FILED AUG 12 1949

THE DIVISION OF HEALTH OF MISSOUR!

23456

. No.300 .
STANDARD CERTIFICATE OF DEATH State File N
10.48 L0 - P 3166 -
'BIRTH NO. REG. DIST. wo. _/ ﬁz PREMARY REG. DIST. KO, Aﬂ_ thmmnm ettt e e emes snmninn
1. PLACE OF DEATH 2. USUAL RESIDENCE (Whare Jacoasad lived. 1f institution: residence before
8. COUNTY Jackson » STATE M gsourt > COUNTY Jackson 7
b. CITY (1f cutsfde corpurate Umits, writs RURAL and give ¢c. LENGTH OF ¢. CITY (If outaide corporate limita, write RURAL and give townahin) g
- townahip} | STAY (in this place) P 3
town  Kansas City HOYEARS | TOWN Kansas City iy z
d. FULL NAME OF (1f net in hoapital or Jnsttution, give strest addrom or n} d. STREET (i renal, give location) l i Y
HOSPITAL OR ADDRESS
INSTITUTION General Hospital No. 1 1326 E. 10 St,
3. NAME oF 3. (First) b. (Middie) c. (Last) 4 OATE (Moath)  (Day)  (Yean)
{ Type or Print) William B. Hurd DEATH 7 20 191‘9
5, SEX. 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH 9. AGE (En yenrs] IF UNDER 1 YEAR | IF UNDER u HES,
AA . WIDOWED, DIVORGCED cs7£:,) Iast birthday) Monﬂu, Days | Hours | Min.
MARRIEQ T |sJuey.a3-18F | 74VEses |

102, USUAL OCCUPATION (Give kind of work
ne ditring mpst of worki; s, evan il retired)

TIRED JARD

i0b. KIND OF BUSINESS OR lN'

VEn

11. BIRTHPLACE (Stuta ot !an!n country) 12, CITI1ZEN OF WHAT
COUNTRY?

13a. FATHER'S NAME
Horo

o GDMPAA'Y JotieT } JLLINois /

13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSERND—OR WIF

Bacow

Wit o )
2' WAS DuEkaASEP E\[IIER IN’U 5. ARMdED I;ORCE'; 16. SOCIAL SECURITY 17. INFORMANT'S SIXGJNTU E OR 3:‘ £A r. Rﬁ
.00, nown! »eu, xive war or dates * N I J
NE iy Y94 14-3984 Mrs Minniie & Horo 338555 d%)p

18, CAUSE OF DEATH
. Enter only onacause per
Iine for {a), {b), and (c)

*This does not mean
the mode of dying, such
--|| o heart fallure, asthenia, -
ete. Jt meana the dis-
eese, infury, or complica-

“the underlying couae

1. DISEASE OR CONDITION
DIRECTLY LEADING TO DEATH" 4 -

ANTECEDENT CAUSES

Morbie conditions, if any, gising PUE TO (b)
v Fize Lo the. abooe oam;ag:} sating ...

INTERVAL BETWEEN

MEDICAL CERTIFICATION
: ONSET AND DEATH

Adenocarcinoma of recto sigmoid

pe ema s

DUE TO (c)

tion which coused death,
Conditions condribud

1. OTHER SIGNIFICANT CONDITIONS

ing to the death but ot I~

related to the disease or condition cousing death. Hernia, left inguinal 'ith
- 19a. DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION: incarceration : - - 20. AUTOPSY?
TION . [
1. .. Co- ves KA wo [
21a. ACCIDENT (Bpecity) 210, PLACEOF INJURY (s.q..to orabont | 21c, (CITY. TOWN, OR TOWNSHIP) {COUNTY) (STATE)
SUICIDE hotw, farm, fsstory, sireet. ofice bidg., s10.) - B Lo ’
HOMICIDE
21d. TIME = (Month) ~(Day) (Year) (How) 21, INJURY OCCURRED 2. HOW DID INJURY OCCUR?
oF . WHILEAT ] HOT WHILE . .
INJURY = | " work AT WORK

alive on , 19

22. ] hereby certify thal.l attended the deceased Jrom _ﬂlx_lL,.wh‘L, lo _ll'l.llL?.'Q, 19_}.19_, that T last saw the deceased
July 20.. 61154,

, and that death occurred af m., from the causes and on the date stated abdove.

WRI’[‘E‘I PLAINLY-—USING UNFADING BLACK INKE—MAKE A PERMANENT RECORD

23a. SIGNATURE Wm,  W.  Hart (Degres ot 3ifle} | 23b. ADDRESS 2. DATE SIGNED
P )Fe 7&_%—%4)\ F)-|: - Med. Pir. Gen'l Hosp. . 7=-20-19
j DATE 24c. NAME OF CEMETERY OR CREMATORY. . .| 24d.-LOCATION {Oity, town, of tounty). : - (State)
VY 22494 9 — Yor Ton NAaNsAs -
25 FUNERAL DIRECTOI 3 Sia ‘I’I.IES M:DIE!S
RS C'k KAy

Rzz: RAR'S SIGNATURE




o e
o=t

.
——— -

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

Student Embalmer No.
working under my personal snpervision, B

- ‘ W ‘.,
StUdENt oueeuenecireroasioans Signed....... W / 7 M

Studont E-balnnr i}
Licensed Embalmer No.... 7?1902

. " ‘ P. O. Address 4/ C)/ %4 |

Yo'y

"Note: " The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRI'I'ING (Fdlure to comply wnth‘
the above constitutes grounds for revocation of lxcensa.) )

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

- -




