. No.300
. 10.48

!BIRTH NO.

a. COUNTY

ALED DEC 9

THE DIVISION OF HEALTH OF MISSOURI

10
1850 STANDARD CERTIFICATE OF DEATH R

237264
4956

REG. DIST. NO, /22 PRIMARY REG. DIST. 8. S0 O Fegictrar's No

1. PLACE OF DEATH

* ¥EsouRT

2. USUAL,.RESIDENCE (Where decensed lived, If institution: residenos befors

o COUNTEKSON

adimion).

b, %Oi R} é (! outalde corpurate Umits, write RURAL and ive

TOWN  gaNsas CITY

¢. LENGTH OF

sTﬁﬁ {l I.nkthh place)

townahip}

TOWN KANSAS CITY

¢. CITY (If outedde corporate limits, write RUBAL sad give towmabiy)

f)_\S/

HOSPITAL OR

d. FULL NAME OF (If not 1a hoapital or insthtution, give sirect addrem or location)

d. STREET (1f roral, give loontion)
ADDRESS

3

line for (8), (b), end (c)

*This docs not mean
the mode of dying, such
as heart fallure, asthenda,
de. It means the dia-
care, Infury, or complica-

INSTITUTION GENERAL HOSPITAL #2 806 Independence Avenue
3. NAME OF a. (Fin)) b, (Middie) o (Lash) 4 DATE  (Month) (Day) (Yem
(Type or Pring) JMES HARVEY STEWART DEATH  NOVEMBER 15 195
5, SEX 6. COLOR OR RACE | 7. HiADRO%:'EB glE‘ygEcPéSR(glEz} 8. DATE OF BIRTH Q.I.A‘?E (In.n)-n ;n:r ID'g ;m nulll:.
MALE L | NEGRO MARRIED ) NOT KNOWN ' Boms8Oomnd o] | =
[ E | | . o oF e G | T BRLACE e T
AT HOME RUSTON COUNTY, TEXAS / aoa
138, FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE 1
Unk ALDONIA RICKETTS . PAULINE 3TEWART
!‘5[ WAS DEEI;EASE)D E\(IER IN.'U 5 ARMdED ?:'\;EVE: 16. SOCIAL SECURLTO'Y 17. INFORMANT™S SIGNATURE OR NAME ADDRESS
TNA I Vo | Hosp. Records Kansas City, Mo.
18. CAUSE OF DEATH ' MEDICAL CERTIFICATION ) . lg'rgn"sgil." w
- Enteronly onecsuserer | 1B Deaome 1o deamedh®  BENTGN NODULAR PROSTATIC HYPERTROPHY

DIRECTLY LEADING TO DEATH*

ANTECEDENT CAUSES

&)
Morbid conditions, if any, gioing DUE TO (L)
rise {o the abooe cause {a) sating
the underlying couse last. .

DUE TO (c)

HYPERTROPHY & DILATATION OF BLADDER]

tion which coused death.

" Conditions contributing to the death but not

1l. OTHER SIGNIFICANT CONDITIONS ' ASCENDING PYELONEPHROSIS WITH MULTIP
related to the disease or condition causing death. KT DNEY ASC ITES

T

INLY—USING UNFADING BLACK INE—MARKE A PERMANENT RECORD <~

195. DATE OF QPERA- | 195, MAJOR FINDINGS OF OPERATION 0. AUTOPSY?
TION
. B ves B wo [
21! ACCIDENT {Bpecily) 21b, PLACE OF INJURY {e.g..inoraboat | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE boma, farm, tactory, strest, offios bldg.. a10) '
HOMICIDE
21d. TIME {Month) (Day) (Year} (Hoar) 21a. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
2. I hereby certify that I attended the deceased Jrom _B=11= 19_3.0_ to__11=15 19__5Q) that I last saw the deceased
= alive on 19_5_0 and tha! death occurred atl_iki_ m., Jrom the causes and on the dale slated above.
| rank ﬁ%—' qupitle) | 23b. ADDRESS Zic. DATE SIGNED
= . ol v
! o )y - _yw.|f) - 600Edst. 22nd Street . . |11-15-50
£ 24b. DATE g_ . NAME OF CEMETERY OR CREMATORY _ ‘| 24d. LOCATION (Olty, town, or connty) - (Biate) -
TION MOVAi - 3 . e
g 11/28/50 Lincoln Cemetery Kansas City, Misscuri
DATE REC'D BY L%%EL RAR'S SIGNATURE 25, FUNERAL DI REc‘l‘Ol 8 ADDRESS
7 X




STATEMENT BY LICENSED EMBALMER

working under my persona! supervision, TTeTRrsarsRereacaraanesens

icensed Embalmer No dy?é/

P..0. Addl'es:;z.m‘{_‘f\..s> 2 Ao A

STgned.easnssaseosesncnonsnnonnscacnnnnas .

Student Embalimer

Note: The above MUST BE SIGNED BY THE LICENSED MALMER in lm OWN HANDWRITING. “(Failure to comply with
the sbove constitutes grounds for revocation of license,)

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




