'

WRITE PLAINLY—USING UNFADING BLACK INE—MAKE A PERMANENT RECORD

. Mo, 300
. 10.48

BLRTH NO.

a. COUNTY

FILED SEP 23 1950

[. PLACE OF DEATH
Jackson

STANDARD CERTIFICATE OF DEATH
REG. DIST. NO. /22 PRIMARY REG. DIST, NO.__ ABOL Roicrars No... o

TME LAVIIUN UF FMIEALIFA UF MIAUAIRI

State File No....

S41mgmam

849

2. USUAL RESIDENCE (Whers deceassd lived. It institution: residecos befors

. STATE admbmisg).
. Mo, b COUNTY rackson Sq° ’}}(

b. CITY (M outelde corpurate limits, write RURAL and give

¢ LENGTH OF

¢. CLTY (If outaide corporate lirmite, writs RURAL and give townahip)
STAY (in this place) R

townghip!

Town . Kansas City . / yrs TOWN - Kansas City 1,/‘ 9
d. FEOng I!'l_I‘_\Ah["l_E OF (If got L hospital or Institation, Kvs street address or location) q.fg‘ggs (If roral, give location)
INSTITUTION 316 No Quincy ' . 316 No., Quincy
3. I;IE?:!EE ..‘%'E) n. (Firat) : b. (Middle) c. (Last) . | 4, DATE. (Month)  (Day} (Year)
(Twpe or Frint) CARL THOMAS MINOR DEATH  G= 8=~ 1950
5. SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED. | 8. DATE OF BIRTH 9. AGE (1o years] W Uotn ¢ TIAR | ¥ oen 7 o,
: i WIDOWED), DIVORCED (Bpegity) last birthday) | Mocthe l Dars | Hours | Min
mole O| white maT. 7 Oct 19 1885 | 64 |
102, USUAL OCCUPATION (Qivekindofwork | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (Btate or forelgn sowatr) 12, CITIZEN OF WHAT
7 do%d mqat of urkﬂ lite, '_Enﬂ retired) -EUSI'R . . UNTRY?
et.raint Uept, Chev.Plan Illinois /

13a. FATHER'S NAME

Fdwin P.iinor

14, NAME OF HUSBAND OR WIFE

Liate Minor

13b. MOTHER™S MAIDEN

Nettie Jon

I5. WAS DECEASED EVER IN U.5. ARMED FORCES?

{Yws. no.or unknown) | (If yew, give war or dates of service)

17 INFORMANT 5 S1GNATURE OR NAME
Carl MHinor Jr,332 No,Drury

16. SOCIAL SECURITY

ADDRESS
487m09-456C"

18. CAUSE OF DEATH
. Enter only oneceuse per
lne for (a), (b}, nnd (¢}

MEDICAL CERTIFICATION

1. DISEASE OR CONDITION

Ig‘I'ERVAI. BETWEEN
NSET AND DEATH
DIRECTLY LEADING TO DEATH" (5 Tuberculosis Pulmonsry(and po agibl‘x

4 inal.
<T@ dots mat mean | ANTECEDENT CAUSES gastrointestinal)
the mode of dying, such | Morbid conditions, if any, giving DUE TO (b) s
as heart fatlure, asthenia, rise to the abose cause (a) wating L e s S SR TR £ z - B
e, Ji menns the dis. | the underlying cause loat.” 0 JJ
care, infury, or complica- i DUE 1_-0 (9] _ B
N B s soetibamn ot ot ot ot Circulatory collapse. Gastrointestinal
related to the disease or condition causing death. qvmntnms in laat 8 W_E B
19a. DATE OF.OP_II:ZIFgN' 19, MAJOR FINDINGS OF OPERATION 11’1&1’11 tion. 2. AUTOPSY?
ves [ wo 3
21a. ACCIDENT (Bpedty). 2ib. PLACEOF INJURY (ex..inorabout | 21c, (CITY, TOWN, OR TOWNSHIP) (COUNTY) | (STATE)
+ SUICID ' bome, larm, fagtory, sitest, office bidg.. 0. ) ) - .
HOMICIDE .
21d. TIME (Month)  (Dar) (Year) (Hoar) 21e. INJURY OCCURRED | 21f, HOW DID INJURY OCCUR?
~. | WHILEAT[™] NOTWHILE
INJURY . . | woRk ° AT WORK
z 1 hercby cerhfy that I atiended the deceased from 5/18/48 18 . Lo 9/8150 48___, that I last “saw the deceased
0 __,19___, and that death oecurred at __LA.!. ., from the causes and on lhe date stated above.
: ; SOR  (Degres or :iu?J Z3b. ADDRESS I Z3;. DATE SIGNED
i B0I1A Independence Ave ' 9/8/50

24d. LOCATION (Olty, town, or county) -
Farrensburg Ho .‘

(Btate)

DATE REC'D BY L%%AL

Al REGZ:RAR S S[GNATURE

7 -9 50

e
24c, NAME DPCEMETERY OR CREMATORY.
FUHERAL DIRECYOR'S SIGNATURE

Sunset Hill
E i.Blackman & Son,Inc Kansas cmy

(Emmul Embalmer's Statement on Reverse Side)




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

o . Y. 'Siudent Embalmer Nossseseornnonsnssnennonnas.
working unider my personal supervision, .
Signed ﬁp/‘fﬁ ZQML&L'
$ignedivaea.s crecverencttieranas PPN ‘e é
studont Embnlmer . Licensed Embalmer Nn },‘ 45

P. O Addrasw 7

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

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




