. Mo, 300

10.48

&

NG TUUNFADING BLACK INE—MAKE A PERMANENT RECORD

’ FILED JUN

"BIRTH NO.

10 1950

IFE UYMW Ur FicARIF U MAJUR

STANDARD CERTIFICATE OF DEATH I 12920 ,,,,,,, ”
REG. DIST. NO. z 22 PRIMARY REG. DIST. m._&Q_&mgumnm__ ,g_zg..,m

line tor (a}, (b), end (¢}

*This docs ot mean
the mode of dying, such
as heart failure, asthenta,
ete. It means the dis-

_ANTECEDENT CAUSES

1. PLACE OF DEATH 2. USUAL RESIDENCE (Whare decstsed lved. If inatitution: residence before
. COUNTY . STA N dinisslon).
: Jackson & STATE o nsas b. COUNTY Johmson "=
b, %’EY (1f outoide corpurate Hmits, write RURAL aad give csr AI;(ENGTH OF c. Cb Tg’ {II outxlde corporste limita, write RURAL aad glve towaship) 5 0
: nabip) in this place) R
TOWN Kansas Clty townatiz k] CiaVSph“ TOWN Dttawa Ql
d. FULL NAME OF (If not in boapltal or institytion, give strect sddress or location) d. STREET (1t rural, ghve location} 6
H ITAL O . ADDRESS
(INSTITUTIGN  St, Joseph Hospital
3 g&ngg 5%13 a. (First) b. (Mlddle) e. (Last} ) |4 DATE (Month) (Day} (Yean) \
{Typeor Pine)  Minnie - Read DEATH May 23, 1950 )
5, SEX 6. COLOR CR RACE j 7. MARRIED,. NEVER MARRIED, 8. DATE OF BIRTH 9. AGE (In years| w UNDER 1 TIAR | O UaDER 2 ams, ;
. WIDOWED, DIVOBCED (Bpmecily) ) last birthday) Month-[ Days | Hours | Min,
female white married Oct. 11, 1870 79 | 4
10a, USUAL OCCUPATION (Givekind af work | 10b. KIND OF BUSINESS QR IN- | 11, BIRTHPLACE (State or forelan ascuntry) 12_ CITIZEN OF WHAT ||
dons during moat of working life, even if retired) DUSTRY COUNTRY? ;’
at home Kangas USA
1|3a.rnmza's NAME 13b. MOTHER™ S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE t
UY\KWQ\.@\‘\' \-)"Y\, H-_mgu.r""\ Mr. Ornan Read I
15. WAS DECEASED EVER IN U.S.ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT' 5 SIGNATURE OR NAME ADDRESS
(Yea, no. or unknown) | {If yes, giva war or dates of servion) NO.
no no no Mr, Ornan Read, Ottawa, Kansas ¢
18. CAUSE OF DEATH MEDICAL CERTIFICATION IgTERVA‘I’.‘w i
n 1.-DIS OR CONDITION o - RSET H >
¢ Pnter only one csuse per  DIRECTLY LEADING TO DEATH" 2. . '
£,

Morbid conditions, if any, giving DUE TO (b)
rize to the gbove caudr (a) stating
the underlying cguae last,

DUE TO (c)

i iy
i il
o~
7

ease, injury, or lHea-
tion which catured dcaﬂs

11. OTHER SIGNIFICANT CONDITIONS A 2 j
Conditions evnirituting t0 the death butmot 3 <y

related to the disease or condition

19a. DATE OF OPERA-
TION

19b. MAJOR FINDINGS OF OPERATION

20. AUTOPSY?

ves L] wo ’
(STATE) [x

2lc. (CITY, TOWN, OR TOWNSHIP} (COUNTY)

21a, ACCIDENT (Bpwcily) 210, PLACECF INJURY (s.g.. 1n or abot
SUICIDE home, farm, fastory, strest, office bidy., sta)
HOMICIDE
21d. TIME (Mcath) (Day) (Year) (Houn | 21s. INJURY OCCURRED
e WHILEAT[—] NOT WHILE
INJURY : WORK _AT WORK

2if. HOW DID INJURY OCCUR?

alive cm

2. I hereby c;:rtify 'that.lI atlended the deceased from

~ , 18 -‘J‘Q to .&gﬁlj—, 1850  that I last saw the deceased

, 1957 and that death occurred at

23 CL m., from the causes and on the dale stated above.

ATURE e UThI'lSm‘ {Degree or title)
W L YV u-e

23b. ADDRESS ; JCPumds Z3c. DATE SIGNED
1314 Peodt M-( - lo- mf{ ety 3y, 1O

BURIAL, CREMA.
TION REMOVAL (Bipedty)

removal &

5/2/50 —

2417 DATE 24c. NAME OF CEMETERY OR CREMATORY 244, I.OCATION (Olty, town, or county) / (State)

Ottawa, Kansas

' WRITE FLAINLY—USI

25. FUNERAL DIRECTOR'S 81 GMATURE ADORESS
STINE & McCLUREz Kansas City, Mo,

{Licensed s Statement on Reverse Side}




f 7&4}\_ é{/ }YLQM

3
- .;
. "IN 12 veke
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 ]
s ‘s o Student Embalmer Nowessweovsoenas, seranaa vead
working under my personal supervision.
Signed.........._..-__-_-a M‘/{/
51 devensanans  a e bbemseanarrrr e rrea .. .
ne Student Embalmer Licensed Embalmer No /’Z/V}

P. O. Address /b( a

Note: The sbove 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 ahove.




