THE DIVISION OF HEALTH OF MISSOURI

. Mo.300 FILED MA
- o2 LED MAY 27 1949 STANDARD CERTIFICATE OF DEATH s it 10 LRGSR ...
BIRTH NO. - - REG. DIST. NO. ZE 2 PRIMARY REG. DIST. NO. g ﬂ_ o2 Registrar's No....... .2052
1. PLACE OF DEATH 2. USUAL RESIDENGE (Where decoassd lived. I7 I idoncs before
a. COUNTY a. STATE b. COUNTY adimimion),
Jackson Mo. Jackso n u x
b. CITY (I outalds corvurate Umits, write RURAL and give c. LENGTH OF c. CITY (If outadde corporate Limits, write RURAL and give township)
. township) 51'&‘:’ ii thia place)) QR f
TOWN Kansas City te Town Kansas- City 7,
d. FULL NAME OF (I oot in howpital or institation, give atreot addres or loation) d. STREET (If rural, give location) : '
HOSPITAL Q / ADDRESS
NS UTION 51l Maple 51); Maple )
BDP‘E'ACNE‘ESOEFD 8. (Firsl) b. (Midd]e) . (LM‘) 4, DATE (Mo‘nth) (Day) (Yanr)
( Type or Print} James Williams . Garner, Sra DEATH 5"9“159
5, SEX 6, COLOR QR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH 9. AGE (In years| & tnofn 1 YEaR | o W0ER 4 s,
() WIDOWED, DIVORCED (Bpasify) : last birthday) Mnnth-l Dave | Hours | Min.
M w Married ! July 14, 1893 I
10a. USUAL OCCUPATION (Givekindofwork | 10b. KIND OF BUSINESS OR IN- | 1). BIRTHPLACE (Swutes or forelgn covotry) 12, CITIZEN QOF WHAT
dons tuting toes of working tifu, evan if retired) DUSTRY COUNTRY?
ness . Mo, Ue Se As
-13a. FATHER'S MAME 13b. MOTHER S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
James W, Gamer | Cary Co Coates . | Mrs. Mae E. Garner
5. WAS DECEASED EVER [N U.5.ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
{Yes, 0o, or unkoown) |, {If yes, rive war or dates of service) RO.
No No Mrs. Mae E. Garner 51l Maple ]
18. CAUSE OF DEATH MEDICAL CERTIFICATION lg;gg}fﬁlﬁgmm
 Enter only cnecasseper | 1. DISEASE OR CONDITION . A E:
line tor (), (b}, and (c} DIRECTLY LEADING TO DEATH'(E) [a) ‘f
*This does not meen ANTECEDENT CAUSES N .
the mode of dying, such | Morbid conditiona, if any, giring DUE TO (b) —mﬂm L] %QL;-_
a8 heart failtre, asthenia, | rise to the above cause (o) siating D ‘
de. Jt meens the dig- | he underlying cause last.
ease, infury, or complica- DUE TO (c)

tion which cansed death. | 11, OTHER SIGNIFICANT CONDITIONS
Conditions contributing to the death bul -Mmcﬂ_‘___kf ’W‘M y.em,g__

related Lo the dizease or condition causing

19a. DATE OF QPERA- | 19b. MAJOR FINDINGS OF OPERATICON 20, AUTOPSY?
TION
ves L] o B
21a. ACCICENT (Boecity) 215, PLACE OF INSURY te.x.. inorsboat | 2lc. {CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE bome, farm, factory, street, office bidg.,e30.)
HOMICIDE
214. TIME (Month) (Day) (Year) (Hour) 2te, INJURY OCCURRED | 2if. HOW DID INJURY OCCUR?
' WHILE AT NOT WHILE
INJURY o | “work AT WORK

22, I hereby certify that I atiended the deceased from ,Y_:fL_ 104 10 27y 2 1982, that 1 lost sow the deceased
aliveon MAy @ 19% 9, and that death occlirred a /) =2 80 m,, from the causes and on the date slated above.

2, SIGNATURE William F. Sgpders (Degwortitle) | 23b. ADDRESS /' 3. 3 Bleaef @-~sv_ | Bc. DATESIGNED

%&ﬂf_gﬁg&&—w B Nosots Culy, 2200 12/
%a. ngﬁgmmﬁ; DAT, 24c. NAME OF CEMETERY OR CREMATORY 24d. LOCMIION (Clty, town, or county) (Gtate)
Burial // 2/+#7 l Mt/ Moriah Kansas City, Mo.

DATE REC'D BY LOCAL nssérmmé SIGNATURE 25. FUNERAL DIRECTOR'S S| GNATURE ADORESS

,//,W“G - | STINE & McACLURE Kasas City, Mo.

{Licensed Embalmer’s Stastement on Reverse Side)

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

................................................. rteens Student Embalaer Mo.

working under my personal supervision.

Student seenensennerenns ievreerrsenaans weve Signed Q‘M\ “ w

Student Embalmer
Licensed Embalmer No.. & c)- * 8

P. O. Address— \7{ Q \‘YW

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

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




