No. 300
10.48

WRITE PLAINLY—USING UUNFADING BLACK INK-—MAKE A PERMANENT RECORD

THE DIVISION OF HEALTH OF MISSOURI '
- ALED JUN 10 1949 STANDARD CERTIFICATE OF DEATH 16146

- State File No.onmie s s
BIRTH NO. nec. oist. wo. LT erisny ves. ist. wo. L8 Registears No........2..2...§4
1. PLACE OF DEATH 2. USUAL RESIDENFE (Whare deceassd lived. I institution: residence before
a. COUNTY Jackaon a. STATE Mo b, COUNTY Jackson“"”i"';f}
b. CITY (I outride corpurate Himits, write RURAL and give ¢. LENGTH OF ¢. CITY (If outaide corporate Limits, writs RURAL and give township} e
OR Ka cit sownahip) | STAY (n thia place? CR 7 3
Town _Kansas City 8 4O yrs| TOMW  Kangas City / -
d. ?&PP'P&EO%F (If not in houpital or institution, give strect address or location) dAsDrDRREEEgS (If rum), give locatlon) ' d’
INSTITUTION General Hospital Kl 1012 Prospect O
3, NAME OF . {First b. (Middl ¢, (Last
pEceastn o Y (Middle) (Last 4DATE  (Month) (D) (Yeo
( Type or Print) Emily Smith i 5/23/49
5. SEX 6. COLOR OR RACE | 7. \"JIADROR[EE' gIEgEFRiCthéRR[ED. 8. DATE OF BIRTH g-l.f"(s;E (In ye)n. ; uz.m | TEAR ; UNDER I HE3.
. (Bpacil; L] ) ours | Min,
Fem /| Wh Widowed 2 10/3/1871 | #%J; =,
10a. USUAL OCCUPATION (Qivekind of work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (8tats or torelgn oquatry) 12. CITIZEN OF WHAT
dene during most of worklag Efe, evea if retired) DUSTRY / COUNTRY? ,
Hosewife —- Lincoln, Nebraska
13a. FATHER S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
®wiliiem Watson { Margaret Mon b i'd
I5. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT'S S|GNATURE OR NAME ADDRESS
(Yeu. 0o, or unknown) | (If you, give war or dates of sarvice) . NO. X

no ne no ebr

INTERVAL BETWEEN
ONSET AND DEATH

-~

18. CAUSE OF DEATH EASE OR CONDITION
_Enter only onecauseper | f. DIS! -CONDITIO|
line for (a), (b}, and () | D'RECTLY LEADING TO DEATH® ()

MEDICAL CERTIFICATION

*Thia doey mot mean ANTECEDENT CAUSES

the mode of dying, such | Morbid conditions, if any, giving DUE TQ (b) i -
o heart failure, asthenia, | - rize fo the abooe couse (a) stating : : q b 5
ete. It meons the dis- the underlying couse last. ) 7
cave, injury, or compli . DUE TO (¢)
tion which cavused death. | 11. OTHER SIGNIFICANT CONDITIONS
Conditions contrivuting to the death but not
related {0 the disease or condition causing death. P .

20, AUTOPSY?

[~ ves [ ] NOQ

19a. DATE OF OPTE%'?-E 195, MAJOR FINDINGS O quﬂ .
: - J el addlii e T

21b. PLACEOF INTURY (a.g.. 1 srabout | 216, (CITY, }6WN, o‘ﬁ\rbwns{\f’p/ . (STATE)

2a. Q%C[FDEET 7“” ﬂ7 home, farm, factory.sirest, office bldg.,et0.)
Homqa;%v 77/ //,{_, 4

214. TIME (Moath) (Day) (Year) (Hour) 2le. INJURY OCCURRED | 211. HOW DID INJURY OCCUR?
OF WHILE AT[™] NOT WHILE .
INJURY = | worK AT WORK
2. I hereby certify that I atiended the deceased from , 18 to , 18 , that I last saw the deceased
alive on 19 , and that death occurred al ________ m., from the causes and on the date siated above,

01 I \r oy VR vy,

%B.NBUR ‘}..tﬁEMA'- b. DATE . 240, NAME OF CEMETERY OR CREMATORY 'ﬂﬁ.'ﬂUCATlON,?(y,town,ormumy) / (Stafe
(Bpeclty)

Birial 7| 5/26/49 Forest Hill Cem, Kansas Gity, Mo,

DATE REC'D BY LOCAL | REGISTRAR'S SIGNATURE ' 25. FUNERAL DIRECTOR'S $1GMATURE ADDRESS

4

2y P John P. Sheil, K. C. Mo.

(Licensed Embalimer’s Staternent on Reverse Side)
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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 me, or by e

Student Embalaer No.

Signed }ZL/'M/ /f%‘/ B
Slgned ....... tessrsrsmssrmsesnennanuy vsrasnaaen V‘icenaed Embaimer N03£—2J ________________________

Student Embalmer .

. ' P. 0. Address. __.“‘é - o]

., Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HAND TING. (Failure to comply wit]
thé: above constitutes grounds for revocation of license.)

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

working under my personal supervision,




