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

THE DIVISION OF HEALTH OF MISSOURI

FLED JAN 21 1950

STANDARD CERTIFICATE OF DEATH
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alive on __J3 .

BIRTH NO.
| 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decsased lived. If instiation: residonce befors
a. COUNTY Jackson a. STATE 4 gsouri b COUNTY  Jackson ==
b. CITY (I outelde corpurate Limits, write EURAL and give ¢. LENGTH OF . CITY (It outalde sorporats Umits, write RURAL and give townehln)
* Kansas Cit sownebie) sng 2l 1own K
OWN ¥ Wwk=, W ansas City eI |
d. FI'-'I](IJ_SLPFPAT.EOOF {H not in hospital or Institution, give streot addrass or locstion) d. ASDrgEEr (If raral, give location) e H D |
msritotion  oeneral Hospital No. 1 RESS 3712 Wyandotte T2 |
3 EI)“E%MEE SOEFD a. (First) b. (Middle) . (Lest) 4, DSTE (Month) (Dey) (Year
('mu or Print) Oliver Moses Henrv DEATH 1 ) €0
6. COLOR OR RACE | 7. x&%&g EIE\Y‘EECMBRRIED. 8.}ATE OF BIRTH 9. I;AEE (In yenre 1: :::! | YEAR | o GMDEN 24 e,
X X 2ED (Bomcity) o ¢t Hour | Min
“Mate D white July 6~ /F 70| =T |
Iﬂa USUAI.. OCCUPATION (Olekindof work' | 10b. KIND OF BUSINESS OR IN- | 1. BIRTHPLACE (8tate or Lorelgn country) 12. CITIZEN OF WHAT
tnowt of working life. even if retired) DUSTRY - . O COUNTRY?
_ v Farmer. Cower Mrssowur: U . S
|I13;.‘nmsn's NAM 13b. MOTHER'S MAID, 2_: 14. NAME OF HUSBAND OR WIFE
. | DQCZ:_Z ézgl" @ 4 { - /4 [ .
i5. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT S SIGNATURE OR NAME ADDRESS
{Yes, tio,orunknown} | (1f yes, gjva war or dates of sarvice) NO. /v' / ' 4_
Ao Ao g e Ao rs Detla Haclman 37/ e
18, CAUSE OF DEATH MEDICAL CERTIFICATION ' g"ll'zsg}fug T
. Enter only onecause per | | DISEASE OR CONDITION _ R AN TH
Jine for (a), (b}, end () | DIRECTLY LEADING TO DEATH® (4 Cerebrovascular accident
- *This does not mean ANTECEDENT CAUSES
the mode of dping, such |  Aordid conditions, ¥f any, gising DUE TO (b)
a2 beart fallure, asthenia, |- Tise to the above cause (a) stating . L. . e, o m—
de. It means the dis- the underlying cause lazt.
case, infury, or Iicg- DUE . TO ()
tion which caused death, | 11. OTHER SIGNIFICANT CONDITIONS ~ -
" Conditions contributing {o the death but nol \L
related to the disease or condition cousing death. LI
19a. DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION ’ ) i1+ 20, AUTOPSY?
TION ’_7)
) - vis [] wo &
21a. ACCIDENT (Bpecify) 21b. PLACE OF INJURY (e.x.. Inorabent | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE boma, farm, factory, street, office bldg..e10.)
HOMICIDE
21d. TIME {Moath) (Day)" (Yemr) (Hour) | 2le. INJURY OCCURRED | 2M. HOW DID INJURY OCCUR?
- | WHILEAT ] NOT WHILE L v e
-INJURY = | “work AT WCRK
2. [ hereby certify that I allended the deceased from M 19_112 173 _&_L 19.5_0_ that I last saw the deceased

IQ_JQ and that death occurred al &_Pm s Jrom the causes and on the date stated above.
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Z. SIGNATURE . w. Har { fDegres or title) | 23b. ADDRESS Zic. DATE SIGNED
- )% ﬁ/f I A5—| Med. Dir. Gen'l Hosp. 1-6~50
_2[1 BUR IAL. CREMA: | 24b. DATE 24&. NAME OF CEMETERY OR CREMATORY 24d. TION (Oity, town, ¢r county) (Etate)
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(Licensed Embalmer's




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse sidc of this certificate was embalmed by me, or by oo

................................. , Student Embalmer No.
working under my personal supervision. ; 7 W
SEUGENT ovrasnmuuacuvcenaesbrssrarrstssanne Signed @_

Student Embalmer /
. . Licensed Embalya 3 ;
P. O. Addrnf- o+

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

I this body is not embalmed, fact should be 50 stated above. . RS




