HLED JUL

I. PLACE OF DEATH -

av 1848

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

ma.m MM REG. DIST. NO, _ZZZ___ PRIMARY REG. Dlﬂ#lﬁ-.ﬂﬂ—r Registrar's No.......... g 9.03..

State File No..uwornenn

2. USUAL RESIDENCE (Where decessed lived. Il lostitution: residence before

line for {a), (b}, and (c)

*Thkis does not mean
the mode of dying, such
as heart fatlure, asthenia;
ete. It means the dis-
ecse, tnfury, or complica-
tion which caused denth.

DIRECTLY LEADING TO DEATH* ()

ANTECEDENT CAUSES

Morbid conditions, if any, giring DUE TO (b}

Congenital Heart disease

a. COUNTY . STATE b, NT dintalon).
Tegl i Missouri CONTY Jeckson mfn(f
b. CITY (I outside corpurata limita, write RURAL and give ¢.“LENGTH" OF ¢. CITY (I outldn sorporats limita, writse RURAL and give township)
3 township)| STAY (in this place) g
TOWN Xn TowN  Kansas Clty . a
d. FULL NAME OF (If aot in hospital or hm.hutlon dva wirect l.ddnﬂ‘;_r loeation) d. STREET fid} rm“'ll. pve I.outi—on) I ' w
HOSPITAL OR ADDRESS
INSTITUTION. The Willows b - 2929 Mein St. e
3-DNEA(:'2ES°EF-D a. (First)™ ™" b. (AMflddle) c. {Last) 4. DS‘;E (Month) (DBF) (Year)
{ Twpe or Print) Kevin . Sevelk - . DEATH J uly - 1949
5. SEX 6. CCLOR CR RACE | 7. MARR!EB NIE\‘;gEChéD 8. DATE OF BIRTH ~~ ghlfnGElrgH?" ] Umﬂ | TEAR | o usoer u uu
uu:v) t Y o H
Male White “fr¥aEnt May 14, 1949 i 1
10a. USUAL OCCUPATION (cive kiad of work | 10b. KIND OF BUSINESS ¢ OR IN- | 11. BIRTHPLACE (State or foreign oountry) 12, CITIZENOFwHAT
douveduring most of working Life, sven if retired} ISTR @
Infant Infant Missouri United Stabe
138. FATHER'S MAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Unknorm Mildred Agnes Seveik Infant
:?1 WAS DECEASED EVER IN U.S.ARMED FORCES? | 16. SOCIAL SECUR};TJ 7. INFORMANT'S SIGNATURE OR NAME ADDRESS
os. 00, or unknown) (I{ you. xive war or dates of service) .
Yo = Tone Mildred Agnes Seveik 2929 Mein St.
18. CAUSE OF DEATH . MEDICAL CERTIFICATION INTERVAL BETWEEN
 Enteranly onecauseper | 1. DISEASE OR CONDITION ONSET AND DEATH

. rise to the above caute (@) Hating:

the underlying couse fost.

DUE TO (c)

I1. OTHER SIGNIFICANT CONDITIONS
Condilions contributing fo the death but ot

related to the disease or condition eausing deaih. - l
192. DATE OF OPERA- | 19L. MAJOR FINDINGS OF OPERATION b‘ 2. AUTOPSY?
TION f]
ves [ ] wo (B

21a. ACCIDENT {Bpecily) .21b. PLACE OF INJURY (e.g..Ilnorabout | 2Tc. (CITY. TOWN, OR TOWNSHIP) ’ (COUNTY) . (STATE)

SUICIDE bome, farm, [actory, street, 0f6ee bldg., e10.) N

HOMICIDE . - -
21d. TIME (Month) {Day) (Year) (Houn) 2te. INJURY OCCURRED | 211. HOW DID INJURY OCCURYT -

WHILE AT NOT WHILE -
'NJURY WORK AT WORK

- alive on

1941 and that death oceurred at

22. I hereby certify that I attended the deceased from Jﬂay_ll.:hh_, 1949 to MZ_, 19.‘.9_., tha! I last saw the deceased
_June 25 1:208.

m,, from the causes and on the dale stated above.

WRITE PLAINLY-—USING UNFADING BLACK INK—MAEKE A PERMANENT RECORD

{licensed Embalmer's Statement on Reverse Side)

Z3a. SIGNATURE k E__gmsor title) | 23b. ADDRESS \ Zx. DATE SIGNED
H.L.Dwyer W w & 317 Alameda Rd. o | Jaly 2,149
7aa. BURIAL, CREMA- | 24b. DATE Z4c. NAME OF CEMEIERY OR CREMATORY - | 24d. LOGATION (Olty, town, or county) (Stale)
TION, REMOVAL (Specity) ; ;
Buri-1 July S, 1919 IGreen lavn Cemetery Kansas City, Missouri
DATE REC'D BY LOC%L REG R'S SIGNATURE 25, FUNERAL DIRECTOR'S SIGNMATURE ADDRESS
VAR P : |¥TIKS FUMERAL HOME 2315 Limw od K, C. Mo




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this ccrtiﬁcat}b.;g!#c;balmed by me, o by oo

et cem e g e e p oo et e memn s emenen emnt e . Student Embalmer No.

working under my personal supervision.

Student ..... Ctesntesaaesrassanasasestannasn Signed...

Student Embalmer

Licensed Embalmer Nqﬁéﬁ.&c

P. O, Addrm,/{ el g

' .Note: The sbove MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure.to cotoply
the zbove constitutes grounds for revocation of license.}

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




