THE DIVISION OF HEALTH OF MISSOURI
37436

5. No. 300
el mEBLEL 10 1951 STANDARD CERTIFICATE OF DEATH s i
L BIRTHND, =~ REG. DIST. NO. /22 PRIMARY REG. O1ST. N/ P2  Levivtrars No
1. PLACE OF DEATH 2. USUAL RESIDENCE (Whers d d lived, If loatitution: residence before
4. COUNTY Jackson a STATE  Yissouri b. COUNTY  Jaok gopwinten-
b. CCI);Y (1 outelde corporate lléniu. write RURAL snd 'h;.u . gIt\ IVENLELﬁ EF <. Cg’g’ (If outalds corporats uénm. write RURAL and give toweahip)
Kansas (it townabip) {in 1l place) i .
a TOWN 8 Y 18 o?ec . TOWN Kansas lty . o (\/
o d. FULL NAME OF (If not ia hospital or institution, give strect address dt loeation) d. STREET (IF rural, give location) H Y&
HOSPITAL OR . .
8 [ msniturion 1rinity Lutheran Hospital ADDRESS 3008 DeGroff Way 3 ‘A
a 3. NAME OF a. (First) b. (Middle) ©. (Last) 4. DATE (Month, ,
DECEASED - Month) (Day) (Year)
b | (Twpeorsrmy  SARAH HOY T MACALISTER peam Nov. 27, 1951
g 8. SEX / 6. COLOR OR RACE | 7. mﬁ%ﬁlﬂl&g gﬁ'gﬁc&ééRRlEB. ,B DATE OF BIRTH 9.:'(55*':!:: yorme bI: uw 1 YEAR [ o UNDER L ks,
. , (Bpecify) . t birthday) on Days | Hours | Mig,
4 F W Widowed 23~ | Oct. 13, 187k 77 | l
2 10a. USUAL OCCUPATION (Givekindof work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (State or & . 3
<] done dyrk mmtofworkiuﬂle.u:lnni! :alh':r!) DUSTRY i orvlen oountey} / 12 CLTNI%ERQ‘(?OF WHAT
& ome I1lineis
< 13a. FATHER'S WAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
“ George A, Hoyt Amanda Scovill T. D. Macalister
[ I5. WAS DECEASED EVER IN_U. S.ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
< (Yes, uo.oN;nknow) (If yeu, give war or dates of urvh:-) NO.
= ) No Mrs.Gladys E.Wells,3008 DeGroff Way,KC Mo.
I 18. CAUSE OF DEATH . BISEASE OR G 1 AL CERTIFICATION ( Y, 1g;§§¥:|ﬁgsgzv“§riu
K . Enter only onecauscper | - R CONDITION _ONSET
E, line or (a), (b}, and (c} DIRECTLY LEADING TO DEATH‘(a) M
= *This does not thean ANTECEDENT CAUSES
C |l the moce of ayi 2 conditions, | DUE TO (b) 27
- e mode of dying, suck | Morbid conditiona, if any, giring g
- a8 heart foilure, asthenia, | rise to the above cause (a) stating
© ete. It means the dis- the underlying cause last. 2
o ease, infury, or complica- DUE TO (c) ‘% 5. O -z
” tion which caused death. | 11, OTHER SIGNIFICANT CONDITIONS
&1 Condilions contribuding to the death but 0l 5” {-Q %\
= related to the diseaxe or condition enuszing dealh, B
- - o
o 19a. DATE OF OP%II':.‘:m 156, MAJOR FINDINGS OF QPERATION ! / 20. AUTOPSY?
A
7 ves (0 wo
" 21a. ACCIDENT (Brecity) 21b. PLACECF INJURY {e.g..inorabout | 2ic. (CITY, TOWN, OR TOWNSHIP) (COUNTY) {STATE)
,{"' SUICIDE : bome, farmm, factory, atreet, office bldg..gta.)
7~ HOMICIDE
;“5 21d. TIME (Month}  (Day} (Year} . {Hour) 2le. INJURY OCCURRED | 2if. HOW DID INJURY OCCUR?
WHILE AT NOT WHILE
l INJURY . WORK AT WORK
L;‘ ke deceased from _&_LL., 19_&, to _/4:_3_1, 1942, that T last sew the deceased
jf , and that degth occurred ai —_____ m., from the causes gnd on lhe dale slated above,
é y\ {Degroe or title zanyn
o Gestring ? p "/
'E:: & 24:. NAME OF CEMETERY OR CREMATORY 24d. LOCATION (City, town, ty)
; —_ , | Fort Scott, hansas
DAYE REC'D BY L%%AL REGISTRAR'S SIGNATURE 25. FUSERAL DIRECTOR'S 516NATURE ADDRESS
M TP T STINE & McCLURE, Kansas City,Missouri

(i.ium«_i Embalmer’s Staternent on Reverse Side)
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* “S¥ATEMENT BY LICENSED EMBALMER

. . .
oW b

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embaimed by me, or by e,

Student Embalmer Nou.eseeuesnnssns sacress P

Slg‘ned./g_l/\&-&g ...... Q ..... @%

Licensed Embalmer No.

working under my personal supervision.

Student Embalmer

P. O. Address_KMMa_

v Note: The above, MUST ‘BE SIGNED BY THE LICENSED ENIBALMER in hl.l OWN HANDWRIT]NG (Failure -to ply with
the sbove constitutds grounds for revocation of license.)

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




