THE DIVISION OF HEALTH OF MISSOURI

_No, 300 .
> | AEDDEC 9 1950 - STANDARD CERTIFICATE OF DEATH State File No.. 3*71(1;3
BIRTH XO. ree. o1st. 0. /Y7 eriusry nee. oistT. wo. 2222 RemslrauNo.._......%}....zs...
) dg 1. PLACE OF DEATH . 2. USUAL RESIDENCE (Whare decsased lived. If institutlon: residence before
¢} a. COUNTY a. STATE b. COUNTY sdmimfon),
Jackson Missouri Jagkson 5 .o
’ b. CITY (f outelds corpurate limits, weite RURAL and sive | €&, LENGTH OF || ¢. CITY (If outdde sorporate limits, write RURAL ] give townshln: =~
o] . township) | STAY (in this place) OR
a TOWN Kansas City : 8 Yrs TOWN Rensas City 8| J
g d. FH!..SLP#AAE'EO%F (If not Lo boapital or Institation, give street sddress or loeation) d'ASJSIEEﬂSS (I vars), givs location) V‘
2 INSTITUTION 116 South Monros St 118 South Monroce Ste,
ﬁ 3 NAME OF a. (First) b. (Middie) ©. (Last) ) 4. DATE (Month)  (Day)  (Yea)
= (Typeor Print)  G@OTge Franklin Kerns DEATH Nove 20 1950
4 5. SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, | 8. DATE OF BIRTH 9. AGE (In years| 7 60f8 | YOR | ¥ ON0ER 11 ma,
§ ¢ WIDOWED, DIVORCED (8pecity) : lsst bisthday) | Months ' Dare | Hours | Bfin
g Male White Widower ~lnove 10 1863 87 I
10a. USUAL OCCUPATION {Gitvie kind of work | 10b. KIND OF BUSINESS OR [R- | 11. BIRTHFLACE (Btate or forelgn oountry) 12_ CITIZEN OF WHAT
o done during most of working lifa, sven If retired) DUSTRY d COUNTRY?
E _Farmer Retired Maysville, Misasourl aSele
< 133._ FATHER'S NAME 13b, MOTHER'S MAIDEN NAME 14. NAME OF MUSBAND OR WI|FE
& * George Washington Kerns Flora Colvin J Huldah E.EKerns
i || 15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT' S SIGNATURE OR NAME ADDRESS
o (Yes.no, or unknown) | (I{ yes, xive war or dates of service) NO.
= - . None Mrslucile Chase. Eanses City, Missouri
I 18. CAUSE OF DEATH MEDICAL CERTIFICATION Ig;sgﬂmi]hgm
=} . Enter only onscause per 1. DISEASE OR CONDITION
2 |[ 1mofor (a1, (b, and () | DIRECTLY LEADING TO DEATH* ) Cause of death unknown
e *This does not mean | PNTECEDENT CAUSES No medice]l attendance
the mode of dying, such | Morbid conditions, if ang, glving DUE TO (B)
3 . || esheart fatiure, asthenia, | rise o the above cause (o) dating Vs
= cte. It means the dis. | the underlying cauae last. ) b
o eare, injury, or complics- DUE TO {c} -~
= || tion which coused death. | 1. OTHER SIGNIFICANT CONDITIONS q ]
- Oonditions contributing to the death but not q
a related to the diacase or condition causing death.
= || 19a. DATE OF OPERA- | 190. MAJOR FINDINGS OF OPERATION - ‘20, AUTOPSY?
™ TION
£ : ves L] woXX
o | 2ta. ACCIDENT (Bpactty) 21b. PLACE OF INJURY (e.s..igorabeus | 2lc. (CITY. TOWN. OR TOWNSHIP} (COUNTY) (STATE)
SUICIDE home, farm. fastory, sireet. office bldg., s10.)
z Homicioe Natural
“.I_._,’ 2)d. TIME (Mouth) (Day) (Year) (Homn) | 2le. INJURY OCCURRED | 2if. HOW DID INJURY OCCUR?
WHILE AT NOT WHILE
J.' INJURY m- | WoRK AT WORK
E ‘22, I hereby certify that I attended the deceased from 18 , o , 18 , that I last saw the deceased
> alive on o 19 , and that death occurred at _______ m., Jrom the causes and on the date siated above.
E (Defxse or titls) | 23b. ADDRES Z3c. DATE SIGNED
) - City Hall, Kensas City,Mo.| 11-20=50
E 24a. BURIAL, CREMA- | 24b. DATE 74c. NAME OF CEMETERY OR CREMATORY | 24d. LOCATION (City, town, or county) (State)
TION, REMOVAL (spgeity)
§ Rsmgva.} o5 :ig Maysville, Misacurs
DATE REC'D BY LOCAL REGIST 'S SIGNATURE . FUNERAL DIRECTOR'S SIGNATURE - “ABORESS
TG Mrs.C.L.Forster EKansas City, Missouri
’;_Q.._;D ——

(Licensed Embalmer's Stetement on Reverse Side)
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b t Embalmer iﬂ

Licensed Embalmer No.. ... / ........ eaeneeeresraane oo
P. O. -Address 7 :

-,

.Note: The_asbove MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITI&G (Failure to comply wit
the above constitutes grounds for revocation of license.)

If this body is not embalined, fact should be so stated above. . L oo e

Signed...ccceeann e rsarressenniaa
Student Embalmer

. . B R ) - - -




