THE DIVISION OF HEALTH OF MISSOURI X

S. No.300 ’ . a . 3 T | 55
> e FILED JAN 23 1350 STANDARD CERTIFICATE OF DEATH sete pie o OO
BIRTH KO. _ REG. DIST. MO. _/m raiway REG. DIST. 0. /OO 2 Registrar's No 1 29
1. PLACE OF DEATH ’ 2. USUAL RESIDENCE (Whew 4 d lived. If Enstltation: reskience befors
& COUNTY  Jackson _ 2. STATE 1§ ssouri b COUNTY  Jackson*@==="
’ b. CITY. (If cutnide corporate Umits, writs RURAL and give ¢. LENGTH OF ll c. CITY Qf oumide corpoeats liraity, write RURAL and give townshlp)
townahip)| STAY (in this place) oR Kansas Cit
Tewn Kansas City YYEARS | O s City . A B
g d. FHOL%P%M{I-EO%F (If not in hospltal or inatitgtion, sive sirest addrems or } d.m O sural, give location) g \}’0
a ~WsTituTioN  General Hospital No. 1 ___1L22) Wabash :
" 3. NAME OF 8. (Firsh) b. (Miadle) ©. (Last) 4. DATE (Manth)  (Da;
DECEASED - 7) ear)
" (Type or Frind) Asa SwmmER s Brown l oA 1 .9 gO
E 5. SEX J6. COLOR OR RACE | 7- #lmﬁ%g rg'l::\\;rgn MARRIED, | 8. DATE OF BIRTH 5. AGE E Gnyean] v oo :D'g * woeR & kL
BCED (Bpecity) Houn | Mi,
3 Mace &\ Wiize MAarRiED T |Mov-10-1870 |29venns | ™! |
10a. USUAL OCCUPATION (Givs kind of work- | 10b. KIND OF BUSINESS OR_IN- | 11. BIRTHPLACE (Brate ot foreten sounter) 12 CITIENOFWHAT
- _-.g_ dnrinlm_utd-orldn‘lu Urethd) .| — (o — — — o~ — - - A__— —- —_— e
& RED aamir | For SE/ LASKA _ Lowal .
< I:h. FATHER S MAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF MUSBAND—OR IFE
2 NAer i RBrowy |Sanae Supreve |Mes Mirre lfﬁm .
b || 15 WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT" 5 SIGNATURE OR NAME _ ADDRESS
{Yes. B0, orunknown) | (I yes, aive war or dates of service} NO. - . ' HNAS AP 7
3 No -~ : No NE [ XW. hadd iE bowr <
I 18. CAUSE OF DEATH ) MEDICAL CERTIFICATION T Igggrvu am
i || Enteronlyonecsussper | 1. DISEASE OR CONDITION : : : AND
2 |['lige for (a), by, and (e) | DURECTLY LEADING TO DEATH(5) Coronary occlusioen
g “This does wot mean | ANTECEDENT CAUSES
o || #he mode of dying, such | Morbid conditions, if any, giring DUE TO (b) i
. - [i.g4 beartfallure, asthents, | rise to the abooe catise (a) dating . i ez L I ST,
T8 T W ete It means the dis| e underlying cause lazt. o )
e eare, infury, or compll DUE TO {c) _ _ .
i || tiom which caused death. | 1. OTHER SIGNIFICANT CONDITIONS ~ © - N : ‘
= Cunditions contributing to the death but not D
E‘l related to the disease or condition causing death. A \ _,, .
.ty || 192, DATE OF OPERA:'| 19b. MAJOR FINDINGS OF OPERATION™ -« -~ 1 ~. . - =~ o © 7| 20.-AUTOPSY?
= TION'
= 4. [ aoL . - YES D NO@
"o | 2ta. ACCIDENT (Boselty) 21b. PLACE OF INJURY (a.g..imorabous | 2lc. (CITY, TOWN, OR TOWNSHIP) . (COUNTY) (STATE)
. SUICIDE homa, farm, inctory, street, affios bldg., sts.) L. v A .
Z - HOMICIDE . . .
g 214. TIME {Moath) * (Day) (Year) (Hour) | 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
= . v : "t WHILEAT NOTWHREMY ] .
. J' ) INuRY - . = | “work AT WORK
: E || 22 T héreby certify that I.attended the deceased from _DeCe 1 18L9 1o _ian._Q__, 195_0_ that I last saw the deceased
- alive on _Jan_-L 1950 . and that death becurred at 32 m., from the causes and on the date slated above.
_ ﬂ 2, SIGNATURE  Tm, We . (Degmor title) | Z3b. ADDRESS 2. DATE SIGNED
- gl 2T 2T =2, 43| - Med. Dir. Gen'l Hosp... 1-9-50
E 2a Nagzkmlgvlh CREMA_ | 24b. DATE 24c. NAME OF CEMETERY OR-CREMATORY _ | 24d. :
X {Bpweity) -
E | Borial SN 11950 |Fromar My @
DATE REC'D BY LOCAL | REGISTRAR'S SIGNATURE
W =tl-5D
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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, Of By oocoeorerecens

............. ; Student Embs!mer ¥o.

working under my persona! supervision. ;
Il

. {

STUENE socvsarrusvosrrrssnnsasasntsanessan Slgnpd}

Student Embalmar

Licensed Embalmer No

i P. 0. Address.A.-.;’. C , 4 Pz,

Note:. . The above MUST BE SIGNED BY THE' LICENSED EBJIBAIMER in his QWN HANDWRITING. (Failure to comply with
the above constitutes grounds for revocation of license.)

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

.




