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WRITE PLAINLY—USING UNFADING B.LACK INE—MAEE A PERMANENT RECORD

1

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

1E_G'_. DIST. MO, ﬂLxLPHIHMY REG. DIST. NO. _L.’_—_. Registrar's N, 3219

FILED AUG 12 1949

BLRTH NO.

23641

Stote File No. . vunranivninsss cerenness

1. PLACE OF DEATH 2. USUAL RESIDENCE (Whbare decosssd lived. If lastitution: residense before
* COUS,KCKSON a. WSOURI b COUPS‘KCKSON //ldml-iun)

b, CITY outeide corpurate Umits, write RURAL and give c. LENGTH OF

c. CITY (If ouwside sorporate limits, write RURAL and Eive township)

DIRECTLY LEADING TO DEATH*(

OR woabipt| STAY (in th
town  KANSAS CITY tommabis) aoistll  rown  KANSAS CITY 3
d. F#OL!S-P?'PAT.EOORF (If not iz bospital or icatitution. cive strest nddlj‘;ﬂdon) dASJDRRE% (If runal, give location) ) } J E
nstirution  GENERAT, HOSPITAL #2 1655 Myrtle h i
3515%%55?2% a. (Flrsvl.) b. (Middle} ¢, {Last) 4. DS-IE_-E (Month) (Day) (Year)
(Twpe or Print) ’Rie‘) Xl £ A NMAA SIMS DEATH JULY 19 1949
5, SEX 6. CoLor OR Race | 7. x;&RRvEEg gﬁgﬁggéamso 8. DATE OF BIRTH 9. I.A‘GE o Tk YEAR | & ONDER H nES.
Bpecify) — - ] onths | Days | Hours | . Min,
FEMALE NEGRO MARRTED /- |SEPTEMBER 7 1908| ““iU | |
10a. USUAL OCCUPATION (Giwe kind of work | 10b. KIND OF BUSINESS OR [N- | 15. BIRTHPLACE (State or forelgn sountry) 12. CITIZEN QF WHAT
done during mowt of working lide, even if retired} DUSTRY COUNTRMT
AT HOME VERSAILLES, MISSOURT y7/4 .
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WiFE
JOHN MINKINS AVERY MINOR CHARIES STIM3S
:?i; WAS DECEASED EVER IN U. S.ARN;ED l-;(‘JRCES': 16. SOCIAL SECUR};I";( 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
. Ao, wa) | {IF s i pt
', 0o, or unkno ¥ou, xivo war or dates I‘B"ﬂ CHARLES Sm 1655 Myrtle F R
18. CAUSE OF DEATH MEDICAL CERTIFICATION INTERVAL BETWEEN -
| Enter only onecansoper | |. DISEASE OR CONDITION ONSET AND DEATH

line for {8}, {b}, and (¢

HYPERTROPHY

ANTECEDENT CAUSES
Morbid conditions, if any, giring DUE TO ()

*This does not mean
the mode of dying, such

JUNEPHRO ARTERIOSCIEROSIS
COPULMDON ARY 80 GESTIO

& EDEMA

rise to the above caute {a) stoting

as heart failure, asthenia,
fallure, the underlying cause last.

ete. It means the dis-

ease, infury, or complica- DUE TO (c)

1). OTHER SIGNIFICANT CONDITIONS

Conditions contriduling to the death but nof
related to the disease or condition cousing death.

tion which cawred death,

s tr

N
N

19a. DATE OF OP_FIROAhi 19b. MAJOR FINDINGS OF OPERATION l/ﬂ a}- 2. AUTOPSY?
) ves (B wo [J
21a. ACCIDENT (Bpecity) 216, PLACEOF INJURY (e.s..inoraboat .| 2lc. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE bome, tarm, Iactory. strest. offios bldg., mo.}

B HOMICIDE
21d. TIME (Moenth) (Day) (Year) (Hour) 21e. INJURY OCCURRED |{ 2If. HOW DID INJURY OCCUR?

. R er NN | WHILE AT NOT WHILE

TNJURY =. °| “woRk AT WORK

l/ ﬂ!‘ll’ﬁm

2. ] hereby ceﬂ;j’y that I attended the deceased from __2,133#_
, 19__49 and that death occrgred aﬁd‘iE

to _'Z,«/LQ.L, 1949, that I last sow the deceased

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

DATE RECD BY LOCAL | REGISJRAR'S SIGNATURE 7

ATl

‘Za. SIG 1 (Deme ortitle) | 23b. ADDEES 23¢c. DATE SIGNED
wv&\ )7 600 .East 22nd Street 7/20/49
a. BURIAL CREMA- 24b. DATE 24c. n.A'uE OF CEMETERY OR CREMATORY | 24d. LOCATION (Oity, town, of county) - (State)
7 pe X (9 y ? 7), & CL P, —
25 FUNERAL mn:c'rh‘s 81 GHATURE "ADDRESS

e T

(Licensed Embalmet’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, O Dy meeoee.

. .. Student Embaimer Nouvveveaiovoeranaeanss [
working under my personal supervision.
Sipned.. ._ﬂddn_“ %
Signed.iveevaees  ensnan i eeveererestanaunna A/f\pg
Student Embalmer - Licensed Embalmer No.

; P, 0 Address__’ﬁg.;mgé._.m

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (lenre to comply
the above constitutes grounds for revocation of license.)

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




