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THE DIVISION OF HEALTH OF MISSOURI

RLED FEB 10 1951

STANDARD CERTIFICATE OF DEATH

. Enter only oneentise per

lns for {s), (b}, end (c) DIRECTLY LEADING TO DEATH® (53

Carcinomatosis primary site not

State File No
BIRTH MO, REG. DIST. No. _/ Q Z PRIMARY REG. DIST. NO. 4.0,_0L Registrar’ s No.ourerun '1- ..‘(.:3..6“_.
1. PLACE OF DEATH 2. USUAL RESIDENCE (Wbem d d lived. 1t inglitation: residecce befors
a. COUNTY Jackson 2. STATE 3 gsouri. b COUNTY  Jackgon™ioiwie:
b. Cr'l};‘( {If outside corpurate llml'r.-. write RURAL “dm':-':.up: ‘c.iTAl;rEcNfE: DE::‘ ¢. CITY (If outaide corporate limits, vru. BURAL and give townahip)' /?
Town  Kansas City TOWN Kansas City r L
d. FH(‘J'SLP’I!PAT.EO?RF (If Dot in hoapital or jnstitution, give strwet sddress of location) d.AS[')I'[?REEEI'SS i1 m.é ive loastlon} 5 U—" [7]
INSTITUTION  General Hospital No. 1 4016 Holmes
3. gE%%ES%FD a. (Finst) b. (Middle} ¢. (Last) 4 DATE (Month)  (Dey)  (Year)
(Twpe or Print) John Hedger DEATH 1 13 cl
5. SEX 6. COLOR OR RACE | 7. m}%ﬁl&g fo‘féﬁc’éﬁ““’ 8. DATE OF BIRTH 9, AGE Un years 7 o | TR | moer i wE.
. (Bpacity) t birthday) |Monthe| Days | Hours | Mis.
MALeD | wuiTe | Marrien T |Fen. 2, 1885 | T& ! |
10a. USUAL OCCUPATION (Qwekindof werk | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (8ta
ﬂan during most of working life, .:-nu nﬁx:) - - USTRY . ‘4 or forslen county) / 12, cr”zlair:'?ol: WHAT
LACK S MiTH SHEFFRsLo STrel G FARMINE DaLge , T LL. .
138. FATHER'S MAME 13b. MOTHER'S MAIDEN NAME . 14. NAME OF HUSBAND OR WIFE
G EorG E HEoeer|MbryYy EL. 2 agp-rn?ET?‘, - Nerl,e HED6sr
E_ Was DECF.ASE? EVI;ZR IN U.S.ARMdED FORCES? | 16. SOCIAL SECURII‘;I'Y 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
o8, 0o, of,tnknown {If you, eive war or dates of sarvics) .
o/f f X4
J . Y $6-01- 2116 | Mrs. Nevgie Heoerm & fovat
18. CAUSE OF DEATH MEDICAL CERTIFICATION INTERVAL BETWEEN
I. DISEASE DR CONDITION ONSET AND DEATH

*This does not megn | ANTECEDENT CAUSES

the mode of dying, ruch

determined

Mortid conditions, if any, ﬂdna DUE TO (b)
rise to the above cause (o) siating -

s heart fallure, .
eart fallure, asthenia, | the underlying cause last,

ele. It méana the dis-

case, infury, or complica- DUE TO (¢) ..

I1. OTHER SIGNIFICANT CONDITIONS

Conditions contritruting to the death bt nok
related to the disease or condition cousing death.

tion which caused death.

19a. DATE OF OPERA- | 15b. MAJOR FINDINGS OF OPERATION 20, AUTOPSY?
TION
, ves [ ] w0
21a, ACCIDENT (Bpecify) 21, PLACEOF INJURY (e.q., lnorabegs | 218, (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
* SUICIDE bome, tarm, fustory, street, office bida..e30.) :
HONICIDE
21d4. TIME (Moath} (Day) (Year) (Hour) 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
. WHILEAT KOT WHILE
INJURY WORK AT WORK

2. I hereby certify Athat I atlended {he deceased from
alive on a0, 19.51 , and thal death occurred at

Jan.l'

1051 to_dan. 13 195) ikt 7 lgst sow the deceased

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

WRITE PLAINLY—USING UNFADING ﬁLACK INE—MAEKE A PERMANENT RECORD

2a. SIG j {Degros or titigry| 230, ADDRESS 23. DATE SIGNED
/ B 7 e 2hth & Cherry -~ .« . 1-13-51
2, BURIAL CRENE- m DATE 24c. RAME ETERY OR CREMATORY- ‘| 249, LOCATION (City, town, oz county) (Btate)
' { . . ' f
UR I Ayt An 151951 | Frorpr [Hitts — | KANSAS A CITY Mg
DATE REC'D BY LG:E%L RAR'S SlGNATURE 25, FUNERAL DIRECTOR' S S GMATHRE ADDRESS
W—lS -5/ & J Tomes’ 1D \-DWLLMLZM
e aaY-1

[ (Licensed Embalmer’s Ststement on Reverse Sadr)

.




PENEATEN
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LIS
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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 oooevceee .

. .. 5t t
working under my personal supervision, vdent Embaimer No,

Asasan e

w‘:

T R S SIALLAL LA : Licensed Embamer No.... . f‘f;\
P 0. Address_.._.é....... ﬁ.l.....%

Note: The above MUST BE SIGNED BY THE LICENSED éVII}ALMER his OWN HANDWRITING (Failure to comply with
the above constitutes grounds for revocation of license.)

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




