FILEG MAY 3 1949

THE DIVISION OF HEALTH OF MISSOURI

No. 300 '
- STANDARD CERTIFICATE OF DEATH Stete Fle No.,
? I BIRTH MO. REG. DIST. MO. fé f PRIMARY REG. OIST. ,Z_QEJ._. Registrar's No. ........I
L}’ 3 1. PLACE OF DEATH 2 USUAL RESIDENCE (Whers decessd lived. 1If inetlsation: _mmm. befors
ag. a. COUNTY Jackson a STATEy o _ b. COUNTY 7o o k& on 7177;:..)
b, %;Y {If cutelde corpurate limits, write RURAL xnd gi'v:.u g:rALYENEE: DF' c. ng {1f outaide corporate limite, write RURAL and give townshiny ~ g
town Kansas @ity b TZ"|  6Wks. | mw Independence Mo 0
d, FULL NAME OF (If not in haepltal or festituflod) 2Ll AR DA d. STREET (It rursl, give loeation) 7
HOSPITAL OR DDRESS
institurion BElms Nursing Home ,3,,- AM 418 5, Noland /
3. gs@éﬁ s?ET: 8. (First) b. (Middie) ¢. (Last) 4. DATE (Month) (Day) (Yean
{Typeor Piet) CHARLOTTE A, RAY oA APril 17,1949
5, SEX ’ 6. COLOR OR RACE | 7. MARRlEg. rélz‘\;gscgsanmo. 8. DATE OF BIRTH 9. AGE (Ia yan] v vocs ¢ TR | ¥ oweR M am.
+{Bpacify) : o Hour .
Femgle! | White oW e | Feb;10,1873 il - e | e
10a. USUAL OCCUPATION (OWekindofwork | 10b, KIND OF BUSINESS QR IN- | 11. BIRTHPLACE (Btate or forelen country) 12, CITIZEN OF WHAT
done during most of working Life, svan if retired) 3 R NTRY? -
Housewife Bates Co., Mo, O 5
13a. FATHER"S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Bernard Brown Louiga Mclain Chas.Wickliffe Ra
:3. WAS DE::kEk‘SE? E\&ER IN 1.5, ARMED Fo:i_cﬂasr 16. SOCIAL SECURITY | 17. INFORMANT S SiGNATURE OR NAME ADDRESS
™, o, or unknown; N war or dates of & o) :
| o= l None Mrs.¥W, Rule Fritts 418 S.Noland.Ind
18. CAUSE OF DEATH (ﬂJ DICAL CERTIFICATION mﬂ%gm
| Enter anly onecausmper | I. DISEASE OR CONDITION .
ligefor (&), (by. and &y | DVRECTLY LEADING TO DEATH® , 17!/?/3}/'

() G :

ANTECEDENT CAUSES

Morbid conditions, if any, giving D
rize {o the above cquae (o) sating

1 L ¢
a /MM‘—'
*This does not mean
the mode of dying, stich -
as heart fallure, asthenia,

TR/ (b

de. It means the d4is- | he underlying cause last.
ease, tnfury, or complica- DUE TO {g), 2 - . ﬂ Vd
tion which caused death, | 11. OTHER SIGNIFICANT CONDITIONS (7 s CLhe _e-To o 814
Conditions contributing {o the death but nof e a2’ /
velated to the disease or condition cavsing . ey fuf
192. DATE OF OPF%?E 190, MAJOR FINDINGS OF OPERATION / o 7 /\ 20, KUTOPSY?
ittt _— W ves [ o (7]
21a. ACCIDENT {Bpecify) 21b. PLACE OF INJURY te.c.. hurubum¢/2lc (CITY. TOWN. OR TOWNSHIP) (COUNTY) (STATE}
SUICIDE homa, farm, factory. strest, office bldg.. s10.) .
HOMICIDE Z st ] _
21d. TIME (Mooth) (Day) (Yess) (Hown | Zle. INJURY OCCURRED | 211. HOW DID INJURY OCCUR?
WHILEAT NOT WHILE
INJURY = | woRrk AT WORK

2. [ hereby y that ] allended ihe decedsed from

.~ alive MZ ¥ and that death occurred ol

Ba. SIGNAW lggm r.title)
Z@w?/

6_20—?7 %%Z IQﬂlhat T last saiv the deceased
, frorlf'the causes and on the date stated above.
O . 2

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

%a Bgéaulgvlh ca‘r_iu- 24b, DATE , 24, NAME OF CEMETERY OR CREMATORY - | 243, LOCATIC
’ emovs, April 20,1949 Sumsonv:lle Simpsonville Ky.

DATE REC'D BY LOCAL

Y s P-9F

REG S SIGNATURE 25. FUNER W‘w.! ADDRESS
é:g_ e/} t@ M }7? O .

. (Licensed Esnbalmer’s Statement on Reverse Side)




-~

s c— o s

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, of by mvmriren ]

Student Embalaer Mo,

working under my persona! supervision.

Q

Signe e

fomie
Slgned...... sesssanwmenaennnm ssasmansessarnEman Licensed Embalm Nom .........................

Student £mbalmer

P. O. Addre rCE A L Y i

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRI G. (Failure to comply wi
the above constitutes grounds for revocation of license,) ’
If this bod): is not embalmed, fact should be so stated above. .



