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YA
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: BIRTH MO.

' ALED APR 21 1950

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

REG. DISY. NO. _ZZL_ PRIMARY REG. DIST. MO

2. USUAL RESIDENCE (When &

1

Statz File No.

3251

_0 b"’chu!mr 5 No.wm... 1 430

oot et B e e

d lved. If &

readd.

b.
CouNTY Jackson

mh'lnn?.

1. PLACE OF DEATH
8- COUNTY Jackson o STATE Missouri
b. CITY (1 outedde corpurate limits, writs RURAL and give ¢. LENGTH OF
1own  Kansas City- =) T8 Yea . o

c. Clc',l';{ (If outakds corporate limits, writs RURAL and give towrship}
Kansas City

EN4 ;vé’

alive on

, 1950 , and that death occurred at 9_:J.,,D.A..

m., from the causes and on the date stated above.

d. FHO”‘.EPF&T.EO%F (If oot in bhaspital or institution, give sirest sddress or lovation) d'AngEEr 2 rural, wive loeation)
mstitutioN.  General Hospital No. 1 3416 Woodland )
3 NAME OF a. (First) b. (Middle) ¢ (Last) _ 4. DATE (Mouth)  (Dsy) (Yew)
(Twpeor Pringy  Kate - Settles DEATH 3 24 50
5. SEX 6. COLOR CR RACE | 7. MARRIED, NEVER MARRIED, | 8. DATE OF BIRTH 9. AGE (In yeans| ¥ mtw | Va2 | 7 hoem u nm,
WIDOWED, DIVORCED (gpeity) : Iaat birthday) l!.ouh, Duys | Bours | Min
Femele / | White t 12 1856 93 |
108. USUAL OCCUPATION (Cibve kind of work- | 10b. KIND OF BUSINESS OR_[N- | 11. BIRTHPLACE (Btate or forsdgn sountry) 12, CITIZEN OF WHAT
done during moss of working life, even If rectred) DUSTRY / COUNTRY?
Kentucky eDells
13a. FATHER'S NANE 13b. MOTHER'S MAIDEN NAME 14. NAME OF MUSBAND OR WIFE
) No Record . { _No Record . o -Record
IS. WAS DECEASED EVER IN U.S.ARMED FORCES? | 16. SOCIAL SECURITY | 17 INFORMANT'5 SIGNATURE OR NAME ADDRESS
{Yeu. oo, or unknown) | (If yes, xive war or dates of service) NO.
' Ko None Mr Hollis W,Stevens Kangas Cit
18. CAUSE OF DEATH MEDICAL. CERTIFIC.ATION 'ﬁgﬁgﬁﬁm
| Enter only onacauseper | 1. DISEASE OR CONDITION _ . . e o - H
Jinefor (a), (b, &nd () | CIRECTLY LEADING TO DEATH® (,) Monocytic leukemia
This does not meam | ANTECEDENT CAUSES
the mode of dying, such |  Aferbid conditions, if any, giring DUE TO (b) |
as heart faflure, asthenda, | Tise o the aboce cause (a) sdating - o EE e e e — - . ‘
dc. It means the diy. | ‘he underlying cause logt.
eare, infury, of complica- DUE TO (c} ‘
tion which caused death, | 11. OTHER SIGNIFICANT CONDITIONS ’ L? i ;
Conditions contributing to the death but not
related to the disease or condition cqusing death. !\ D -
19a. DATE OF ‘OPERA-"| 19b. MAJOR FINDINGS OF OPERATION ° a8 20. AUTOPSY?
TION .
2ta. ACCIDENT (Bpecity) 21b. PLACEOF INJURY (ag..naraboct | 21c. (CITY, TOWN, OR TOWNSHIF) {COUNTY) . (STATE)
ICIDE Botos, farts, fectory, strest, offies bldg. e : -
HOMICIDE :
21d. TIME (Moath) (Day) (Yea) {Heus) | 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
‘INJURY "mu" ug:gﬂn'.(: : '
2. 1 hereby certify thit 1. attended the deceased from~_March 23 15 50 4 Mh_zh_, 195_0_ that I last saw the deceased

WRITE ' PLAINLY—USING UNFADING BLACK INE—MAEKE A PERMANENT RECORD

2. SIGNATURE WL, We OETE {Degree of §itle) | Z3b. ADDRESS Z. DATE SIGNED
ol ) 220 0| Ted. Dir. cen1 mospy - | 325750
Zia, BURIAL. CREMA. | 24b. DATE 24c. NAME OF CEMETERY OR CREMATORY - | 24d. LOCATION (Oity, town, or county) (Btats).
TION. REMOVAL (Spaidty) .
Mare 27 1950 | Green lawm - : . - - -I Kansas .C gaouri
- R'S SIGNATURE v . F“EHM Dlll:CI'OI 3 SIGHATURE Abo.‘s’

DATE REC'D BY LOCAL | REG.
REG.

Mrs C,




&
L
.“(‘_
S?"
.
i
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 by —— oo,

— eaeeatesmstsememesmeomeesteemaareensesbessmssetaSeseston seseeseee s eneammet eeeeteoseessesomeeeemeeeeeemnn seeeesesemen st eesreann tudent Embalmer No.

working under my personal supervision,

SLUTENT coesssacrennsossasannsssasrasnsanss Signed.: ; L
saen Studmt Embalimar i ;_{2/ é
Licensed Embalmer No
T e s S e .

Note: The above MUST BE SIGNED BY THE- LICENSED MAWBR in his QOWN HANDWRIT]NG (Failure to comply with
the above constitutes grounds for revocation of license.) :

If this body is not embalmied, fact shoild be so stated above.




