THE DIVISION OF HEALTH OF MISSOURI
FILED APR 16 1348 STANDARD CERTIFICATE OF DEATH - State File ~,12‘366

'BIRTH NO. REG. DIST. NO. _LLL PRIMARY REG. DIST. NO. _ﬁéazrmmimar'a NOomsiisiee s s svmssesrirne

o S - 4}

I. PLACE OF DEATH 2. USUAL RESIDENCE (Where daccsasd lived. If fnstitution: residence before
a. COUNTY . STATE b. COUN adinimion),
Jackson * Missouri YNTY  Jacksoh ;7
b. CITY a1t ostatde Itmita, wrl L and giv . LENGTH OF }{ c. CITY {If outaid limits, wiite EURAL azd d
BR ou onrvunta s, te leUl‘LA [t r.o.:u:.hip) g'l'géln hin u_“, on ou s oorporate L, e ive tawnahip) C‘/;
TOWN | .Kansas City TOWN Xensas City i
d. F}l‘.]l(i).sLPﬁ_hANEEo%F (If oot in howpltat or Instliution, give atreat address or logatlan) a.AS[;r [?l%gs (If raral, give location) o
INSTITUTION 238 W. 73rd, Terrace *238 W, 73rd, Terrace o
3DNEAC'EEE'%FD a. {First) b. (Middle) ¢. {Last} 4. DATE (Month) (Day) (Year)
{ Type or Print) Cearrie : Dillender DEATH Mar. 30, 1949
5. SEX / 6. COLOR OR RACE | 7. #f\n%%gg ];E\\’IERCNEISRRIED 8, DATE OF BiRTH 9. AGE (Io years| & UADER | YOAR | F ORDER 41 fm3,
(8 ¥) |Months! Days | Be Min.
Female White . P arried “/ Sept., 11, 1871 “5% ’ |
10a. USUAL OCCUPATION (Givekind of work | 10D, KIND OF BUSINESS OR_IN- | 11. BIRTHPLACE (State or forelgn eountry) 12, CITIZEN OF WHAT
dode during most of working life, even if retired) | .27 | DUSTRY COUNTRY?
home : L ' Illinois S A,
13a. FATHER'S NAME c 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WiFE
David Gibson | Louise Cavender John Wesley Dillender
:3 WAS DECEASED EVER IN U,S.ARMED FORCES?-| 16. SOCIAL SECURLTC)Y I7. INFORMANT'S S5IGNATURE OR NAME ADDRESS
. ao, or unknown) | (If , il dat f icel .
“ne i ST wan o Gl e none John W, Dillender, 238 W, 73rd, Terrace
18. CAUSE OF DEATH : L MEDI CERTIFICS . A INTERVAL BETWEEN
 Enter only onecauseper | 1. DISEASE OR CONDITION _ ONZET ANDDEATH
line for (&), (b), and c) DIRECTLY LEADING TE,DEATH® () : _
*This does not mean | PNTECEDENT CAUSES ’ v
the mode of doing, such | Morbid conditions, if any, giving DUE TO (b)
s hearl falture, asthenla, | rise to the above canse (a) stating e T o ot e * o o
de. It meanr the dis- | e underlying cause last. /‘ -
case, injury, or compli LDUETO (). . | 29 on .6.)
tion which crused death. | 11. OTHER SIGNIFICANT CORDITIONS i 7 f
Conditions contributing (o the deafh but ot 57 o
related to the disease or condition causing death. . .
18a. DATE OF °P~Fﬁ§ﬁ “19b. MAJOR FINDINGS OF OPERATION ° kN : : ’ i 20. AUTOPSY?
Do . . . ves (] wo [J}~
21a. ACCIDENT (Spectly) - 21b. PLACE OF INJURY (te.s.,inorabout |.21c.-(CITY. TOWN, OR TOWNSHIP} - {COUNTY) (STATE)
SUICIDE home, farm, factory. street, office bldg., ot0.) . - : '
HOMICIDE : CLe e B o
21d. TIME (Month) (Day). (Yexr) (Hous | 2le. INJURY GCCURRED | 21f. HOW DID INJURY OCCUR? :
. WHILEAT ] NOT WHILE
INJURY WORK AT WORK

22, I hereby certi ’ﬂ‘y that /atle-nded he deccased from }_%Zj____ , that I last saw the deceased
alive an o / f Z, ond that death ocedryed at _______ m., Jrom the causes and orf the dale slated above.

m.s:Glr-:i;g m"u Faiwe mle) 2. 22225} . W?'J ’/{/ % lnc AT?GNED

WRITE ‘PLAINLY—USING UNFADING BLACK INEK—MAKE A PERMANENT RECORD

'no g ER Mlﬂ' CREMA. | 24b. DATE 24c. NAME OF cEMETERv OR CREMATORY. | 240 AOCATION (City, town, 67 coumy/ / tate)
{Bpeciiy)
‘burfal " | 4-2-49 Mount Moriah - Kansas City, Mo,

DATE REC'D BY LOCAL [ R 25. FUNERAL DIRECTOR'S SIGNATURE 'annngss
REG M
Yo )~ Yg Freeman Mort Kensas City, Mo,

{Licensed Embalmér’s Staternent on Reverse Side)




STATEMENT BY LICENSED EMBALMER

I

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

Student Embalaer Bo.

working under my personal supervision,
Smi%-@%%_w L7727 S

Signad.sisssccacscsccissosnsncncaanscnsarrrns, .e Licensed Embalmer No 3%?—5

Student Embalmer %
P O Addr-n @

Note: The sbove MUST BE SIGNED BY THE LICENSED EMBALMER in In: OW'N 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. -




