5. No.300

¥,

10.48

THE DIVISION OF HEALTH OF MISSOURI

FLED JUN1(Q 1949  STANDARD CERTIFICATE OF DEATH Srate it Moo EDDDD.
BIRITH NO. REG. DIST. NO. /yf PRIMARY REG. DIST. NO. _Z_J-r’RepulrarlNa__._.ég..24
i. PLACE OF DEATH 2. USUAL RESIDEMNCE (Where d d lived. If in id before
s COUNTY  yackson e Missourd > COUNTY Jackson ey

b. CITY (1! cuteide corpurate limits, writs RURAL and ‘give c. LENGTH OF ¢. CITY (If curside sorporste limits, write RURAL and give township) ’
OR tawnahipy | STAY ﬂn thh <o) OR K ! C : t’ 5 j
TOWN  Kansas City {/ a6y TOWN ansas’ City -
¥ -
d. FULL NAME OF (1f not in hoapital or institution, give street add locat i1 rarsl, give location) :
NP e not in hoa: ar 3, cive or ADDRBS 3?22 Wabasn d’Q
INSTITUTION C.Gen a aspit .
3. NAME OF 8. (First; b. (Middle, ¢, (L.ast
DECEASED (First) ( ) (Last) 4 DATE  (Math) (Day) (Year)
(Twpe or Print) Edith ( Nowg ) Jonnson bEat  May 19 1949
5. SEX } 6. COLOR CR RACE | 7. #IAD%%EEE%&EECPEBRRIED 8. DATE OF BIRTH 9-:.65*’('? yearm Ll; UNDER | YEAR | @ UDER u ums.
. " {Bpecify) . t } optha| Days | Hours | Min.
~ w/ 1 /= 30 - /f 7/ 7; ' I
102, USUAL OCCUPATION {GWekindofwork | 10b. KIND OF BUSINESS OR IN- | 1L BIRTHPLACE (Biate or forefan country) - 12, CITIZEN OF WHAT
doba dgring most of working Life, aven il rotired) DUSTRY COUNTRY?
AT }IOME A/ﬂMrHS / Uo Se A

138. FATHER® S NAME

13b. MOTHER'S MAIDEN NAME 14. MAME OF HUSBAND OR WIFE

| Enter only onecauseper | 1. DISEASE OR CONDITION
line for (8), {b), snd {c)
“This does nol tnear ANTECEDENT CAUSES
the mode of dying, such | Morbid conditions, if any, ¢
the underlying cause last, -+

ete. It meana the dis-
ease, infury, o complica-

DIRECTLY LEADING TO DEATH'@)

[-’b) Cerebral hemorrhage

/
£ RAS MU e/o[rv.s'anf BrgeliNE Ae o t¥ MNowe
Ig’ WAS DECEASEP EYER IN.'U S. ARMdED ?RCE‘: 16. SOCIAL SECURch;( 7. INFORMANT S SIGNATURE OR NAME ADDRESS
8. DO, O . Fab, EiTS WAL OT tom . .
b s of orvicn N0 MRS G. Nohmson 3£33Muwrsal)
18. CAUSE OF DEATH MEDICAL CERTIFICATION INTERVAL BETWEEN

ONSET AND DEATH

(%} Bronchopneumonia

ioing DUE TO (b)

az heart falure, asthenia, rise Lo the above cause (a) slating

DUE TO (¢)

tion which caured death, | 11. OTHER SIGNIFICANT CONDITIONS

Conditions contributing to the death buf not -
related to the disease or condition caunsing death.

33/X

19a. DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION 20. AUTOPSY?
TION
. ves ] wo [
21a. ACCIDENT (Bpecity) 21b. PLACE OF INJURY ts.e..inorabout | 21c. (CITY, TOWN, OR TOWNSHIP) . (COUNTY) (STATE)
SUICIDE, home, farm, tastory, streat, offics bidg.,ete.) "
HOMICIDE
21d. TIME {Month) (Day! (Yewr) (Hogr) 2la. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
WHILEAT NOT WHILE
INJURY WORK AT WORK

| alive on __2=13 1949 | and that death occurred

2. 1 hereby certify that T atlended the deceased from ___2=15= 19 UG - 5=19= 15 1D ihat I last saw the deceased
au_li_ m., from the causes and on the dale stated above.

zi( SIGNATURE  Um. W Degroe or titlo) ,|.23b. AD . . Zic. DATE SIGNED
W %(Zfﬂ I) Hed. Dir. .C. Gen,fospital 5-20-49

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

28a. BURIAL. CREMA- | 24b. DATE
TION. REMOVAL (Bpecily}

oV AL sST-2d-¥9

24c. NAME OF CEMETERY OR CREMATORY

240, LOCATION {Olty, town, or county) (State)

Fr"&soﬂ‘ HANS .

DATE REC'D BY LOCAL R'S SIGNATURE
D s ]

25 FUNERAL DIRECTOR' S SIGMATURE ‘ABDRESS

STnveYy MECJloer /. E Mo

(Eamd Embalmer’s Statement on Reverse Side)




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, ot by
working tnder my personal supervision, ' Student Embalmer No..... tererresnaaans seserans
- Signed QA.;Q\M b(' _Q’—l-Q
B S Lr S TOPCLLATELRELE S Licensed Embalmer-No...s3 DA

'; o P 0. Address H e h"-*d

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

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

(X




