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WRITE PLAINLY—USING ‘.UNIE'ADING BLACKE INE—MAKE A PERMANENT RECORD

1

FllED MAR 251350 gy ANDARD CERTIF

THE DIVISION OF HEALTH OF MISSOURI

ICATE OF DEATH

5401¢ File Novvmemeresssoecseeneeesger
BIRTH KO. - REG. DIST. NO. _LﬁL PRIMARY REG. DIST. m;&'ﬂz_rmgmm.‘ Now 1()26
I. PLACE OF DEATH 2. USUAL RESIDENCE (Whers decesssd lived. If institotion: residence before
. COu . STATE ] - . admimsion)y.
a. COUNTY _ Jackson : Missouri b COUNTY  Jackson '
b. CITY (I outzide corpurata limits, write RURAL and give c. LENGTH OF c. CITY (If cuselds sorporasy Limity, write RURAL and give townehin)
OR . townmhip) | STAY (In this plute) OR .
TOWN Kansas | 50 yrs. TOWN . Kansas City . INSE
d. FHOL‘IS-P?AB;.EOOF (1f cot in hospital or institution, give streot addrees or locstion) d A%rg% 1 rural, give location) ‘ 5 '/; 4 O
iNsTiTUTioN.  Generak Hospital No.l 1513 Denver
3. DNEACME %F a. (First) ' b. .(Dl_ﬂdd]ll') c. (Last) . 4. DSTE (Month) (Day) (Year)
Typeor Pri)  JAMES Beets DEATH 3 L g0
5. SEX . | 6. COLOR OR RACE 7.-wlARR“IrEEB. I'SIE#ER gSRRI_!-:D. 8, DATE OF BIRTH 9.h.\.t‘5E Uo years| w v0ca | TeX | umoer u Res,
s - (Bpacliy) . birthday, Hours | Min
Male White arrie { March 17th 1865 8L |
102, USUAL OCCUPATION (Giwakind of work: | 10D, KIND OF BUSINESS OR IN- | 1). BIRTHPLACE (Btate or forolgn ) 12. CITIZEN OF WHAT
dons durig b0t of working life, evea i retired) DUSTRY . COUNTRY?
.Ohio Se Ao
13a. FATHER'S NAME 13b. MOTHER'$ MAIDEN NAME 14. NawE OF HUSBAND OR WIFE
z Unknown Unknown Adelia Beets
.. o _
:3 WAS DECEASED E\(IHER IN WS, ARMdED FORCES? | 16. SOCIAL SECURITY | 7. INFORMANT'S S|GMATURE OR NAME ADDRESS
=g | "“"}j"”’ ten of servise None Mrs. Inez Brecklein 1543 Denver
18. CAUSE OF DEATH MEDICAL CERTIFICATION Ig‘l’g%ﬂm
| Enter enuse I. DISEASE OR CONDITION .
only onsceuseper | 1 oo P H NG TO DEATH® Carcinoma of the Prostate
1ine for (a), (b), end (c) : ? A ) —
*This does not mean § ANFVECEDENT CAUSES
the mode of dying, such | Mortid conditions, if any, giring DUE TO (b)
o heart fatlure, asthenda, | . rive to the uboncwmc(a)duﬁna - ey et e e e -~ - B
de. It-means the dig- | Ihe underiying couse logt. .- - .
case, injury, or complicn- i DUE TO _(“) _
Hon whick eaused death.’ | 1. OTHER SIGNIFICANT CONDITIONS™ ~ - < - .*
Conditions contribuling to the death but ot *
related to the diseate or comdition exieing death. ,./\
19a. DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION. - e l 20, AUTOPSY?
. TION| - -
B . ves (] w (8
2ia. ACCIDENT - (Bpecity} 21b; PLACEOF INJURY (ag..tnoraboat | 21c. (CITY, TOWN, OR TOWNSHIP) . (COUNTY) " L(STATE)
ICIDE home, farm, fnctory, strest, olfies bldg., ses.) - : '
HOMICIDE . :
214, TIME (Month) (Day) (Year) (Hown) | 2le. INJURY OCCURRED | 211. HOW DID INJURY OCCUR?
INJURY . - ml‘l’ "AOJ:OH:KI AR
2:1 hereby mm that I aitended the deceased from _ FebTUATY o500 _Mar b 7550 that 1 tast sat the deseared
alive on _Mar, 'l * . 19_50Q, and that death occurred at _']_..DOPm., from the causes and on the date stated above.

zaa. SIGNATURE M. Ve HAT (Degres or mh\) 23b. ADDRESS Z. DATE SIGNED
' jcj\%.;% Med. Dir: Geri'l Hosp. 3-5-50
24& BURIAL CREMA- 24b. BA 24c. NAME OF CEMETERY OR CREMATORY - m LOCATION (Olty. town, or county) ’ (Stats)
TICIGREMPYA. Bretts (Brgets )g/ 50 Mt. Wash., Cem ~Kansas City Missouri
2. FUHERAL DIRECTOR' S S1GMATURE QBDEESS

ong Kansas City, VMo,

. Larp

DATE REC'D BY LOCAL | REG, 'S SIGNATURE .
3 _ REG. . E & S
-5 -
v (Licensed Embalier's Statement 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, OF BYammoroocoereons
et eeeeeee s eet e ,  Studsgit Embalmer No.
working under my persona! supervision. /

STUBENE cevasnerveaurarsaoraosnasssanaranes Signg
Student Embalmer

P. O. Address_....._....'ﬁ-/‘.__(\ o

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

H this body is not embalmed, fact should be so stated above. ° ‘

- ~ -




