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WRITE PLAINLY—USING UNFADING BLACK INE—MAEE A PERMANENT RECORD ,

gy

<

! BIRTH NO.

FLED MAY 15 1350 . o1t

THE DIVISION OF HEALTH OF MISSOURI L2 Do
NDARD CERTIFICATE OF DEATH .

REG. DiST. NO, _)-I-2_ PRIMARY REG. DIST. m.__LO_Q Registrar's No. ;gG

1. PLACE OF DEATH

2. USUAL RESIDENCE (Whem d d lived. If instisution: resid bafore

HOSPITAL CR

d. FULL NAME OF (If not In hoapital or institutico, give streat address or looation)

. NTY . . . NTY - o .
s Cou Buchanan . STATE  Misgouri b. COU Euchanan actiemton)
b. CITY (I outside corpurate limite, write RURAL and give ° | ¢. LENGTH OF ¢. CITY (I outdde corporate limits, write RURAL and give townahip}

wownship)| STAY (in thie place) ‘
TOWN St. Joseph days TOWN St+ Joseph h i i

d. STREET (It rasal, give entioa)
ADDRESS

INSTITUTION  Missouri Methodist Hospital 1216 N. 12th Stre =t
3DNEAC%JE\S°EIE a. (First) b. (Miadle ¢. (Last) 4 DS}.E {Mentk) (Day) (Year)
{Type or Print) Jose ph Perry Abbett DEATH May 2, 1950
5. SEX 0 6. COLOR OR RACE | 7. MARRIED. NEVER MARRIED. | 6. DATE OF BIRTH 5. AGE Gn rwn| « oo an | v omen o am
Male White Marred " T | July 4, 1876. 73 I ml

Farmer

10a. USUAL OCCUPATION (Give kind of work
done during most of working lije, even if retired)

Ret.

10b, KIND OF BUSINESS OR IN-
; J DUSTRY
Faming = Self

11. BIRTHPLACE (8tats or forelgn eountry) / 12, CITIZEN OF WHAT
COUNTRY?
Troy, Kansas

132. FATHER'S NAME

Ferry Abbett

13b. MOTHER'S MAIDEN
Sarah Hamil

NAME 14, NAME OF HUSBAND OR WIFE

ton _ Bertha Abbett

15. WAS DECEASED EVER IN U.5. ARMED FORCES? | 16. SOCIAL SECURITY
Ywn. 00, ¢v unkoown) | (If yea, zive war or dates of servioa) NO.

17. INFORMANT' 5 5IGNATURE OR NAME ADDRESS

*This does not mean
tAe mode of dying, such
o4 heart fallure, asthenia,
. It mecns the dis-
cars, injury, or compli

ANTECEDENT CAUSES

Morbie eonditions, if eny, gising 5008 Xo¥_Hypertensive Cardlo Vascular

Ther ko fhe Shove ooule f"_“‘““" Disease with Hypertension Unknown

ving cause lost

Ne *HEkk & None Yirgil Abbett §t. Jogeph, Missouri.

18. CAUSE OF DEATH . MEDICAL CERTIFICATION INTERVAL EETWEEN
. Enter only cnscansoper } 1. DISEASE OR CONDITION ONSET MD DEATH
Iine for (a), (b, and ¢y | DVRECTLY LEADING TO DEATH® ) ocard g enc : 18 hrs.

Ventricular Hypertrophy

tion which ecauped dmu.)!

Jommc Lf,
; & dilatation. 014 Cerefral

74 3%

; x%. Henmorrhage,
15a. DATE OF OPERA- | -19b. MAJOR FINDINGS OF OPERATION : . "20f AUTOPSY? *
" TION

XX : XXX - ves [ e
21a. ACCIDF.NT (Bpacity) 21b. PLACEOF INJURY (s.s., inarabous | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY} . (STATD)

SUICID . bome, farm, fastory, street. offios bidy..mo) § R .

HOMICIDE XY X
214. 'rcl)gz . (Meath) (Day) (Twn Houn | 2le. INJURY OCCURRED { 2If. HOW DID INJURY OCCUR?

INURY XX ~ = Mon O00MoEd | XX

2! I hereby certify that 1 attended the deceased from 'L 3 L1000 ay. 2 - | 1950, that 1 last saw the deceased

alive on 19_0 and that death occurred at __O..L..iﬁ m., from the causes and on the dale stated above.

BLSI% O (Degree or titls) | 23b. ADDRESS The TOOtle Building Bc DATESIGNED
[V -~ Mm>D - St, Joaeph  Mi qqrurr'i , ' 50
zu. BURIAL CREHA- 2b. DATE 2. NAME OF CEMETERY OR CREMATORY | 249. LOCATION (Olty, town, or county) m)

: emova b May 2, 1950 Troy Cemet ery Troy, Kansas.

DATE REC'D BY LOCAL

/3, /f.ﬁ'%s )

'S 51

TURE / 389_
9]

ERAL DIRECTOR'S SIGNATURE -E:.O‘ﬂ’loun st
Joee Mo

{Licented Embeluwt’s Statement o 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, oft byt xex

* Ak ok Pk *E A kK

¥ rkk Student Embelmer No, . X1+ E:+:t

working under my personal supervision

s L] P —
**m u kX * ;

ST QNO0 ereasionassrssarssananannnsisiss vrennsans 4413 Licensed EmW¥almer No.
studant ﬁnbalnor . .

P. 0. Address St.Jossph, Missouri.

-Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDW'RITING (Failure to comply with
the above constitutes grounds for revocanonofhcense.) .

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




