THE DIVISION OF HEALTH OF MISSOURI ) :

Xo. 300 i q v T 23 3
s ’ “FILED AUG 6 1943  STANDARD CERTIFICATE OF DEATH " State File No... 6 0
! BIRTH NO. ree. oist. wo. _ /YD eriumy wec. o1st. wo. AU LBa Registrar's No, 3(} ‘;.; ........
1. PLACE OF DEATH . i 2. USUAL RESIDENCE (Where deceassd lived. 1f instltction: residence befo
a. COUNTY . STATE . . b. COUNTY adwbmion)
Jackson . : Missouri Jackson/id
b. CITY (M ocutelds corpurats liralte, write RURAL and zive ¢. LENGTH OF || . CITY (H cutside sarporats limits, write RURAL sad give tcwnehis]
R o townabip)] STAY fin thia place) .. 5 g
ToWN  Kansas City § O nnoly TOWN Kansas City A
d. FULL NAME OF (If not ia hoepital or fnstitution, give street addroe dvloeation || d. STREET, It raral, ghve location) ' F
HOSPITAL OR ADDRESS - i
INSTITUTION. No rtheast Hospital [) 2801 Southwest Blud. 0
3DNEAC'EE SOEFD a. (First) _ b. (Middle) ¢. (Last) R 4. DATE (Month)  (Day) (Year)
{ Type or Print) DELLA ORA SCHOLL oEATH  July 10 1949
5. SEX 6. COLOR OR RACE | 7. MARF‘!'{'EDD BIE‘YCE,QCESRRIEQ. 8. DATE OF BIRTH 9.:.(‘55 {In v-)-n ;n:r t TEAR | OF UNDER H Kxs.
. 7 h . Days | H Min.
Femalel | White Widow o “F | 3/29 /1885 a4 | l
10a. USUAL O&CUPATION {Givekindof work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (8tate or forelgn oountry} 12. CITIZEN OF WHAT
dona during most of w rhn( Lifs, sven if retired) DUSTRY . cou
Housew: At home Benton County, Arkansas Lg/
i3a. FATHER'S NAME 136, MOTHER'S MAIDEN NAME 14. MAME OF HUSBAND OR WIFE®
John Robinett. ] Diana Williams | John R. Scholl{Deceased)
I5. WAS DECEASED EVER IN U.S.ARMED FORCES? | 16. SOCIAL SECURITY | 17 INFORMANT' § SIGNATURE OR NAME ADDRESS
(Yow, 00, or unkmown) | {If yen, xive war o7 dates ab swrvieed - RO, s o C.
No None John  -Raymond Scholl, K.C.Missouri

18. CAUSE OF DEATH MEDICAL CERTIFICATION INTERVAL BETWEEN

< . ONSET AND DEATH
. Enter only onecauseper | 1. DISEASE OR CONDITION . i
line for (a), (b), and (¢) | DVRECTLY LEADING TO DEATH® ()
*This does not megn | ANTECEDENT CAUSES . L%“ﬁ-‘ﬁ

the mode of dying, such | Morbid conditions, if any, giving DUE TO (b)
os heart faflure, csthenia, | tise lo the abore cause (a) dating, . . .
W ate. "1t means the dis | the underlying cause last.

case, infury, or complicz” . DUE To. ( i ,

tion which caused death. | 11. OTHER SIGNIFICANT CONDITIONS - oo ’ e
Conditions contributing to the death but not W o 3 o,
related to the disease or condition causing death. 4 e v,

19a. DATE'OF OPERA- | 13b. MAJOR FINDINGS OF OPERATION - .- -~ # - . . ’ U H 20, AUTOPSY?
TION / 7 D X

. . . , YES g NO D

21a. su,qccrmnDEEN-rV (Bpecity) 21b, PLACEOF INJURY (s.s.. lnorabous | 21c. (CITY, TOWN, OR TOWNSHIP) - _ (coum'v) .. &4

HOMICIDE beme, farm, 1 s stieet, offioe : e-;‘_z . ‘ ' j

21d. TIME (Month) (Toar) e 2le. INJURY BCCURRED | 21f. HOW DID INJURY odlur? -;-:u,(, ._c...A..&.

" INSURY H X /¥y =. "3:%5:?7 e -
2. I hereby ccrtgfy that I attended the deceased from M_L 1949, ta 19 ) that I last saw the deceased

ivg on , 1949, and tha! death occuffed ate 88 A m., from the causes and on !he dale stated above.
Za. SIGNA RE H‘ G. Jemis on DD, (Degree or title) | 23b. ADDRESS 23c. DATE SIGNED

T Lo D D o N Spo0 Sdey Lot K C A Ino |Gty m,

%"Nw- 24b. DATE 24c. NAME OF CEMETERY OR CREMATORY..®| 24d, LOCATION (Oity, town, or county) - = - {State) -
gﬁ 7/13/49 Maple Hill Cemetery .| KXansas City,. Kansas .

DATE REC'D BY LOCAL FISRAR'S SIGNATURE 25. FUMERAL DIRECTOR' S SIGNATURE "ADDRESS

2-4-#9° LhLana lAl. s, " _/ JATES FUNERAL HOME, K.C. KANSAS

WRITE PLAINLY—USING UNFADING BLACK INE—MAKE A PERMANENT RECORD




— ' 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 byl

___________ Student Embdalmer No.

working under my persona! supervision.

Student ..uessserrnasssssrsnccnacesasninnes . Signed....... > -

Student Embaimer -

Licenzed Embalmer No.... ??/
P. 0. Address 70‘ ?,/?Méﬁ

Note: The sbove MUST BE SIGNED BY 'I'HE LICENSED EMBALMER in his OWN HANDWRITING (Failure to comply
dunbonmnmmmmdsfotmmuonofhmn.)

Ifﬂmbodyunocembdmd.faadmddbewmudabm




