N OF HEALTH OF MISSOURI o
THE DIVISIO 12 486

No. 300
o2 FLED APR 16 1343 STANDARD CERTIFICATE OF DEATH State Fte .
BIRTH NO.__________._________ REG. DIST. NO. _ﬂ PRIMARY REC. DIST. W0, /D000 .. Registrar's No 1346
1, PLACE OF DEATH - ' 2. USUAL RESIDENCE (Where decoased lived, If instliution: residence before
. COUNTY . STATE b. C tmalon).
i Jackson § Mo. ONTY Jackson¢Z ¥
b. CITY (It outelde corpurats limits, writs RURAL and give c. LENGTH OF c. CITY (If cutside corporate limits, write RURAL and cive township) 1
OR towmbip)| STAY fin e place) : =
TOWN Kansas City 7 TOWN  Kansas City -
d. FHLI)'SLP#ANE.EOORF (If not in hoapital or lnstitution, cive strect address or location) || d'Asr;rgREErss (I rursl, give losstion) o 5
instiTuTion: St. Joseph Hospital 1233 Stratford Rd. Fo)
3 NAME OF a. (First) b. (Middle) c. (Last) 4. OATE (Mouth)  (Dsy)  (Yes)
{ Type or Print) Dean C. Jones DEATH 3-22-)9
5. SEX I 6. COLOR OR RACE | 7. MARRIED, gﬁgﬁ&gﬂg;&, 8. DATE OF BIRTH 8. AGE do yesnf # s ) 7o YR | ¥ R, u n,
. L ¥ i birthday on! Hours | Min.
M Z) w Married July 15, 1881 15,7 86~ | 817 | |
10a. USUAL OCCUPATION (Give kind of work | 10, KIND OF BUSINESS OR [N- | 11. BIRTHPLACE (Sate or forelen countdy) 12, CITIZEN OF WHAT
done during moet of working ilfs, even if retired) DUSTRY COU| [}
nDress Mfgr, Iowa S
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR ¥IFE
Charles M. Jones | Lorada Willis Marearet Jones
I5. WAS DEEESEP E\(IIER INﬂU.S.ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT" 5 S|GNATURE OR NAME ADDRESS
. DO, 0w N war or dates of ) .
nemoorupons) | (Ul s toe of sorvis u96-o3-8h1§5’ Mrs. Margaret Jones 1233 Stratford Rd.,

18. CAUSE OF DEATH ICAL CERTIFICATION INTERVAL BETW
| Enter only anscauseper | 1. DISEASE OR CONDITION __

\ine for (a), (b, and (¢) | DIRECTLY LEADING TO DEATH (a)

«This does mot mean | ANTECEDENT CAUSES @ /& w&m MA/
the mode of dying, such | Morbid conditions, if any, giving DUE TO (B) P

as kheart falluse, asthenda, |. rise to the above cause (a) stating
de. It meons the dig- | the underlying cause last.
case, injury, of compii i DUE TQ (¢} .
tion which eausred death. | 11. OTHER SIGNIFICANT CONDITIONS i
Conditions contributing to the dealh but nol o
. related to the disease or condiiion cousing death. A { 0
15a. DATE OF OP‘FIROAhi 19b. MAJOR FINDINGS OF OPERATION T /— ' - ’ 20. AUT%/
. ) - NO D
2ia. ACCIDENT (Bpecity} 21b, PLACEOF INJURY (s.g..in orabowm | 2lc. (CITY, TOWN, OR TOWNSHIP) (COUNTY) {STATE)
SUICIDE home, farm, factory, strest, offios bldg..e1e.}
HOMICIDE
‘2197 TIME ~ ~ (Month) (Day) (Year) (Houd | 2le. INJURY OCCURRED | 21f. HOW DID [NJURY OCCUR?
aF WHILEAT[] NOY WHILE
INJURY =m. | T woRK AT WORX , 2
o /20 .
22. I hereby certify £dai I attended the.deceased from 19 , lo , 18 { that I last saw the deceased
ive on 19 and that death occurred at _3_’i_ m., from the causes and on the dale stated above.

(Peghee or titfel, [ 23b. A 23c. DATE SIGNED
15227225 39 Aﬁfiﬁzj 23 /LY

24a/BURIAL, CREMA- | 24b, DATE 24c, NAME OF CEMETERY OR CREMATQ 24d. LOCATION (Olty) town, or county)? (Biate)
TH EMOVAL (Bpecify)
jal 3=-2L=49 Forest Hill

Km gas City, Mo.
DATE REC'D BY RAR'S SIGNATURE 7 FUMERAL DIRECTOR'S SIGMATURE ADDRESS
3 -2y 7" JM ,74;:93:4,&4/ STINE & McCLURE Kansas City, Mo.

‘}’RI’I‘E PLAINLY—USING UNFADING BLACK INE-——MAKE A PERMANENT RECO&)OG(”T‘QQ.

(Licensed Embalmer’s Statement 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 — .

Moy aer4mEAASeS e bak An e s nan Someeeea 00 Myt anmar er et —n et it ee e eaoneeeeeerente s e eeeneannree patannn , Student Embsimer Mo,
working under my personal supervision. % %

Student ..... rerrerneennnes ETPLEIETLS Signed / 7
Student fmbalmer %-

Lxcensed Embzgéb?n/ ) ‘ﬁ

P. O Addressm d’fj)

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

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




