. No.300
. 10.48

<
Q%

»

”
i

WRITE 'IJI@I'NLY.—USI

NG UNFADING BLACK INE—MAKE A PERMANENT RECORD

!

THE DIVISION OF HEALTH OF MISSOURI

hY

. Enter only onecsuse per
Hne tor (a), (b}, and (c}

*This doer not mean
{he mode of dying, such
a2 heart foailure, asthenia,

1. DISEASE OR CONDITION
. DIRECTLY LEADING TO DEATH" (5

ANTECEDENT CAUSES

Morbld conditions, if any, giving DUE TO (b)

rize to the above cause (a) stating
the underlying cauae last,

Carcinoma -of stomach with: liver - -

metastases

|| ete. It means the dis-

DUE TG (c)

eque, infury, or compiica- -
tion which caused death, | 11, OTHER SIGNIFICANT CONDITIONS -

" Conditions contributing to the death but not
relafed to the disease or condition cauring death.
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- T " | &, AUTOPSY?

. I hereby cemjy tha! I cttended the deceased from

19a..DATE OF OPERA- | 19b, MAJOR FINDINGS OF QPERATION !
TION
] ) ves [) wo E
Zla ACCIDENT (Bpecify) 21b. PLACEOF INJURY (o.s.,inorabomt | 2lc. {CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUIC] home, farm, [setory, sireet, offios bldg. sto)
HOMIGIDE v
2id, TIME . (Mum'h) (Dap) ('Y_i-.rj‘ _(Fouar) “ 32le. INJURY OCCURRED | 21f. KOW DID [NJURY OCCUR?
N . - | WHREAT]—] NOTWHILE
INJURY Y0 Lo : = | " work AT WORK
- W Y r . - Y
Nov. 8 , 18 50, lo Wov, 12 1950 that 1 last saw the deceased

alive on Hov, 12 . , and that death accyzred ol

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

2. SIGNATU .I.Bums (Dagmeort In 23b. ADDRESS
M © 2hth & Cherry -

Z3c. DATE SIGNED
‘11-13-50

2 NBFLIIERIAVL CREMA— 240, DATE 24c. NMIF. OF CEMETERY OR-CREMATORY '|'24d. LOCATION (Oity, :own.-oreounl. 7) ’ (Statg)‘
JRIA z_ Noy./s- (950 | Esmwoop @.EME TERY | Jas \ 7y ANY 1Y ¥
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' AIEDDEC1 1950  STANDARD CERTIFICATE OF DEATH e e o 3 LOYT
!B.RIT" NG. REG. DIST. WO, ZQ 2 PRIMARY REG. DIST. m._LQQ_Zngimar'x No.*%_aﬂéw._.
1. PLACE OF DE}:ITH 2. USUAL RESIDENCE (Where deosased Uved. If institatlon: residence befors
. COUNTY . STA . . . adi .
s ackson > STATE  1issouri b COUNTY  Jackson ="
b. CITY (1 outside corpurate liméts, write RURAL and give ¢. LENGTH OF ¢. CITY (1t ouwids corporsts limite, write RURAL snJd give townahip)
R . vownabip)|{ STAY (in this pluce)
TowN Kansas City 3_{YE‘RJ‘ TOWN Kansas City ([,?
d. F#é_SLP#Ah:-EOORF (1! not ia hoapital or | ion, give steest address or locath d‘AsD?!%ErSS . (If rars!, give location)
INSTITUTION  General Hospital No. 1 L1519 Kensington
S'DNEAC%ES%FD a. {First) b. {(Middle) ¢, (Last) . I 4. DS'EE {Month) (Day) (Year
( Type or Print) Samuel Ouaxzes EF puwarsn Keller DEATH 11 .12 50
5. SEX 6 ‘6. COLOR OR RACE | 7. M&%EB glsgggqgslzg 0. 8. DATE OF BIRTH 5, :.?mmn o ot rDvin I UNEX 1 s,
{ y) ! ays | Hours | Min,
Maute Y\ WHiTE Mo 28 /9% | 5t , !
10a. USUAL OCCUPATION (Qbr blud of work 19b. KIND OF BUSINESS OR m 1. BIRTHPLACE (Btate or forelgn country} / - | 12, CITIZEN OF WHAT
na dring most of working Life, even If retired. ' COUNTRY? |
LUMBE R '\Wecr Emprovesn \MHuwt (Nazow BRsansar .
13a._FAmEn‘s NAME 13b, MOTHER'S MAIDEN NAME 14. NAME OF HUSBANDOR WwIFE ’
Svivam s teeer L Ipna MooRE | K )f'fue
15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY |17 INFORMANT' 5 51GNATURE OR NAME ADDRESS
(Yes, 0o, own) l (I yos, li" war or dates of sarvios) NO. M ﬁ
No H9Y-12- (980 MrsMrpoa s efisi ngton
18, CAUSE OF DEATH MEDICAL, CERTIFICATION INTERVAL BETWEEN
ONSET AND DEATH



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 cermeceses s sanmme

) . . . Student Embalmer No,.eseouosserosss
working under my persona! supervision.

sassvaenmse

Signed......... &~ A SN /A . -

sngnea.........g:‘;;;;;..E;“a;m;..r......_..... ) Licensed Embalmer N . ?"’/ 2”2
| p. 0, address BN ZZ.=, z,:%J
with

Note: The sbove MUST BE SIGNED BY THE LICENSED ‘EMBALME&’In his OWN HANDWRITING. (Failure to com
‘the above constitutes grounds for revocation of license.)

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




