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

_|} a8 Beart fafluse, asthenia, -

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

REG. DIST. NO. ZQZ PRIMARY REG, DIST. KO. _,Zéal.-ammaum.._._.__; ........

ALED APR 23 1950

13094

State File No.

BIRTH NO.
1. PLACE o Th 2. USUA] IDENCE (Whm deceased lived. snce before
. B COUNTY r W a. STATE b. COUNTY sdnbign).
b. CITY (1 forpurate Umits, L and give ¢. LENGTH OF c. CITY r a limits, write RURAL and
e nship) STAY (En thia place)
oM yr TOWN | /J// Q.Y)
d FULL NA E OF {If not in howpitsl or lu&#ﬁm give streat sddrem or [ocation) o w,%_u YA
ADDRESS /
ms-n-rcmon Leeds Sani tarium | so7 Aag,
3. NAME OF frst ddle) Last) 7
DECEASED %/LZ’U ) . LDATE  (Magth) (?y) (Year)
(Twpe or Print) DEATH 62 /PSa

7. MARR!ED

Rl | L

%Z"" 7 9| 3

9, AGE (Inmn * UNDER | TEAR

Monthl’ Days

O ONDER M MRS,
Boml Min, |

10a, USUAL OCCUPATION (Givekind of work
done during moet of working ll!a. ovan If retired)

104, KIND OF BUSINESS OR m.;
SJZ:,& Worrr ]

12. CITIZEN OF WHAT

/. Brgm csmzm.u.nsnm g %’?"“S

nlaz{}%sm 13b. Zm:n S MALQEN N

SBAND OR WIFE
; .

7"

15 WAS DECEASED EVER IN U.5. ARMED FORCE? 16. S0CIAL SECURITY
)

mdnmwduud-ﬂ 92'_{0,40’f

T7. INFORMANT' § 51GNATURE OR NAME ADDRESS
Mrs. Delsie F. Lowther, Kansas City 3,Mo.

none
18. CAUSE OF DEATH )

. Enter only onecauseper | . DISEASE OR CONDITION

DIRECTLY LEADING TO DEATH® ()

MEDICAL CERTIFICATION

INTERVAL BETWEEN
ONSET AND DEATH

line for {8), (b}, and (c)

*This does not meen ANTECEDENT CAUSES

Pulmcnary Tuberculosis

the mode of dying, such 1 Mortid conditions, if any, g-iplng DUE TO (b)

- the underlging cauase last. s

de. It means the dis-
DUE TO (c) y

case, infury, o plice-

metamabwemme{n) N G e

DATE REC'D BY LOCAL REGI ‘'S SlGNATURE
. 1/-/0 -\S'BF'G A
("- 4 Eahael )

B SIGNATURE (Degroe or tisle)

)

24a. BURIAL, CREMA-

T%. REMOVAL (Bpedlty"

p—

/-850

TE 24¢, NAME OF CEMETERY OR CREMATORY

- - - >,
tion which caused death. | 11. OTHER SIGNIFICANT CONDITIONS - ST R 0 [}
Condittons contributing to the death but not 0
reloted to the disease or condition cousing death. L - =
.18a..DATEOF .OPERA-' | 195, MAJOR FINDINGS OF OPERATION e ' B : ‘ & ~ | 20.-AUTOPSY?
TION
. . A YES D X0 D
21a. ACCIDENT (Bpeeity} 21b. PLACEOF INJURY (eg..Incrabost | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE boms, turm, [agiory. sireet, ofos bidy.. me.) T oo
HOMICIDE - ’ )
21d. TIME (Mooth) ~ {Day) (Year) (Houn -| 21e. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
. . ot ,- : WHILE AT MOT WHILE.
INJURY - - = | “worK D AT woRk | - N
21 hereby certi v that I a!tmdedt deuaaed from L O~ , 19 ’Lf lo ¢- £ » 1920, that 1 last saw the deceased
. alive on , and that death occurred at o m., from the causes and on the date stated above. .
2, ESS 23c. DATE SIGNED

L/8/50

(s_'mle) .
CRln .

24d.

%@aﬂ‘.d_._
ERAL DIRECTOR™ S SIGMATURE
%Independence Mo.

ADDRESS

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, 0 by oo

Student Embalmer No.

working under my persona! supervision.

Licensed Embalmer No. ﬂ/ /b 5/

- e

, : ‘ P. O. Addrcsng—-- >?t
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRI G. (Failure to compé with

the above constitutes grounds for revocation of license.)
If this body is not embalmed, fact should be so stated above.

Student c.ccviversinansasncesansienendnonan
- Student Embalmer




