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WRITE PLAINLY—USIN

G UNFADING BLACK INK—MAEE A PERMANENT RECORD ‘\’

| ALED FEB 11 150

THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERT!FICATE OF DEATH State Fite N
REG. DIST. NO. _Z_ZL PRIMARY RES. DIST. NO. _/ 0 Oeetbegistear's No......... ..414.

'BIRTH RO.
I. PLACE OF DEATH 2. USUAL RESIDENCE (Where d L lived. I i ion: residonce ‘befare
a. COUNTY Jaclcson a. STATE l{issouri b. COUNTY Jacksonndmulona.

b. CITY (It cutnide corpurate limite, writa RURAL and give

c. LENGTH OF c. CITY (it ouwids corporate limits, write RURAL anJ give townahip)

R townahipl [ STAY (in this place) i
town Kanses City yrs, TOWN Kansas City ~ | /q
d. FH!‘%PP#AT_EOOF (H not in bospltal or institution, give streot addross or [ocatlon) dAsDrDRREEE;S (If rural. give locatlon) ! { '{ e
INSTITUTION 5163 Wornall 5163 Wornall 9
3. NAME OF . (First b. (Middle <. (Last)
DECEASED ? (éi:i 1 . ( E ! Ki 4 DS}'E (Moath)  (Day) (Year
( Type or Print} ries * ng DEATH Jan, =28, 1950
5. SEX 6. COLOR OR RACE { 7. wfn%%lég. E,E\,YSQCMARR'ED- 8. DATE OF BIRTH 9. :.GE‘ (In yeurs| IF UNDER 1 YEAR | O UNDER 3¢ RS,
. {Hpecify) t birthday) Monthe | Days | H Min.
Male ﬂ@ White widowed \ Sept. 14, 1846 l ™
'IOa USUAL OCCUPATION (Gitwe kind of work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (Btate or foretin cauntry} 12, CITIZEN OF WHAT
dnnn:m t of working life, sven if retired) DUSTRY UMTRXT
Retire Tarming France pr iy 84

13a. FATHER'S MAME

Charles King

13b. MOTHER'S MAIDEN NAME

Unknown Ida ¥V, Turtin

15. WAS DECEASED EVER IN U.S. ARMED FORCES?

{Yea, B0, or unkngwn)

oY)

(If yos. xive war or dates of servios)

16. SOCIAL SECUR;“TJ 17. INFORMANT'S SIGNATURE OR NAME

none | Mrs. Pearl Roush, 5163 Wornall

14, NAME OF HUSBAND OR WIFE

ADDRESS

. Enter only onecause per

18. CAUSE OF DEATH

line for (s}, (b), and (¢}

*This does not mean
the mode of dying, such
as heart feflure, asthenia,
ete, It means the dis-
cade, infury, or complica-

I. DISEASE OR CONDITION

DIRECTLY LEADING TO DEATH" ()

ANTECEDENT CAUSES

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

rise to the abore couse (a) sating

the underlying cause last.

MEDICAL CERTI TION

INTERVAL BETWEEN

tion which caused death.

. - DUE TO (c)-ﬂﬂM'
1. OTHER SIGNIFICANT CONDITIONS ~ " - - A

" Conditions contributing to the death but not
related to the disease or condition causing death.

4.
19a. DATE OF OPERA- | 19b, MAJOR FINDINGS OF OPERATION . j h 20. AUTOPSY?
Fiow | ! 23
b ves (] wo [J
21a. ACCIDENT (Specity) 210, PLACEOF INJURY {e.g..inorabout | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE}
SUICIDE . homae, [arm, fastory, street, office bidg..et0.) i - : L
HOMICIDE . \
4 TIME  (Monwt) ~(Duy) (Yeut) (Hown) | 206! INJUHY OCCURRED | 21, HOW DID INJURY OCCUR? . -
oF .. R : ~* | WHILEAT[ ] NOTWHILE . . -
'NJURY. hiie WORK AT WORK -

27 heréby' eriafy g\ha’t I aiténdcd the deceased from W, I&%}lo #ﬂ:&, 19@ that I last saw the deceased
elive on ... ’ A, IQEQ, and that death rred al _JO 3% 57 Ird e causes and on the dale staled above.

Z2a. SIGNATUHE__':H‘; R. T#kson

2 ONB g R1 ALALCREMA.
burfal™ 77

DATE
=30-50

|

24c. I\A\‘IE OF CEMETERY OR CREMATORY

,Degmeurtir.le) 23b. ADDRESS Lo -

/[0)

Bty

Mount Morliah Cemetery

..LOCATION (Otty, ﬂwn, or county)® WA )
Kansas. City, Mi_ssouri

DATE REC'D BY LOCAL | REG!
REG,

- -

AR'S SIGNATURE

-

25. FUNERAL DlﬂECTOI 85 SIGNATURE

ADDRESS

Abrbsard Freeman Yortuery, Kensas City, Missourl

(ru-ennd Embalmer's Statement on - Reverae 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, or byammimecicnn

...... ‘ , Student Embdalmer Ro.

working under my persona! supervision, % W
StUdENt c.eennnoraesanns wesardssensansaaaon Signed /Q%W i;

Embal
St"‘."‘t o Licensed Embalmer. No %/7{3
P. O. Addreu %@ %’A

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRI’I'ING (Failute to comply wi
the above constitutes grounds for revocation of license.)

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




