DEATH" (5 Hemepericanddum.
*This does not mean | ANTECEDENT CAUSES Ruptured ventricle -
the mode of dying, such | Morbld conditions, if eny, gising DUE TO {b)
os heart falure, asthenia, | rise to dtluz abooe cause (a) sating - < - - -
‘dte. It means the dig- | € UNdeTiUIg cauac foat. C
e _ DUE TO & oronary occ':‘msion .
tion which caused degih. | 11. OTHER SIGNIFICANT CONDITIONS ol 2 \ N
Conditions contributing to the death but a0t Q_D ‘
related to the dizease or condition cauring death. \
19a.-DATE OF -OPERA- | 19b. MAJOR FINDINGS OF OPERATION - : . 2. AUTOPSY?
TION
1 - . " YES p_{.] NG D
21a, ACCIDENT (Bpecity) 21b. PLACEOF INJURY (s.x.. in orabout | 21c, (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE homa, larm, factory, sirest, office bldg.. eta.) . .
~ HOMICIDE
21d. TIME (Month) (Day) (Year) (Hown | 2le. INJURY OCCURRED | 2if. HOW DID INJURY OCCUR? ~ - - - -
- : " | WHILEAT HOT WHILE -
THJURY o | “work AT WORK

alive on

2. | hereby certify that I attended !he deceased from Y aarch. F19.49 | to Mascd: 30, 1949
_March 30 i

, that I last saw the deceased

. cmd that death occurred af M_A.-m , Jrom the causes and on the date stated above.

23a. SIGNATURE.

_7

Vime:

23b. ADDRESS

T‘W g (Degree or titlo)

Med. Dir. Gen'l Hosp.

23c. DATE

33018

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

BURIAL, CREMA-
TON EMOVAIA Y

24b, DATE
April 1, 1949| :ut.

24c. NAME OF CEMEI’ERY OR CREMATORY
Washington emetery

Hansas City, lio

-24d, LOCATION (City, town, or county)

{State)

DATE R.EC'D BY LOCAL

/-7

S| GNATURE

REZ: RAR'S SIGNATzRE .

(Licensed Embalmet's Statement o,

RAL DIﬁEC"OI
L (/A [ CwlV ~ /S Al MAA Al

Reverse Side)

(A

ADDREAS

7 @

s




T
STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this cestificate was embalmed by me, or by errrceee

Student E-hllnor No.

working under my personal supervision. Q m Oj.lb
S!gned M

SignNedesisrcnarassaccsnssercussssossrnsascacasns , Licensed Embalmer No. ﬁ_%? ‘ﬁ T
' . f (7

Student Embalaer
P. O. Addregsﬂ?_ 0/

Note: ' The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Flure to comply’ith
the above constitutes grounds for revocation of license.) .

I this body is not embalmed, fact should be so stated above. S . —_




