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WRITE PLAI

NLY—USING UNFADING ﬁI.ACK INK—MAKE A PERMANENT RECORP (-

ALED APR

21 1950

THE DIVISION OF HEALTH OF MISSOURI L

STANDARD CERTIFICATE OF DEATH
REE. DIST. NO. 122 PRIMARY REG. DIST. NO. Z,QQ&.‘ Reax:.'rar.rh"nu 1 1'?8

State File Ni ‘3211 ........... -

<

*Thir does not mean
the mode of dying, such
as heart follure, asthenia,
et It megtiz-the Qs
case, injury, or complica-
tion which caused death.

ANTECEDENT CAUSES

Morbic conditions, if any, giring PUE TO (b)

"BI{RTH NO.
1. PLACE OF DEATH 2 USUAL RESIDENCE (Whers d d llved. 1f inats idonce before
a. COUNTY STATE b. C diesiomion).
Jackson “ Vissouri COUNTY Jackson s
b. C|TY {If outaide corpurate limits, write RURAL and give ¢. LENGTH Of c. ClTY (If sutaide oorporate Umits, write RURAL and give township)
TOWN township) | STAY (ln this place? TOWN Kansas C:].t ‘4
Kansas City 14fe Y d
FII-IJIC;SLPFF“I'_EO%F {If not ia hospital or inatitytion, -:n]:m;; addtuior locatlon) d.Asl;r[?REEESE It nu:fl. gve locatlon) 5 (6 ..)
mstituTion  General Hospital No. 656 Romany Rd,
3 NAME OF a. (Firsty b. (Middle) ¢ (LesH 4 03}-5 (Month)  (Day)  (Year)
(Type or Print) Flourney Quest DEATH 3 28 50
5. SEX O 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, | 8. DATE OF BIRTH 9. AGE (Ia years| F WNORR 1 YEAR | ¥ ONCER uf 13,
WIDOWED, DIVORCED (Bpegify) Lust birthday) | Monthe l Days | Hours | Mia,
M W - December 5, 1877 72 . |
10a. USUAL occum‘non (Givekind of work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (Btate or forelsn country) 0 12, CITIZEN OF WHAT
dose during most of working lifs, sven if retired) DUSTRY . . COUNTRY?
City Clerk Wi ssourd
13a. FATHER'S NAME 13b. MOTHER' S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE
Charles Quest Unknown . lClara est
I5. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT ' 5 Si1GNATURE OR NAME ADDRESS
(Yea, no.orunkeows} | {If yes, Kive war or dates of service) NO.
No UNknown Mrs, Clara Quest 656 Romany Rd.
18. CAUSE OF DEATH MEDICAL CERTIFICATION INTERVAL BETWEEN
1. DISEASE OR CONDITION . e eas .y . ARD DEATH
]If;::f,r"?;)’ o aon vy | DIRECTLY LEADING TO DEATH" ) Pneumococcic meningitis with multiple
brain abscesses

ride to the abore caude {a) xtutmg

the underlying cauase last.

DUE TO (c)

11. OTHER SIGNIFICANT CONDITIONS

Conditions contrittding to the death bt nof
. related to the disease or condition cousing death.

a0

19a. DATE QF OPERA- | 15b. MAJOR FINDINGS OF OPERATION PN . . | 20. AUTOPSY?
N - TION | ~ .
_ _ ves L] wo I
2ia. ACCIDENT " (Bpwety) 21b. PLACEOF INJURY (aa tnoraboa: | 21z, (CITY, TOWN, OR TOWNSHIP {COUNTY)} (STATE)
SUICIDE bhome, iarm, Inctory, stresat. office biis..one.) .o - P
HOMICIDE . .
214. TIME (Month) (Dmy) (Ywar) (Hour) 21e. INJURY OCCURRED 2tf. HOW DID INJURY OCCUR?
OF WHILE AT[—] NOT WHILE
. INJURY m. | "woRrK AT WORK

" alive on

2 I hereby certzfy that I attended the deceased from
. 50 _, and that death eccurred at _6_.:_0_23 m

March

March 28, 19._52., ihat T last saw the deceased
., Jrom the causes and on the date stated above.

1% 15_50 o

S B e

23b, ADDRESS 23c. DATE SIGNED

BURIAL., CREMA- | 24b. DATE 24c. NAME OF CEMETERY OR CREMATORY , |.24d. LOCATION (City, town, or county) .. . . (State) ..
TION REMOVAL (Bpeclty) B . .- E
Burial O | 3/31/50 Mt. Moriah Kansas City, Mo.. . .
DATE REC'D BY l.m.AL REG, AR'S SIGNATURE 25 FUNMERAL DIRECTOR'S SI GIATURE ADDRESS
| 3.3 A+STINE & McCLURE UND.-GO. K. C., MO,

(Licensed Embalmer'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, 0f bYeerermecrrerrnenes

_________ , Student Embalmer No.

working under my personal supervision.

Student ...ca.. Certeemamsasastesssiseranans Signed. oo e evearrstree e
Student Embalmer

Licensed Embalmer No.....

. P. 0. Address:
Note: The sbove MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply with
the above constitutes grounds for revocation of license.}
- I this body is not embalmed, fact should be so stated abave. .

- +



