THE DIVISION OF HEALTH OF MISSOURI

2. I hereby certify phat I attended the deceased from %_ 19 Hmt I last saw the deceased
alive on , 19 and that death ofcurred at . fro the couses aud on t}w daie stated above.
A p 23b. ADDRESS 51:
ay.)//—umuuﬁi |j‘«,}/ﬂ§

. BURIAL, CREMA- | 24t/ DATE y(e CEMETERY OR CREMATORY- }:24d. LOCATION (Oity, town, or cau.qﬂ) {(State)

Removal 3=31-19 -|. Nevada, Mo, T

DATE REC'D BY LOCAL | REG! RS SIGN, TURE 25. FUNERAL DIRECTOR'S SIGNATURE ADDRESS
"55‘4 NE & McCLURE Ken sas City, Mo.

( :c!nmd Embalmet's Staternent on Reverae Side)

s, SIGNATYRE Mayrice M.

. No.300 ) c
s FILED APR 16 1943 SYANDARD CERTIFICATE OF DEATH St Bt Novr SO ID.
"BIRTH NO. Lo REG. DIST. NO. Z Vv E PRIMARY REG. DIST. no.___/ 0__34 Registrar's No.—... 1.4..4.2..
1. PLACE OF DEATH 2 USUAL RESIDENCE (Whare dsosased lived, If institutlon: residence befors
a. COUNTY a. STATE b, COUNTY adinkuion).
Jackson Mo. Jackson . / ~
b, CITY (It outside corpurate limits, write RURAL and give ¢. LENGTH OF ¢. CITY (If outalde corporata Limits, write RURAL acd give township) ~r
townabip)] STAY iin this place) R 5>
a TSN Kansas City { J__15 Days TOWN Kansas City A
g d. FE&P?‘PAT_EO%F {If not in hospital or nsttution, give streot address or location) d'A%rgﬂEEES'ES (1 rural, give location) D
o INSTITUTION  Lakeside Hospital | 518 Wabash
ﬁ 3. DNEﬁ(‘:NéE s%rg a. (First) b. (Middle) ¢. (Last) 4 Dé}'g (Month)  (Day)  (Year)
H { Type o1 Print) pora ) B. Son DEATH 3=29-49
é 5. SEX 6, COLOR OR RACE | 7. mﬁ)%ﬁ.}lég gwggchélSRﬂlED. 8. DATE QOF BIRTH S.J.GE (In years| IF UNDER 1 YEAR | o IDER M mas.
|1 - y (Bpacify) 13 ) | Manthe Hours | Min,
‘ F W Married / Nov. 4, 1900 e i I
g 10a. USUAL OCCUPATION (Give kind of work 10b. KIND OF BUSINESS’OR IN- | 11. BIRTHPLACE (Stats or forelen osuntry) 12. CITIZEN QOF WHAT
5 dose duriag most of working [ife. aven If retired) ‘}DUSTRY 0 COUNTRY?
o Hpme MO. U- So
< 130. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
m ¥Wm. F. Bryon . Minnie M. Davij I
[® 15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
4 {¥es.no, or unkoown} | (If yes, give war or dates of servies) NO.
= No No Mr. Re Son 518 Wabash
] 18. CAUSE OF DEATH MEDICAL CERTIF’ICATIO!{ . INTERVA&I;'gEI'WEEH
¥ || Eoteronly eneceusper | I DISEASE OR CONDITION
E line for (), {b), 8ad (¢) DIRECTLY LEADING TO DEATH'(a)
E “This does not mean ANTECEDENT CAUSES
o || the mode of dving, such | Morbid conditions, if any, giring DUE TO (&)
e as heart faflure, asthentn, | Tite to the cbove cauae (o) stating .- JPrSers . .
I~ ete. It means the dis. | Uhe underlying cause last. s
care, infury, or compl , DUETO (@)~ ~ ¢ LA - s L
g tion which caused death, | 11. OTHER SIGNIFICANT CONDITIONS * - . - 7 @ F MO
- Conditions contributing to the death but ot -
2 . rdated to mﬁumu n;:'wndub; cauain; death, & 8 5 ¢ 7 0 / ™~ 5
[ 19:. DATE'OF opﬁmﬁ 19b. MAJOR FINDINGS OF GPERAFHEON $/0 / ' ' T ) 20. AUTOPSY?
- f :
= . C’Q{'Cllaﬂ% g}-[‘;/eh'@ (&40#‘3“} . ves B wo [J
) 21a. MX’.'ISENT J (Bpecity) 21b. PLACE OF INJURY (s.x..ineraboue | 2lc. (CITY. TOWN, OR TOWNSHIP) . (COUNTY) - {(STATE)
h * SUICIDE homs, [arm. factory, street, office bldg..eiq.) .
Z HOMICIDE _
g 214, TIME tMonth) (Day) (Year) (Hourn) e, INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
.- o WH!LEAT NOTWHILE
p!- INJURY m- | " WORK AT WORK
i
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STATEMENT BY LICENSED EMBALMER

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

N

Student Eabalwmer No.

%MW

Student Embalmer

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Fail

the above constitutes grounds for revocation of license.)
If this body is not embalmed, fact should be so stated above.

Licenzed Embaimery N ...... o) $ e remnemenen
P. O. Address A U {d " S
to comply with




