. Mo, 300
. 10.48

FILED JUN 25 1949

BIRTH MO.

REG. DIST.

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH v Fie NeAL

wo. _/ 22 PRIMARY REG. DIST. w0._ /00X Regisror's No....

I. PLACE OF DEATH

2. USUAL RESIDENCE (Where decessed lived. If instisution: residensce before

d. FULL NAME OF (If oot in hoapital or §

a. COUNTY Jackson & STATE s coouri b.COUNTY  Jackson ..1..1.;.,,., .
b. CITY (1 cutelds corpurats limits, write RURAL and give c. LENGTH OF || «. cmr {If autalds corporate limits, write RURAL sad cive m..u,;l ’5
OR . townahip} |- STAY (la this place)
TowN . Kansas City (7 |34 ‘IEAIQJ' town  Kansas City )

ion. glve streat address or | d. STREET (I munl grobaton) JRNETFrEs MNO 7EL

HOSPITAL OR ADDRESS
iNsTiTution  General Hospital No. 1 615 E. 9 St.
3. NAME OF a. (First) b. (Middle) c. (Last) 3 DAE
DECEASED B . Gund oF (Mgnth) (D,?y) Yﬁb
{ Twpe or Print) James LAINE under OEATH
5, SEX [\ 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH 9, AGE (In yeara| W UNDER 1 YEM | o UMDER u His.
) - WIDOWED, DIVORCED (Bpecily) laat birthday} Month-l Days | Bours | Min.
WIPOWED 4 SEPT-/ - 11 84 16 4Yenns |

10a. USUAL OCCUPATION (Gilve kind of work
dons diriog most of working Life, evan if retired)

et

NOME

10b. KIND OF BUSINESS OR_IN- | 11. BIRTHPLACE (State or forelgn country)
) DUSTRY

UNIoN Coowzy Otivol | G

12, CITIZEH OF WHAT

U s A

13a8. FATHER'S NAME
—

Joun M,

13b.

MOTHER'S MAIDEN NAM 14. NAME OF HUSBANDOR WIFE

C"%UNDEJ?-PHQEAEANN Bno ANS ONINow A

i5. WAS DECEASED EVER IN U, 5. ARMED FORCES?
{Yes. 9o, or unknows) I (If yes, xivo war or dates of servies)

16.

48

SOCIAL SECURITY | 17. INFORMANT'S SIGNATURE OR N

DDRESS

E N
N
7‘9’“?& Quuoee. YIINESTCenTEr STREET

18. CAUSE OF DEATH . MEDICAL CERTIFICATION %‘Eg:}ﬁ gmzu
1. DISEASE OR CONDITION . . H
e e by | DIRECTLY LEAGING TO DEATH"(sy ___Malipnant melanoma with metastases
r 3
“Thts docs mot mean | ANTECEDENT CAUSES Primary in eye

the mode of dying, such | Morbid conditions, if any, gising DUE TO (B)

a# heart fatlure, asthenia, | Tise 10 the abore cause (a) stating ) =

ce. I means the dis- the underlying cause last, - *

cate, injury, or complica- DUE TO (e) 9 AJ :

tion which caused death. | 11. OTHER SIGNIFICANT CONDITIONS . : \ | L8
Conditions confributing lo the death but not
related to the disease or condition causing death,

19a. DATE OF OPF%JN 19, MAJOR FINDINGS OF OPERATION 2. AUTOPSY?

YES D NO@

WRITE F;LAINLY—USING UNFADING BLACK INE—MAEKE A PERMANENT RECORD

21a. ACCIDENT (Bpacity) 21b. PLACEOF INJURY te.g..inorabout | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE boma, farmo, faatory, street. office bldg..eta.) - . = .
HOMICIDE .
214, TIME {Month) (Day) (Yeur) (Hom) 21e. INJURY OCCURRED | 21f. HOW DID INJURY QOCCUR?
B - WHILE AT NOT WHILE
INJURY WORK AT WORK .
22. 1 hereby certify that 1 aitended the deceased from __M8Y 20 1o U9 1o _June 7 . 1o 19 1ot [ last saw the deceased
aliveon _June & . 191  ang that death occurred at {1 m., from the causes and on the date stated above.
Zh. SIGNATURE ’ (Degroe or title) / b, ADDR& 23¢. DATE SIGNED
v%%ﬁ?ﬁﬁ' /i - 8 / Acting Med, Dir. Gen‘ 1 Hosp. 6-7-49
Zlao.NngulgV!l.A.LCREMA 24b. DATE 24c, NAME OF CEMETERY OR CREMATORY 24d4. LOCATION (Qity, town, or county) {State)
. (Bpectiy) . N
EMovat VT une-7-/945|fR1CE Gsmnuy Union Qounzy  Otio
 FUNERAL DIRECTOR'S S| GNATURE ‘ADDRE 83 )
DATE REC'D BY LCKZAL REG! R'S SIGNATU-RE F] i ,33 ROI 0&51‘4“
- -~ L iy

{1

jcensed Embaimet's Etnemrn: o 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, or by (e

Stgned..... Herrsesnana
Student Embalmer

P. O Address_._......_......... o

Note: . The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANPWRITING‘..(Faﬂqre to comply wid‘l
the above constitutes grounds for revocation of license.)

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

*




