THE DIVISION OF HEALTH OF MISSOUR! ' )

FLED AUG 29 1950  STANDARD CERTIFICATE OF DEATH S Fie o 20678
. ¢ —
. BIRTH NO. REG. DIST. NO. .l 3 2 PRIMARY REG. DISY. mao&j Registrar's No....t“;....
L]
I. PLACE OF DEATH - i 2. USUAL RESIDENCE (Wbere decoassd lived;. It Loatitution: residerce, before
a. COUNTY ' a. STATE b, COUNTY. .~ nlidisatom,
Henry - Kansas Gove ~
b. CITY 1 outaid limits, writs RURAL and giv . LENGTH OF ¢. CITY (U opgaid rate limits, write RURAL }
R { mia.l co;;wrlt.e mits, write i w‘:n‘-hin) %TAY NGTH o, on oa-oa rporate limits, write and eive ww);s.
Town .Clinton . . hrd - TOWN - > _-,29
d. FULL NAME OF (If pot ia houpital or inatiution, wiva sireot address or Iouﬁnn) d. STREET (If rural. give location}
- .. ‘HOSPITAL OR ADDRESS
. lNSﬂTUT!ONwet;zel Hospital
3[1;&&&%5%% & (First} b. (Mio-:ldle) c. (Last) 4. DATE (Mon ) (Day) (Year)
(Typeor Priney JONN - Me Orander DEATH 8/19
5. SEX 6. COLOR OR RACE | 7. MARI‘;&EB. BFVESCESRRIED. 8. DATE OF BIRTH 9. AGEi {In years ;; UNDER | YEAR | IF UNDER u s,
) 3 (Hpecify)” rthday} Hours | Min.
Male |white WA cwed P &g 5/6/1868 g2 BN |
10a. USUAL DCCUPATION (Chvekindnfwork | 10b. KIND OF BUSINE‘SS QR IN- | 1. BIRTHPLACE (Siate or foraign country} 12, CITIZEN OF WHAT
dona during most of working lifs. evan if reticed} _ DUSTRY k . . - NTRY? -
Retired Laborer Kentucky
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. MAME OF HUSBAND OR WIFE
Unknown { Unknown —————
I15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY . INFORMANT'S SIGNATURE OR NAME ACDRESS
{Yea, oo, or unkoowa)} | (Ii yes, pive war or dates of serviee) NO.
No ' | None Alma Hess Lowry City Mo.
18, CAUSE OF DEATH MEDICAL CERTIFICATION INTERVAL BETWEEN

| Enter only onecauseper | 1. DISEASE OR CONDITION ONSET AND DEATH

line for (a), (b), and {c) DIRECTLY LEADING TO DEATH® ()

*Thiz does ot mean ANTECEDENT CAUSES

the mode of dying, such | Morbid conditions, if any, giring DUE TO (b)
aa hear! failure, asthenia, , rise to the above cause (a) statfng. . . .,
ete. " Ii means the du-- - the underlying couse lost, AR .
case, injury, or complica- ___ DUETO(c
tion which caused death. | 1. OTHER SIGNIFICANT CONDITIONS:

Conditions contributing to the death but not
related Lo the disease or condition causing dcaﬂl

19a. DATE OF.OP.,E_I%‘N' .i9b. MAJOR-FINDINGS_ OF OPERATION " ... .t 4 . " .t w1, LRI AL -+ AUTOPSY?
- . . &?3 ves [J Nor_—]i
21a. ACCIDENT (Bpecity) 21b. PLACE QOF INJURY (o.g..inorabout | 2l¢. (CITY. TOWN, OR TOWNSHIF) {COUNTY) (STATE}) [
VHOMICIDE homae, farm, Iactory. street. office bidy., eto.) o " %
duE arcidind | . Werg. (D 4’ l%“" |

219, TIME (Month) (Dsy) (Ysar) (Houn | Hle, INJURY OCCURRED | 21r. HOW QIO"iN
_ 14 1950 10*e= Yook L "AT woRk. (Al - M u%.w—w)
z 1 hei’abi{ cer'zf s that 1 at!cnded the deceased from B_HMM IQ_Q {o Jﬂ%ﬂ 19_52 that I last saw the deceaced

{ i 19.&0_ and thal death occurred at L_‘éo_Bn., from the causes and on the dale sfated above.
. A : . I ?(Degme ot title) | 23b. ADDRESS

DO -

RL. CREMA-| 24b. DATE ) 24c. NAME OF CEMETERY OR CREMATORY o 24d, LDCATION (Olly. l.ovm.

Bennovu_:nL = | 8/22/195 ol Gove Gove Kansas,

CATE REC'D BY LOCAL R'S SIGNATURE .,L’.ptd.ﬁzs FUNERAL DIRECTOR'S 51 GMATURE i DORESS
Quq22-30 g % Q. asn %A—M—&.@A&T_
QO

Zc. DATE SIGNED

(licented Embaimer’s Statement on Reverse Side)




RECEIVED
DISTRICT HEALTIH OFEICE

District File Number__ ,

Date Flled_--_-_-CfZ: -:-

STATEMENT BY LICENSED EMBALMER

" T herehy certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by ——......c

et ebe etk emab b b £ oo 1 4 b kb emn e e et e S P Y me e et et e peemen e e cane , Student Embalmer No.

working under my personal supervision.

Student ..... eredseareesasretnterrnnrnnnona Signed %W

Student Enbaluer
) Licensed Embalmer No *9" 3 Sl

P. O. Address éM——' }

Note: The sbove MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING (Failute to comg
the above constitutes grounds for revocation of license.)

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

. . . e
RS i . . B -




