IFE UAVINUN UF FIEALHT WU MibalUR]

5. No.300 ) - ‘
e FILET JAN 27 1951  STANDARD CERTIFICATE OF DEATH State Fite Noyor BLADAR. ...
BIRTH NO. REG. OIST. w0, _ / 22 PRIMARY REG. 018T. W0, £ d O _ Registrar's No 96
1. PLACE OF DEATH . ) 2. USUAL RESIDENCE (Where d d Uved. I institatd reaid badore
. COUN . STA . diniseten).
, & CONY —  Jaokson > STATE M ggourd > COUNTY Jagkson  *yu
b. CITY (I outolde corpurnte Himits, write RURAL and give c. LENGTH OF‘ c. cg;f (If outelda corporste Umits, write RURAL andd give townshlp) g’
TOWN Kansas City tommatio) Y{ plare ToWN  Kansas City A f
d. FULL NAME OF (If ot Lo hoapltal or izstisution, cive strect add or ) n) ADDR& (If rural, give location) ?J
NSHTGTION 382l Harrison _M Harrison
3 NAME OF 8. (First) b. (Middle} c (Easty ‘ 4. DATE (Montt) (Day) (Year)
{T¥pe or Prini), Della M, MANSFIELD e Jan, 6, ¥950 /75'/
5. SEX ( 6. COLOR OR RACE | 7. MARRIED BIE‘\:‘EECESRRIED P .8, DATE OF BIRTH 9. !.A.?E {In ywars| l:;:v;:n lﬂ ¥ xn 3
(Bpecify) Hours Mln
Female || White "Widow ?”| Febe 6, 1870 ' 85" l |
10a. USUAL OCCUPATION 10b. D OF BUSINESS OR IN- 1. BIRTH R |
domdm.mmm“r th‘ u(;::l::.k:nﬁtml; 0b. KIND QF BUS DR IN: | PLACE (Btate or forelgn eountry) 0 12, CITNI_IQEI‘!"OFWHAT
Hougowl Home Kanses City, Mo.
Llaa.‘ra‘mea 5 NAME 13b. MOTHER'S MAIDEN NAME ‘14, NAME OF HUSBAND OR WIFE
Jaoob Welch Mary F, Bowos _______| George R, Menafield
i5. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT'S §| GNATURE OR NAME ADDRESS
{Yeu.no, ot unknown} | (Ef yes, xive war or dates of ssrvice) NO.
Mo an na Kone Brioce J. Mansfield gg@ Harrison KC Mo.
18, CAUSE OF DEATH . ERTIFICATI INTERVAL BETWEEN

, Enter gn]yonommm 1. DISEASE OR CONDITION
Iine for (8), (b), and (c) DIRECTLY LEADING TO DEATH'(H)

ONSET AE

WRITE PLAINLY—TUSING UNFADING BLACK INE—MAXKE A PERMANENT RECORD

*This dots mot mean | ANTECEDENT CAUSES 3
{he mode of dying, such gorudmmggm. if ?nv alv:nq DUE TO (t) - m %
e to use (o} stal - '
e hente, | e dndiving s o 2 itoad Mpoioes. B2
cate, bnjury, or complica- BUEFO-fr) .
tion which eaused death. | 11. OTHER SIGNIFICANT CONDITIONS B J 7
" Conditions contributing to the death but not . ’2)3 I\L
related to the disease or condition cousing death.
19a. DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION 2. AUTOPSY?
TION
ves L1 wo [
218, ACCIDENT Bpecily) * 21b. PLACE OF INJURY (e.g.,inorabout | 2ic. (CITY, TOWN, OR TOWNSHIF) (COUNTY) (STATE)
SUICIDE home, farm, factory, street, offios bldg,. ate.)
HOMICIDE
21d. TIME (Monthy (Day) (Yea) (Hear) | Zle. INJURY OCCURRED | 21f. HOW DID INJURY OCCURT
. WHILEAT NOT WHILE
INJURY = | “work AT WORK
22. 1 hereby certify that I atiended the degeased from LRLF =, @ to L=b— _, 198/, that T last saw the deceased
alive on _I_L_ Q d that death occurred at /_Q__ﬁm from the causes and on the dale slated above.
1 F, Stoffe (Duubor title) | Z3b. ADDRESS 2. DATE SIGNED
7D A 0003 Bopsd flos /- 8757
24. NAME OF CEMETERY OR CREMATORY | 24d. LOCANON (Ot town, o7 county) (State)
U | Jf— s0-5/ c .’
DATE RECD BY LOCAL | REGISTRAR'S SIGNATURE 25. FUNERAL DIRECTOR'S 5| GNATURE ‘ADDRESS
/- 57 ) st AoEoses” | HOllody-MoGilley-Eylar Kansas City, Mo,

{Li d Embalmer’s & on Reverse Side)
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STATEMENT BY .LICENSED EMBALMER

1 hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, Or by

working under my personal supervision, tudent Emdalmer Nousuiisrennsrinaas

T TIT T TR PRI sttt no SOG3

P. O. Address_z%ﬂtﬁ._. - ,.%

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRI’I‘]NG (Failurg’to compiy wil
the above constitutes grounds for revocation of license.)

I this body ipengt empiialtied; dartishpuld be so stated abomeaM 32 - Y g

ooM (31D sasaod 1elyd-yelliDukeybolleM



