5. No.300

v. 10.48 ~

WRITE PLAINLY—USING UNFADING Bi.AGK INE-—-MAKE A PERMANENT RECORD

FILED MAY- 20 1350

THE DIVISION OF HEALTH OF MISSOURI

ST ANDARD CERTIFICATE OF DEATH State Fite No... 16879
! BIRTH NO. REG. DIST. NO. _LZLanuwv REG. DIST. NO. _LQ_O_.Q-R,,,,,,‘,,,N,__ 1_&__88
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deossed lved. If lnet recidence bufore
a. COUNTY a. STATE . b. COUNTY aduwimian),
Je_lckson Missauri Jackson
b. CITY (1! ogtelde corpurats limits, wiite RURAL and give ¢. LENGTH OF ¢. CITY (I outside sorporata ilmits, write RURAL snd give towmshlp)
. townahip)| STAY {in this place) L.
TOWN Kansas City 3 vrs TOWN Kansas Yity e X
d. FULL NAME OF (I not in boapital ar institgti aa losation) || d. STREET rural, give loeation) v
HOSPITAL OR Ge;lﬂeral Hoonit —a]‘."'ﬁ‘;"l or loea STREET. af raral, givs 3 dz,- vy
INSTITUTION spl Lol Tyaim Evay Brl . 0
3.DNEACME OE% a. (First) b. (Middle) c, (Last) 4. DSEE (Month) (Day) (Year)
(Typeor Printy Luther A, Moss DEATH ;- 29 50
O . l 6. COLOR OR RACE | 7 Mf\RIEEB E{E\\;’SR MBRRIED 8. DATE OF BIRTH 9. AGE (lny-;n W UNDER ! YEAR | o UMCER 4 kks.
. (Bpacify) . Dy Houws | Min.
white orced . L 11-3-1875 7# R | ¥y
10a. USUAL OCCUPATION (Givekindof work } 10b. KIND OF BUSINESS OR iN- | 11. BIRTHPLACE (Btute or forelan y WHA
done during most of working lifs, aven it rotined> | . DUSTRY . - O:N,“’ e d lz'cg{lrl:'%?l: T
- Coal Miner Missouri U. S.
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Francis Moss Sarah Partin _ Maude Moss
i5. WAS DECEA‘SE:) EVIE.R IN U.S.ARMED FORCES? | 16. SOCIAL SECURITY [ 17, INFORMANT'S SIGNATURE OR NAME ADDRESS
{Yes, no. or unknown (If you, £lve war or dates of service) A . )
a0 " ; 187-01-5871 Eddie Moss  LOOL Truman Rd.KCHO
18. CAUSE OF DEATH : MEDICAL CERTIFICATION Im‘NT%VAL BETWEEN
. Enter only onecause per 1. DISEASE OR CONDITION 3 AKD DEATH
Jin for (8), (b}, and &) DIRECTL-‘{ LEADING TO DEATH® () _ Carcinoma of Pancreas
*This does not metn ANTECEDENT CAUSES
the mode of dying, tuch | Aforbid conditions, if anyp, giring DUE TO (b)
.|| a4 hear! failure, asthenia, riee to the above caute (a) etating . . .- - - - - - - - .-
e. "It meéans the dis- the tmderlp-lna cause last.
tate, injury, or compli _ D!JE TO (c) ) o
tion which caured death. | 11. OTHER SIGNIFICANT CONDITIONS ' Tt IN
Conditions contributing to the death but not [ 5
. related to the disease or condition causing death. .
19a. DATE OF OPERA-'|/19b. MAJOR FINDINGS OF -OPERATION " 20, AUTOPSY?
TION
N . .. YESD uoEl-f
21a. ACCIDENT (Bpecily) 21b, PLACE OF INJURY (es..ioorabout | 2lc. (CITY, TOWN, OR TOWNSHIP) (COUNTY) _ . .. (STATE).
SUICIDE boma, {arm, fastory, mreet. offios blds e10) - - b cot
HOMICIDE B
21d. TIME (Moath)  {Day) (Year) (Hous) 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR? [
wuu.zn NOT WHILE -
INJURY m. AT WORK

alive on __APTil 29 1950  and

2. I hereby certify that T atiended the deceased from M

thal death oceurred al

1850 o _Apm]_29_ 1950, that I last saw the deceased

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

Za. SIGNATURE  m, ¥, Hard~ (Degree o :m@ B, A.DDRESS Zic. DATE SIGNED
= pEe Z;/“}Z:-*P 22 A Y wed. pir. cen't mosp o L=30-50
24a. BURIAL, CREMA- | 24b. DATE 24c. NAME OF CEMETERY OR CREMATORY -° | 24d. LOCATION mity. town, or county) ~ - (State}
TIO-REMOVAL W Y. 1050 —_— . Camden Ho.
FDATE RECD BY LOCAL | REG ‘S SIGNATURE 25. FUNERAL DIRECTOR S S|GMNATURE ‘ADORESS
A 320.- QREG' Q E 2: éié‘; 0 %“J - Earp ' Sons Kansas “ity Mo
(i d Embalmer’s § on Reverse Side) -




. .
et e ——,— e R R EEERRZRuS

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.._.

................................................. ' ey Student Embalmer No.

Student weeeecnsnannsannes Satanietrasvaae Signed
Studmt Embalmer .

Licensed’ Embalmer No...

P. 0. Address

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

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




