THE DIVISION OF HEALTH OF MISSOURI
(. 300 F".ED AUG 6 1949 T . 3573
o STANDARD CERTIFICATE OF DEATH State File No. S,
B1RTH NG, REE. DIST. NO. _ﬂ& PRIMARY REG. DIST. NO. _&dé Registrar's No 3‘;64
1. PLACE OF DEATH ' 2. USUAL RESIDENCE (Where decessed lived. 1f lastitution: resifsnce before
a. COUNTY a. STATE b. COUNTY aduninion).
Jackason Missouril Jackson Vi
b. CITY (f.outeide corpurate Limits, write RURAL and give ¢. LENGTH OF ¢. CITY (If outside corporate Limita, write RURAL and ive townshis} Wﬂ
townghip) AY (1o this place) .
TowN Kansas City 0 _yrs. TOWN Kensgas City
d. FHOLIS.P!‘!!{\AME ORF {If Bot in bespital or lnatitstion, give atrect address of lopation) d'Asl;rl."}REEESTS T (1 rursl, ghve loeation) ¥}
INSTITUTION St. Joseph Hospitel () 1,06 North Lawm g
S.DNE%%ES%FD a8, (First) b. (Middle) ¢, (Last) 4. Dg;_‘E (Month) (Dey) (YW) O
{ Type or Print) Tressa G. PARK oears July 12, 19,9
5. SEX 6. COLOR OR RACE | 2. #iAD%FE‘i'Eg gﬂggclgsl’i 1ED, 8. DATE OF BIRTH 9.1:GE (In vo;r- b: m::n 1 YEAR | IF meDER 1 MEs,
- . pacily) 1 birthday on Days | Houm | Min
female /|  white Mar. 13, 1887 2 ' |
10a. USUAL OCCUPATION (Giekind of werk | 100, KIND OF BUSIN OR _IN- } 11. BIRTHPLACE (Btate or foreign oountry} 12. CITIZEN OF WHAT
done during most of working life. evea if retired) DUSTRY . COUNTRY?
Hougsewife At home Sedalia, Missouri ] 2.
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIF
Matthew Gafiney 0'Dell Deteienme | Eugene M, Park
:;. WAS DEEhE:SED EVER IN U.S.ARMED FORCES? | 15. SOCIAL SECUR};I'J 17. INFORMANT' S SIGNATURE OR NAME ADDRESS
‘o8, DD, OF U wn) {If yea, wiva war or dates of service} , -
no ' none Ilﬁ'. E- M. P&rk’ J_].% N. La.?l'n’ Ko Cc » MO.

18, CAUSE OF DEATH MEDICAL CERTIFICATION Imhgm
. Enter only onecauseper | 1. DISEASE OR CONDITION _
e for (a), (b, axd (o) | DIRECTLY LEADING TO DEATH® (5 ,‘./eg&_ M M‘@ e O~ _

*This does not mean | PNVECEDENT CAUSES W = i£ A
the mode of dying, such | Aforbid conditions, if any, giving DUE TO (b) (ﬂ—-u-/éﬁ'%
as heart failuire, asthenia, | ride to the above cauae (o} stating - . ) . ] L

de. It means the dis- the underlying couse last.
case, injury, or compll DUE TO (c) _ tbv(hzz I... ‘ﬂ ﬁ;zlﬂﬂ

tion which eaused death. | 11. OTHER SIGNIFICANT ‘CONDITIONS -

" Conditiona contributing to the death buf not
: related to the diseare or condition causing death. /M 07‘&%—-? j . a N
19a. DATE OF OPNF&)ABE 19b, MAJOR FINDINGS OF OPERATION : 5 q V™ | 20, AauTOPSY?
t ol
GF%. . , “ ) ’ vzs[:] naD

2fh. ACCIOENT (Bpecity) 21b. PLACE OF INJURY (g inorabous | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) , (STATE) .

SUICIDE homa, farm, fsstory, strest, office bldg..ev0.) i . .

HOMICIDE
21d. TIME (Month) (Day) (Year) (Hous | 2le. INJURY OCCURRED | 219, HOW DID INJURY OCCUR?

oF . WHILEAT [ NOTWHILE .

INJURY m. WORK AT WORK

2. I hereby certify h I allended the decedsed from %LEA 19_ %M , that I last saw the deceased
elive on , and that deathboccurred al _;_44.3:1 frdm the causes and on the date stated above.

23a. SI ATURE ' or title) 23b. ADDRESS ] . DATE SIGNED

et JWlal ) D | # Fe Lol S 3 5

WRITE PLAINLY—USING UNFADING BLACK INE—MAEKE A PERMANENT RECORD
. v

24a. SURIAL, CREMA- | 24b, DATE 24c. NAME OF CEMETERY OR CREMATORY 24¢7 LOCATION (Olty, thwn, or countyf . . J (Gtate)-
TION, REMOVAL (Bpeeity) . . . t
Burial 221510 - - Calvary C

2. FUNERAL DIRECTOR'S SIGNATURE ‘ADDRESS

}Zéllody-McGilley-Eylar, Kansas City, Mo.

DATE REC'D BY LOCAL jmns SIGNATURE
D /8 -6/

(Licensed Embalmer’s Statemnent 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, or by

97746 LA

- Student Embalmer No.

working under my personal supervision. g
Student coovvasarrsnsnncsnsae heessarassanes

Student E-bnlnor
P. O. Address

Note: The sbove MUST BE SIGNED BY THE LICBNéED EMBALMER in his OWN HANDWRITING. (Failure to ¢
the above constitutes grounds for revocation of License.) .

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

Al

Licensed Embatmer No... M é ,.‘)6
W

4



