THE DIVISION OF HEALTH OF MISSOURI T 30462

5. No.300
s e FILED SEP 16 1950  STANDARD CERTIFICATE OF DEATH Stae File No
BIRTH MO, REG. DIST. WO, _LZermv nes. o151, wo. _LOOR .+ Repittear's No. .._-3.56 —
1. PLACE OF DEATH 2. USUAL RESIDENCE (Wha o d lived. U knstd bedore
l a. COUNTY Jaokson 5. STATE a1 geourd b. COUNTY Jaok son -dm_uo-n-
b. CITY (If ootelde corpurate limits, write RURAL and give. __ |.c.. LENGTH OF ¢. CITY (It outalde corporate Liczite, write RURAL and give townahin)
townahip) STAé this place) R 3
) ﬁ 0N Kansas City '?" yra TOWN Kansas City /l o
- d. FULL NAME OF {If not in hoapital or I don. give strect address or looation) d. STREET (If tursl, give location) W
HOSPITAL : ADDRESS
8 INSTITLTION 359!1 139119 fontalne 330l Bellefontaine %D 0
g 3. gEAchéE s%ri': 8. (First) b. (Middiey c. (Last) - P DSTE (Month)  (Dey)  (Year)
= { Type or Print) Regina Mery HEILLBRAND peatw Augo 27, 1950
= 8. SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8, DATE OF BIRTH 9. AGE (In years| ¥ DNGEX 1 TEAR | ¥ BIOER ™ w3,
= WIDOWED, DI 30&(:50 (Hpacity) : } [ Montha , Dars | Houwrs | Min,
5 _ Female ' | White Marrie ! Septo 8, 1880 |
108. USUAL OCCUPATION (Givekind of work' [ 10b. KIND OF BUSINESS OR_IN- | 11. BIRTHPLACE (Btate ot farelgn eounts) 12, CITIZEN OF WHAT
;3 ' N bu
E doﬁguﬁh; olfm-kin;uh wven If ratired) Home STRY Newt org, New York / COUNTRY?
’ < 130. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSDAND OR WIFE
. L Timothy Ahenrn Mary Qulinn Jom G. Hillbrand
= Ié' WAS DES:EAS‘E”D E\(IER INﬂU_S.ARMdED FDRCB'; 16. SOCIAL SECUREIS’ 17. INFORMANT'S SiGNATURE OR NAME ADDRESS
3 LS y r or dates of service .,
=B s TEmTIII None John G, Hillbrand 330l Bellefontaine EKCMoo
| |[18. cause oF peatH MEDICAL CERTIFICATION INTERVAL BETWEEN
2 || Enteronly onecnusper | I. DISEASE OR CONDITION . ) | ONSET AND DEATH
E lime far (a}, (b, and {c) DIRECTLY LEADING TO DEATH @
g *This does not mean ANTECEDENT CAUSES /
the mode of dying, ruch | Morbid conditions, if any, gictag DUE TO (&) £
3 as hearl fallure, asthenta, | rite {0 the abose cause (a) dating -
=] ac. It means the dly. | e underlying cauae lost.
o case, injury, or compiica- DUE TO ¢ .
z tion which eaused death. | 5. OTHER SIGNIFICANT CONDITIONS ("]
— Conditions contribuding to the death bul not ”
E‘ related (o the diseate o7 condifion causing death. il
E - |f 19a. DATE OF OPERA- | 13b. MAJOR FINDINGS OF OPERATION 20. AUTOPSY?
TION
K 21a. ACCIDENT ¢ ) 21b, PLACE OF INJURY te.g.. lnorabout | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE) 4
SUICIDE boms, farm, fastory, sirest, offics bldg., et0.)
g 21d. TIME | (Moath) (Dayy (YaXo) (Hown | 2le. INJURY OCCURRED | ZIf. HOW DID INJURY OCCUR?
OF : WHILE AT[—] NOT WHILE
bl-c INJURY = | “work AT WORX
E 2. I hereby ‘certify that I attended the deceased from , 18 , o . 19 , that I last saw the deceased
- alive on 19 , and that death occurred al ________ m., from the causes and on the date stated above.
ﬁ 3. . Owens b(m ortitle) | 23b. ADDRESS I 23. DATE SIGNED
= 4 wFat F ol Al ! /‘JI/J
E s¥ Bl B et ... CF T L, NAME OF CEMETERY OR CREMATORY . (5tate}
; Bayxlo Ste Johns Kansos: C
DATE REC'D BY LOCAL AR'S SIGNATURE 25, FUNERAL DIRECTOR'S SiGNATURE - RADDRESS
£ - 2.8 M‘_ﬂ Mollody-MoGilley-Eylar Kansas City, Moo
d Embalmer’s § Reverse Side)




gl

{.0 . ,‘:' T .. i < 3
E ‘ g5 Yo - _
f tee [0 r ' " if
r F r ‘Y . . r A * -.- L3
‘- c.0 7 W noE bl -~ -
e et .0 Do
v g TfE . atip £ PR A P
.0 re It rr ’ Ny IT . - e o] - - "
- A Y
~ . - ..
L]
Y
STATEMENT BY LICENSED EMBALMER
I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalnied by me, or by——
. LT rmmmmmmm— . Student Embalmer No..eaeoorasrossrasananana e
working under my personal supervision. W
" .
Signed / A/ ‘{9(//[\/ ------
Slqned.........%;;a;;‘;.E;L;.Ir-n;.r.......... . Licensed Embalmer No w ¢ f
P. Q. Address

- Noee +The above MUST BE<SIGNED BY THE LICENSED EMBALMER.in his-OWN HANDWR.ITING (Failure to comply with
the above constitutes grounds for revocation of license,) - *

’ KR - .." - Ser -
If this bodyif not med, fact should be so stated above. LI IRV ' I




