’ 5. No.300 F"_EB JUL . THE DIVISION OF HEALTH OF MISSOURL . 19504
. 1048 8 1949 STANDARD CERTIFICATE OF DEATH 5tte File Nomresrenemsnssomeemrom
y .
BIATH NO. REG. DIST. MO. /5/2 PRIMARY REG. DIST. W0. _ 20 8 A Repistrar's No 2833
, 1, PLACE OF DEATH 2. USUAL RESIDENCE (Whbers decessed lived. If Ingtlation: residence before
. COUNTY . : aunimaton).
. a on a STATE yot maourd b, COUNTY Jackaoi ="
H b. CITY (I oateide corporate Limits, writs RURAL wnd give €. L\E—:NGTH OF c. Cg;r (If outalds vorporats limits, writse RURAL and give township) é/ Fe
-'nlhl th | -
: rown Kansas City T Peoats TOWN Kansas City | A
d. FULL NAME OF (If not in hospital or institation, give street address or logatlon) d. STREET (H rural, give loaation) |84 -
HOSPITAL OR ADDRESS
isTITUTIoN  Research Hospital 306 South Belmont <
BDNE%REESOEFB a. {First) b. (Middle) ¢. {Last) 4. Ds}'g (Month) (Day) (Year)
{ Twpe or Print) William Re DELancey DEATH T=1-1949
5, SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, | 8, DATE OF BIRTH S, AGE (1o years| Ir UNOER 1 TEAR | & GRDER 2 ax,
( . WIDOWED, DIVORCED (Bpacity) Last birthday) |Mosthe l Dans | Hours | Min.
__Malel/ !White | Married / 12-24-1909 39 |
10a. USUAL OCCUPATION - 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE a
done during mowt of working i, eees il matoads | OF BU DUSTRY Btate or foreian conter) 'zi:&@%%;?l:w‘"
Chiropractor brs Pensylvania / o3ele
13a. FATMER'S NAME 13b, MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Willlam F, Delancey ]l Pearl Aumeller Czar Delano ‘
15. WAS DECEASED EVER IN U.S.ARMED FORCES? | 16. SOCIAL SECURITY | 77. INFORMANT 'S 51GNATURE OR NAME
(Yes. 00, or unknown} | (If yes, give war or dates of service) NO. 2] |
_Ho None Mrs, Mary Cgar Delanoey =306 Sou
16. CAUSE OF DEATH MEDICAL CERTIFICATION T E INTERVAL EETWEEN ‘
onttys I. DISEASE OR CONDITION . .
- yiases only onocstsepe | TDIRECTLY LEADING TO DEATH® 1) Untrrr——a ey

lne for {8}, (b}, and (¢}
*This docs not mean ANTECEDENT CAUSES

the mode of dying, ruch | Morbid eondsions, i any, giving DUE TO (B) F e Cay = £ ~

T rise to the above cause () stating .
a bearl fallure, asthenda, the underlying cause last.

de. It means the dis-

cuse npurs,or ompi : DUE TO ) -
tion which cansed death, | H. OTHER SIGNIFICANT CONDITIONS
Conditions contributing to the death but not
related to the diseare or condition cousing death. N
19a. DATE OF QPERA- | 19%. MAIQOR FINDINGS OF OPERATION ) 20. AUTOPSY?
TION 1 5
2Z1a. ACCIDENT (Bpecily) 21b. PLACEQF INJURY (ex..inorsbout | 21c. (CITY, TOWN, OR TOWNSHIP} - {COUNTY) (STATE)
SUICIDE boms, farm, factory, stress, offios blds_ e0) L .
HOMICIDE i
21d. TIME (Moath)  (Dar) (Yeur) (Hour) 21e. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
oF Ny N WHILE AT NOT WHILE
INJURY WORK AT WORK

WRITE PLAINLY—TUSING UNFADING BLACK INE—MAKE A PERMANENT RECORD:

2: I hereby certify that I attended the déceased from oL Hana & 194 9,15 _ F ey 1,19 49, that I last sow the deceased
alive on .L._VLM-_S_Q, 19‘.{_‘1, and that death occtrred al _S:X¢ m., from the causes and on the date stated above.

2, SIGNATURE Martin J. Musller (Degroeortitgy | 23b. ADDRESS 23. DATE SIGNED
; Yl eanAomnd - m ¢34 PAg g Lo B2 D g., K.C.H0 |durlyl, 1949
4. BURIAL, CREMA- | 24b, DATE 24c. RAME OF CEMETERY OR CREMATORY! | 24d. LOCATION (Clty, town, or county) (Elate)
TIGN, REMOVAL (Staeity) {
DATE REC'D BY LDCE%L REGISTRAR'S SIGNATURE . 25. FUNERAL DIRECTOR'S SI1GMATURE ‘ADDRESS
. - | _Mra, CoLs Forgter Kansas Ci Mo,

(Licensed Embalmer’s Statement on Reverse Side)} ¢




STATEMENT BY LICENSED EMBAILMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, ot by ...
Student Embalamer No.

vorking under my personal supervision

Signed.........._...._.;. Y ..
......................................... Licenzed Embalmer NK._. §4
P. O Address__-__‘/g .C_ W

Signed
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWR.ITING (Failure to comply with

the above constitutes grounds for revocation of license.)
If this body is not eu:ba!med. fact should be so stated above.




