THE DIVISION OF HEALTH OF MISSOURI R TO

. No,300 \ .
ALED MAR 3 1351 STANDARD CERTIFICATE OF DEATH State File No
'BIRTH NO. REG. DIST, NO. __/ 5/2 PRIMARY REG. D1ST. NO. __ /OO  pilistrars h0561 ....... .
1. PLACE OF DEATH , 2. USUAL RESIDENCE (Where Jocedsed lived. If iostitution: residence befare
a. COUNTY a. STATE b, COUNTY Adoissiany.
JACKSON MISSOURT JACKSON
) b. CITY (If outeide corpurate lmits, write RURAL and give ¢. LENGTH OF c. CITY (If outalde eorporate limite, write RURAL az. give tuwnshis)
Tg&'N KAN township) | STAY fin wis place T
o SAS CITY 50 vrs. OWN KANSAS CITY NN
& d. FULL NAME OF (If got in hospital or institution, give atreot adress or location) d. STREET (If rural. give location) ;ﬁ :)
HOSPITAL OR ADDRESS !
§ nsTiTuTioN  GENERAL HOSPITAL #2 ‘ 2204 FEast 19th Street )
x 3 EI;JECEESOEFI—J 8. (First) b. (Middle) C-e {Last) 4. DATE (Month) (Day) (Year)
£ (Type or Print) WILL . . JGRANT DEATH FEBRUA
g‘ 5 SEX 6..COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH 9. AGE (In years| 1f UNDER ¢ YEAR | = UNDER 14 mas.
'I_; I WIDOWED, DIVORCED (Specity) ~ L last birthday) Montha, Days | Hours | Min.
S |vae NEGRQ MARRIED _ ! MAY 9_-tepr1878 | ng 72 |
= 10a. "USUAL OCCUPATION (Givekind of work | 10b. KIND OF BUSINESS OR [N- 11, BIRTHPLACE (Biata or £
rﬂf: dons during moat of working Lifs, e;enl.lmlr::i) ' DUSTRY kN e oruhn,uunln!) IZCSLH%ERI:'?OF WHAT
& [—AT HOME d OKLAHOMA 1 -
- 13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
2 CLAYRORN GRANT 4 HANNAH BEXNX _____.____&%L fal
1% ﬁ’ WAS DECkEﬁSE? EVER IN U.S5, ARMED FORCES? | 18. SOCIAL SECURLTJ 17. INFORMANT'S SIGNATURE NAME ADDRESS
é oa, ho, orynknogwan, .
= M No LAURA GRANT 220! East 19th Street
tL 18, CAUSE OF DEATH | DISE.-!SE OR CONDITION MEDICAL CERTIFICATION INTERVAL BETWEEN
. --- only onecauseper | 1.
Ei |l iior (3, (b), and © "'“Ef“ LEADINGTO DEATH*() __ PAR_ADVANCED PULMONARY-TUBERCULOSIS
o Vit doct mot mean | ANTECEDENT CAUSES
A pde of dying, such | Aforbld conditions, if any, gieing DUE TO ()
tfatlure, gsthenia, | rite to'the above cquse (a) dating L. .
A ¢ means the dig. | ¢ underlying cause lagt. : - T
o or compil DUE TO {2} . |
Wetiazy $5hich caused decih. | 1. OTHER SIGNIFICANT CONDITIONS : o g 1%
= | 0
= ¥ Conditions contributing (o the death but niot D .
= | related {o the diveass or condition causing death,
|2 19a. DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION . ' o 20, AUTOPSY?
= . TION i 0
2 e s 0
> 2ia. ACCIDENT (Bpecify) 21b. PLACEOF INJURY (o.x..Inorabout | 21c. {CITY. TOWH. OR TOWNSHIP) (COUNTY) (STATE)
; SUICIDE bome, farm, factory. atreet, office bldg..e10.} . . ’
] HOMICIDE - y 3
g 21d. TIME (Month)  (Day)  (Yeer), ._(Hour) Zlu iNJURY DCCURRED 211, HOW DID INJURY OCCUR?
"WHILE AT [ .NOT WHILE
. >I-| INJURY = 3¢ N3 @ o oe Ny “]. «work L] a7 woRK
E 2. 1 ‘hereby’ cemfy that I attended the deceased from — DB —, 1883, to ZmB3m —_, 18_§] that 7. Jast saw the deceaced
R-I alwe on _,,Qzag,:;__. 19__51and that death occurred afll+ QOP m., from the causes and on the date stated above.
S ﬁ“( L rank BEII¥SS  (aepree orgitle) | 23b. ADDRESS 23 DATE SIGNED
e =) Y Wy v, ‘“'ihm 600 East 22nd.Street .- |-2-f-51
E %a B%R 24b. DATE 24c. NAME OF CEMETERY OR CREMATORY 24d. LOCATION (City, town, or county) (Siate)
, Bpacdity)
E;\ B 2/8/51 Westlawn Cemetery Kensas City, Eensas .ri
DATE RECD BY LOCALWARS SIGNATURE js FUNERA, DIRECTOR® 551 GNATURE . 7y
.-Lé_—'; h@% _Séézg/

on Reverse Side)




"

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 — e

. . . Student Embalimer NOwswssssnwsnsernnransasannsn
working under my persona! supervision. .
S:gned 27—4@ 1‘-,; -
SIgnedicenceanancssaseniorrvonananaasss

.13 et . - - Lxceuaed Embalmer Nn\??¢4/
udent Embalmer . j C/
. P O. Address_3 > A

‘ V7 .
Note: ~The above MUST BE SIGNED BY THE LICENSED EMB)\I&B'R in his OWN mNDWRITING (Failure to-Comply with
the above constitutes grounds for revocation of license.)

"“If*this body is not' embalmed, fact should be so stated above.




