WRITE PLAINLY~—USING UNI-:‘ADING BLACK INE—MAKE A PERMANENT RECORD

FILED SEP 2 1949

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

REG. DIST. NO, _Zﬁ.

PRIMARY REG. OIST. Wo.__ 0 Registear's No

State File No. 26936
3459

BERTH KO.
‘1. PLACE QOF DEATH 2. USUAL RESIDENCE (Whaerv d d tved. If i id. before
a. COUNTY . STATE b, NT admibmion).
Jackson . Missouri COUNTY Jackson "
b. COI-{iY (It outeide corpurate limits, write RGRAL and give’ %erLYENGTH OF ¢. CITY (If cumide sorporate limita, write RURAL and give township) U N M
whah in this place)
town Kansas City tomnshie! " CyTad  TOWN Kansas City 2
d. FULL NAME OF (If not in boupital or institytion, give strest addross or lofatlen) d. STREET (If raral, givs location) .
HOSPITAL ADDRESS L) 2
IRSTITUTION  General Hospital No. 1 3505 Paseo '
3. :r’qEAchéE s%% a. (First) b. (Middle} c. (Last) 4, DS}'E {Mcnth) (Dny) mﬁ
{ Type or Print) Alta 8. Kendig DEATH
5, SEX / 6. COLOR OR RACE | 7. wr&%&g lglE\\;ngcMA RIED, | 8. DATE OF BIRTH 9. AGEhgn yeurs} R | YEAR | F UNDER 1 R,
. (Bpecify) M day) on! Days | Hourm | Min.
female vthite vhidaved 4 6-15-1880 gb l ]
10a. USUAL OCCUPATION {Giekindof work | 10b. KIND QF BUSINESS OR IN- 11. BIRTHPLACE (Btate or forelan oountry} . 12. CITEZEN OF WHAT
donas during \%l.o!ﬁorkin Liie, sven if retired) DUSTRY . . COUNTRY?
ome Cleburne, Texns T 9.
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Stephen C. Lockett Carilee VWilliams Jacob W, Kendig
15. WAS DECEASED EVER IN U.5. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT' S SIGNATURE OR NAME ADDRESS
(Yea, 0o, or unknown) I (If yes, give war or datoa of service} NO. . .
no no Mra, Lothe Ellison,%73%8 Flora, K. C., Ho.
18. CAUSE OF DEATH MEDICAL CERTIFICATION INTERVAL BETWEEN
| Enter only onecstsoper | |, DISEASE OR CONDITION ONSET AND DEATH

line for (a), (b}, and (£}

*This does not mean
the mode of dying, such
ax heart fatlure, asthenia,
ete. It means the dis-
cate, infury, or complica-

DIRECTLY LEADING TO DEATH® ¢4

Laryngospams follewing pentothal

ANTECEDENT CAUSES

Morbld_conditions, if any, g{vmg DUE TO (b}
rize 1o the obove cause {a) ati ng .
~ the undeérlying caude lasl. -+

DUE TO {2)

anezthesia
¢¢2¢buu

tign which caused death.

11, OTHER SIGNIFICANT CONDITIONS

Conditions contributing to the death but ot
related to the disease or condition cauring death.

.. -Cellulitis of Iinger and arm with

osteo of finger

19a. DATE OF op_Fl%?i 195. MAJOR FINDINGS OF OPERATION ° - é ? / x 2. AUTOPSY?
. . YES D NO
21a. ACCIDENT (Bpacity) 21b. PLACE OF INJURY (e.e.. tnorabout | 2lc. (CITY, TOWN, OR TOWNSHIP) (STATE)
SUICIDE home, farm, factory. strest, offics bldg., er0.) LI L * '
HOMICIDE
21d. TIME  (Mosth) (Day) (Yean) (Houn | 2Zle. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
OF WHILE AT[—] NOTWHILE
INJURY WORK AT WORK
2. | hereby cert y that auendeci‘ge deceased from __ng:_z. 19_)42 lo JE:..]-Q_ IB_LI.Q that I last saw the decensed
[/ alive on ug. and that death occurred at m., from the causes and on the date staled above.
23, SIGNATURE  ¥m, W. Har'b (Degme of title) | 23b. ADDRESS Z3c. DATE SIGNED
!Ezk;jﬁitr tzzfég:fjgfz ‘Med, Dir. Gen'l Hosp.- - . 8-11-49
24a. BURIAL, CREMA- | 24b. DATE 4. NAME OF CEMETERY OR CREMATORY. _ | 24d. LOCATION (City, tawn, of county) . (State)
TION, REMOVAL (Bredty) 7
Rurial 8-12-10 Fount Moriah Kan 13 e ey 3
DATE REC'D BY LOCAL | REG! R'S SIGNATURE 25. FUNERAL DI IECTDR 5 5l GHATURI ADORESS
Py 0. . Z4Esces]) Lellody-ticGilley-Eylar, Kansas City, I'o.

(Licensed Embalmer's Statenem 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 byme, of by

............. , Student Eabalmer No.

vworking urder my persona! supervision.

StUdENt ,ecuvevacccanonnannsacsnnssnrsonnsss
Student Embalmer

P. 0. Address... =7 ‘C

Note: The above MUST "BE SIG!:IED BY THE ’!;ICENSED EMBALMER. in his OWN HANDWRITING. (Failure to comply with
the above constitutes grounds for revocation of license.)

I this body is not embalmed, fact should be so stated above.




