FILED NOV 10 195 THE DIVISION OF HEALTH OF MISSOURI

No. 300 . ‘ ' N8}
’ STANDARD CERTIFICATE OF DEATH - it mo... 33RO,
"BIRTH NO. REG. DIST. NO. _ﬂ PRIMARY REG. DIST. M.MJ_ Registrar's No
1. PLACE OF DEATH ) : ] 2. USUAL RESIDENCE (Where decoased lived. If institation: residence before
a. COUNTY Ch a. STATE b. COUNTY aduntoslon).
‘Jackson s ot Missoupi: I

b. %}?’ It outaldo corpurate Limits, writa RURAL and give ¢. LENGTH OF c. CITY (M ouwside sorporate limite, write RURAL acd give township)

townabip)| STAY {in this place)
TOWN Konsas City YIS, TOWN Kansas City s A
d. FULL NAME OF (If et in hoapital or institution, give strees address or locatlon} d. STREET (If rurs), xive location) RY 0
HOSPITAL OR : ADDRESS ’ )
INSTITUTION 2437 Park 2437 Park
3. NAMEQR, 8 (FinD) . (Middle). . . © 6 (Last) 4 DATE  (Mouth) {(Day) (Yean
+ (Type or Print) Elsworth Ousley ™ « .7 . ) DEATHOc t, 29, 1951
5. SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, | 8. DATE OF BIRTH - 9. AGE {In yrars] = ONpER | YEAR | IF hOER 10 WS,
WIDOWED, DlVORQED r(deIy) g . . lagt birthday) |Months l Days | Hours | Min.
_Male2—| Negro _sm%la_y_ Mag Q1802 59 |
10a. USUAL OCCUPATION {Ghve kizd of week | 10b. KIND OF BUSINESS OR IN- | 11 Blﬁ'HPLAt‘.E {Btate or forelgn eountry) 12, CITIZEN OF WHAT
done during most of working life, even if retired} DUSTRY / COUNTRY?
Lghorer s Atchison , Kansas 1ISA
138. FATHER'S NAME 13b. MOTHER™ S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Henry Ousley 1l Ellen Nelson —_—
15, WAS DECEASED EVER IN U,5.ARMED FORCES? | 16, SOCIAL SECURITY | 17, INFORMANT S S| GNATURE OR NAME ADDRESS
(Yes, oo, orunknowa) | (If yes. #ive war or dates of service) NO. L e
No - - No - QOtie CGordon 2437 Park. s -

18, CALISE OF DEATH S £ OR CONDITI

. Enter only anecausoper | . DISEAS! NDITION

line for (), (b), and () DIRECTLY LEADING TO DEA
'

CERTIFICATION B lgrgawu: BETWEEN

DEATH

“This does not-Taean ANTECEDENT CAUSES
the mode of dying, such Morbld conditions, if eny, glein

UEAO (

THE L0 the above cause (a) stoti e e — I O v e
TR Rm ‘:chﬂ;r:l:f:;: am“‘:egrm “the undcrlying oaunla.gt 'J" e U_'___ R e e e R fannheat ittt el ettt Rt -
case, injury, or complica- N HI?UE TO (c) 7 _
tion which caused death. | 1. OTHER SIGNIFICANT CONDITIONG 5 &7 dudind 12 A¥iQiidinmdn "l 3 N
Conditions contributing to the death but not . -

related Lo the disense or condition causing death,

..... - || 19a-- DATE: OF "CPERA- ! -lsbrMAJDR NDINGS OF - OPERATION D% 7. 1372 9% 0 Lol 19971 21 SOl STy YL SU SR GG G ‘20, AUTOPSY?
TICN
oA d m ves [ ] NOE
2la. ACCIDENT @pectly) 21b. PLACE OEM{I L (e.x..inorabout | 21c. (CITY. TOWN, OR TOWNSHIP) | (COUNTY) (STATE}
ICIDE boma, farm. t #rest, office bldy..er0) ATGIAE Teghe wn AT YR TS .
HOMICIDE
21d. TIME (Moathy (Day} (Year) (Hour) 2le. INJURY OCCURRED | 21f, HOW OID INJURY QOCCUR?
. R /S KOT WHILE . eh e et e ree e, .
INJURY ) n | U work AT WORK R !
2. I hereby certify thdat I allended the.deceased from , 18 , lo , 19 , that I last saw the deceased

aliveon,e 1.9,@_ and that deathfoccurred al _______ m., from the causes and on the date siated abgve.

o O 22 - Ll

242, NAME OF CEMETERY 'OR CREMATORY,, .| 24d. LOCATION {City, town, o count
Buri-11 11/1/‘5'1 H3 cr'h1 ond Ceametang: . liuKansssg.- Gty - Mo pd' 0,

/)
DATE RECD BY LOCAL | REBISTRAR'S SIGNATURE o 25 FUlERAf DIRECTOR 51 GNATURE i ‘:?
/2 -3/ M‘% Mooiney . Rbta LrZ 2.

IGNED

r

FI e

WRITE: PLAINLY—USING ;Ih FADING BLACK INK—MARKE A PERMANENT RECORD —_.

Ty L

(Licensed Embalmer’s Staternent on Rmu Sldr}
F




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, 0F DYoo evercevenenoeen

£ ) Student Embalmer Mo,

working under my persona! supervision.

Student seceeennone- Signed..... 4
Student Embalmar

Licensed Embalmer No'fé{/.&f ...................
P, O. Address_ L. “‘i/

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in h.ts OWN HANDWRITING (Faxiure to comply witl
the above constitutes grounds for revocation of license.)

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




