. No.300
', 10.48

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

THE DIVISION OF HEALTH OF MISSOURI
MED MAY 19 1948  STANDARD CERTIFICATE OF DEATH

Res. DIST, No. _/ 22 PRIMARY REG. DIST. m.@ée_ Registrar's No

1889

owt 6f worl

10a. USUAL OCCUPATION ((iivie kind of work
done

life, aven if retired)

Self

10b. KIND QF BUSIN&DOR IN-

-‘ma‘rn NO.
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where o d lived. If i jon: resid befora
. COUNTY . STATE . . dinisefon).
a Jackson s Missouri b COUNTY  Jackson ™™™
b. CITY (1f-oqtride corpurite limits, writa RURAL and give c. LENGTH OF || c. CITY <if outdde sorporate limite, writa RURAL and give mm,i,( ¥
OR . townahip){ STAY ifn shis place)
town  Kansas City 3’5 ig,_-g TOWN Kansas City 5
d. Fl-Ltjld‘Ei'P#hiq_EooRF (If not in hospital or instltution, Kive streot addrese or 3n) d.ASJSFI{EE{S (I rara?, give locatlon)
INSTITUTION General Hospital No. 1 2Lh6 Prospect :
S.gE%ME ?E'E 8. (First) b. (Middle) c. (Lnst‘) 4 DSEE (Month) (D“')d (Yesr)
{ Twpe or Print) Minnie Boies DEATH N 28 1949
5, SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, | 8. DATE OF BIRTH 9. AGE (Iu yenrs| ¥ UNDGR | YEAR | 7 GrER 4 W3,
' WIDOWED, DJVORCED (8guetfy) [/ l?t?md-y) . Menuu’ Days | Hour | Min.
LErre fe '_/k:éztrﬁ nlffmwf-: /B0 i

OR 1N 1. BIR?HMCE !Buu or {orelgn country)

12, CITIZEN OF WHAT
Ccou 1

ZS ) r0/8 A

nu G eper .
laa. ER'S 2 13b. MOTHER' 5 ,MAIDEN NAME 14, NAME/QF HUSBAND OR WIFE R
Wﬁf Slmmg GA/I!‘/D ﬁﬂ%—@%
17. INFORMA S SIGNATURE OR NAME A

|5 WAS DECEASED EVER IN 1).5. ARMED FORCES? | 16. SOCIAL SECURlTY ODRESS
(Y-.mﬂhw-n) | (I yua, xivo war or dn!- of servics) ? ‘/ ﬂ / p j
ﬂh(a caor Frtk[(? Ofnm: AOD,
18. CAUSE OF DEATH MEDICAL CERTIFICATION lgTERVAL B%ﬂl
. Enter only onecanse per DISEASE. OR CONDITION Acute mvocardi : 3 NSET AND DEATH
Hine for (5, (5. a0 (& M OIREEATY CEAGING TO DEATH® (g Yy al- inf arctlon due to
ANTECEDENT CAUSES
*This does not mean C
the mode of dying, such | Morbid conditions, if any, giving DUE TO (&) oronary thrombosis
-|| o heart faduse, asthenda, | rise fo M‘I nibm:e am.vfag:) Hating e e L. R - - R .
dc. Jt meons the dis- | Uhe underlying couse : Generalized arteriosclerosis
ease, injury, or complica- o DUE TO (c)_ ;
tion which caused death, | If. OTHER SIGNIFICANT CONDITIONS® Tes o 2 3' - - L} b\
Conditions contributing to the death but né? ; : ' gv’
related to the disegse ar’mduto:aaoaudw deafh. Dl abetes mell:l.tus
192 DATE OF OPERA- | '19b. MAJOR FINDINGS OF OPERATION - EE . e - "- . " | 2. AUTOPSY? Lt
TION . @ D
- . + YES NG
21a. ACCIDENT (Bpecify} 21b. PLACE OF INJURY (e.g..inorabous | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE r o homa, farm, fagtory, street, office bldg., sta.) . i - .
HOMICIDE | -, .
21d. TIME (Mogth) (Dmy}  (Yems) (er) h 213 INJURY OCCURRED 2. HOW DID INJURY OCCUR?
I - N "WHILEAT[—] NOT WHILE
INJURY - m- __WORK AT WORK
(S ; i
2. I hereby certify that I.attended the deceased from April 11 , 19119 , b0 - April 28,, 19_1{9, that I last saw the deceased

- -

REGISTRAR'S SIGNATURE

alive on . 19_1.19, and tha! death occurred at : m., from the causes and o the dafe siaied above.
2 SIGNATURE fm. W. Har {Degros or ﬁxm 23b, ADDRESS Z3c. DATE SIGNED
, W—ZIJ—\ - DA L - Yed. Dir. Gen'l.Hosp. L-29-19
240. DATE 24c. NAME OF CEMETERY OR CREMATORY | 24d. LOCATION (Oity; town, or county) (State)

e nae. e,

‘RoDRESS

(Licensed Embafmer’s Statemenit on Reverse Side)
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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

- et eensanen s saranen ., Student Embelmer No. .

working under my personal supervision.
Signed...._ , gU)

. 5Tgned.isinccccccccasasaanannn tasssssnnans eeeans .
? Student Embeimer ) Licensed Embalmer No.

P. O. Address .
Note: The sbove MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN
the above constitutes grounds for revocation of license.) .
If this body is not embalmed, fact should be so stated sbove.4™ -~ . oL “\ata




