THE DIVISION OF HEALTH OF MISSOUR!

No. 300 ']LED JU e
-2 N10 1943 STANDARD CERTIFICATE OF DEATH state 5t 0o 15204 ..
?_"j BLRTH NO. REG. DIST. m.&_ PRIMARY REG. DIST. m.&fi Registror's No._é...é_-..-........_.
o 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased Hved. 1t fastitution: resldence befors
Ty a. COUNTY a. STATE b. COUNTY -dwi-!onl
’ Missouri Clay 4
b. CITY (¥ ocutside corpurate Limita, write RURAL nnd give ¢. LENGTH OF ¢. CITY (If outside sorporate Limits, write BURAL and give township} O
OR townakiipi | STAY ilo this place) OR
TowN 6 TOW_ Rupal  Gallitan Twp.  J
d. FULL NAME OF (1f not in hospital or institntion, glve streas add or loeatlon) d. STREET (It raral, give location) o d
HOSPITAL OR ¥ ADDRESS
INSTTUTION M311s Convlesant Homs _Sheridan Road
3. gE%héESOE'E 8. (First) b. (Mlddle) c. (Last) - v, | 4. Dg-;g (Month)  (Day)  (Year)
(Twpeor Print)  Tamag Lewls. . Winn DEATH 6= 5= 1949
5. SEX 6. COLOR OR RACE | 7. M%%%EB. EE\YSEc !ESRRlE_D. 8. DATE OF BIRTH 9. aﬁ?&ﬁ‘:ﬁ,’,‘" i u:r lDrm & beoen u um
. (Bpacify) i on -r- oure in.
Male White Yed . /" | 4-9-1875 74 I
104. USUAL OCCUPATION (Givekind of work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (State or forsin souutry) lz CITIZEN OF WHAT
dons during most of working Lifa, even 1f retired) { DUSTRY u COUNTRY? .
_Rail Rosd,Yard For. Same Missour! U.S.A.
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Marin 1. Winn | Dawvid Ella Thixton Josephine Winn
I5. WAS DECEASED EVER IN U.5.ARMED FORCES? | 16. SOCIAL SECUR;B' 17. INFORMANT 5 SIGNATURE OR NAME ADDRESS

(Yea, W: ynkoown) | {If yeu, xive war or dates of service)

S _X Cora Mills. North Kansas Clty,Mo.
18. CAUSE OF DEATH rEDICAL CERTIFICATION INTERY,

: AND DEATH
 Enter only onecawm per | 1. DISEASE OR CONDITION
line for (a), (b}, and (¢} DIRECTLY LEADING TQ DEATH‘(a) ‘t.
I *This does not mean | ANTECEDENT CAUSES /? -

the mode of dying, such | Morbid conditions, ¢f any, g{viﬂg DUE TO (b} A

z “[1- da heart failure, asthenda=|- -rite 2o the . abooe cause:(a} sating:~ -~ R L
de. It means the dis- the underlying couze last. %
case, injury, or complica- + e oo DUE 7O {c).-, - '
tion 1ohich caused death. | 1). OTHER SIGNIFICANT CONDITIONS

Cuonditions contribuling to the death bud ot ?5"&0
related to the disease or condition causing dcaﬂl . . .t L ; L
7 @ || 19a.”DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION T - : . 20, AUTOPSY?
TION o
. .. I ] P A A e e . mD uoD
21a. ACCIDENT (Speciiy) 21b, PLACE OF INJURY (e.x.,Inorabout | 21c. (CITY, TOWN. OR TOWNSHIP) . -y e ({COUNTY) v {STATE)., . .
SUICIDE boms, farm, fagtory, street, offioe bidg., et} resrien e ‘ - oo ety
HOMICIDE

21d. TIME . tMonth} (Day) (Year) (Hour) 2le, INJURY QCCURRED | 21f. HOW DID INJURY OCCUR?

- . : - - - | WHILE AT [ ] ‘NOT WHILEf™ e resemeaes B T L

INJURY = { "woRK AT WORK Ja) e .

2.-] hereby, :'fy'rtha't‘l ‘atiended thy:decedsed from __m_, Igﬂ, lo , 19 " that I last saw the deceased
alipe_on , 18 and that death gccurred at (41O ‘A m., fronyfhe causes and on e date stated above.
2 U7 R Y or tige)y | 23b. ADDRESS 23c. DATE SIGNED
> MO GA o e s ) o %
24c. NAME OF cEMETERf OR CR MATORY. - .i| 24d.2LOCAZION (Olty, town; ﬂcoumy) -(sm,r' }

6=7-1949 Ridge Park ... -- -l..:y

Rggts'rma's a?Gug?UR {,06 25, FUNERAL DIRECTOR' ’ ADDRESS

©| Morton-Smith's F.H., N.K.C.Mo.

(Vicensed Embalmer’s Statement on Reverse Side)

!
: . i
WRITE PLAINLY—USING UNFADING BLACK INE—MAKE A PERMANENT RECORD
. . ) "

DATE REC'7 BY L%%AL




[404/

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 bymeee —

- . . Student Embalmer No. '
“-orking - N peuonal supewaion' % M
Student .ecesasercssannsas Cireessiniarsans . Signed ,/ g V. ;
Student Embalmer ‘M’
Licensed Embalmer Np. M Ay

P. O. Address _.é

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

H this body i3 not embalmed, fact should be so stated sbove. : -

[ . . » a -




