No. 300
10.48

o

- BIRTH NO.

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

REG. DIST, NO, _12'3_ PRIMARY REG. D15T. wo. L OO D ppriitrars No

FILED DEC 15 1959

5108

1. PLACE OF DEATH 2 USUAL RESIDEMNCE (Where dacsased lived. If lostitation; residence befors
a. COUNTY Clay a. STATE Missouri b, COUNTY Clay adinimion),
b. CITY (I oateide corporate limits, write RURAL acd dv. LENGTH OF c. CITY (If outalde corporate limits, write RURAL und give township) 3
OR tamnatip) | ETAY (in thia placer
7own  Kensas City, Mo. Nopt TOWN Kansas City , Noithr 72} j
d. FULL NAME OF (If not in howpital or ion, eive streot add d. STREET (U rural, give loeation) r.-’"" |
HOSPITAL OR ' ADDRESS &«
INSTITUTION Homc,_4301 N. Holmoa 4301 N, Holmes J j,u
3. NAME c&% s. (First) b. (Middle) < (Last) 4, DATE (Month)  (Day) (Year)
{ Type or Print) William Franklin Campbe 1l DEATH  Nov, 27 1951
5. SEX {/ | & COLOR OR RACE | 7. MARRIED. NEVER MARRIED, | 8. DATE OF BIRTH 5. AGE (In years| & OwOER 1 YEAR | ¥ GOR &4 6,
WIDOWED, DIVORCED (8pediy) tast Birthday) Hcatbl Days | Houre | Min,
Male | white Married March 17, 1880| 71 | )
10a. USUAL OCCUPATION (Givekind of work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (State or foreign )
done during most of working lite, even if nl.l::;) ° DUSTRY ot sowater) / Iz-cgl{JTN‘Tzﬁh\‘P‘,oEme
Machinest New York - U, Sed 7,
13a. FATHER'S MAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND on'u_lrz_ -
George Campbell ] Rese S — al -Gampbell ..
i5. WAS DECEASED EVER IN U.5. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT' § SIGNATURE OR NAME ADDRESS
(Yos. 00, orunknown) | (Il yes, xive war or dates of service} NO. . N I3
S e : - Ethg__@gmpﬁ_é'm 4301 N, Holmes

. Enter only onecause per

18. CAUSE OF DEATH
I. DISEASE OR CONDITION

line for (a), {b}), and (¢)

ANTECEDENT CAUSES

Morbid conditions, if ang, gising DUE TO (b)
rise fo the abooe caure (a} stating R
the underlying cause last.

*This does not mean
the mode of dying, such
ez heart fallure, asthenia,
ete. It meana’ the dig-

ease, injury, or DUE TO (c)

INTERVAL BETWEEN

MEDICAL CERTIFICATION
. . 0 ANDR DEATH
DIRECTLY LEADING TO DEATH" (5 .
1.2 A ’

I1. OTHER SIGNIFICANT CONDITIONS *

Conditions confribuling to the death but not
related to the disease or condition causing deaih.

tion which caused Ecatb.

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

DATE REC'D BY LOCAL

P ﬁmﬂ S SIGNATURE
A PSSl Y P n P e §
- -

-

25. FUNERAL DIRECTOR' S SIGMATURE

19a. DATE OF OPERA- | 190, MAJOR FINDINGS OF OPERATION 20. AUTOPSY?
TION
s [] w &4
21a. ACCIDENT (Bowelty) 21b. PLACEOF INJURY (e.g..Inoraboat | 2lc. (CITY, TOWN. OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE botne, farm, factory, strest, ofics bldy..ena.) ' .
HOMICIDE
21d. TIME (Month) (\Day) (Year) (Bw) 2ie, INJURY OOCURRED | 21f. HOW DID INJURY OCCUR?
;OF - s .‘-. WHILEAT ] NOT WHILE
INJURY WORK® AT WORK
2. ] hereby certify that I attended the deceased from \\~ T2 195) to 4\ ~277 191, that I last saw the deceased
alive on , 18521 _, and that death occurred at _2..4{2111 jrom the causes and on the date siated above.
2. Wnrz Hb‘z;z C?’ar T (/. (Degroo or title) | Z3b. ADDRESS Nerctd é—ﬁ‘{ Zc. DATE S|GNED
? M.D. | 2008 Gartetts 0127/
BURIAL, CREMA- | 24b, DATE Z4c NAME OF CEMETERY OR CREMATORY\ 24d. LOCATION (Oillf. town, of county) . {Btate)
TION REMOVAL (Bpeciiy)ws
Removal 11/272451 Olaths @ity

ADDRESS

H, E. Julien Olathe, Kansas

(Licensed Embalmet’s Statement on Reverse Side}

o oy




i

STATEMENT BY LICENSED EMBALMER

I hereby certiiy that the body whose name is recorded on the reverse side of this certificate was embalmed by me, of by ooceerec

@Z ..... W-, ................ , Student Embalmer MNo. /x\
nder

working un y persona! supervision.

SLLUABNE vevvincnrnascssnnsennatnans Slgnedg.' %

Student &mba !mar

Licenzed Embalmer No..Z27.

P 0. Addreﬁm

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply wi
the above constitutes grounds for revocation of license,)

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



