.5. Mo 300

THE DIVISSION OF HEALTH OF MISSOULKI - .
S50

vy, 10.48 i'".ED FEB 2 6 1952 STANDARD CERTIFICATE OF DEATH Statr File Nc......................‘..................
BIRTH NO. REG. DIST. NO. __ﬂ. PRIMARY REG. DIST. NO. _’/._o.g.ép Kaegistrar's Na.__..._.ﬁg.a
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decessed lived. i ll: !J t—idm befoze
d a. COUNTY Jackaon ’ 2, STATE Mi 880111'1 b, COUNTY almbion).
b. CITY (If ooteids corpurate Umits, write RURAL and give ¢. LENGTH 'OF ¢. CITY (I ouwide corporsts limits, write RURAL and give townghiz!
OR wownabip)| STAY 4”&!- place)
TOWN Kansas City yred TowN Kansas City \ w
d. FH&S"P"‘I‘"“{'.EOOF (1f not in heapital or {nstisution, wive street address o loestion) Asl:-JTDRESS (It rural, give oeation) 5\’}! "d
INSTITUTION Prinity Lutheran Hospital 618 West 39th Terrace
3. NAME OF a. (First) b. {Mliddle} c. (Last) 4. DATE (Month) (Day) o
DECEASED - VOF @ oy ear)
(rer ot ANGELINE ‘ HON1S DEATH 2 12 1952
[ 6. COLOR OR RACE | 7. x&m%g. glEvsg MSREIESI.) 8. DATE OF BIRTH 9, A?mw;n o'} s | oo &
X P . oo . H Min.
Female Whi te %arl&oeg /Dl it m ) <5 l i e I
| 102. USUAL OCCUPATION ks odof work | 105. KIND OF BUSINESS OR IN. | 11 BIRTHPLACE (ci1; 1ag svaseblr Foreign Cogptay) 12, CTTIZEN OF WHAT
. £ Bom : Greece v SeA.
134, FATHER'S NAME . f13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
George Lampropulos . . Unknown Harry Honls
LS{. WAS DECEASED EV(IER ll:’“l.LS.ARMED IZ?RCBT 16. SOCIAL SECUREI'J 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
or unkoown} tes of gervioe) L
Yo | v war o None Mrs, Bessie Nichols, 1141 Valentine Rd,
ICAL CERTIFICATION INTERVAL BETWEEN
18. CAUSE OF DEATH CA’ ey Ao oETWEED

i. DISEASE OR CONDITION
 Enter anly anecaum pet | Bh0ECTLY LEADING TO DEATH® )

line tor {a), (b}, and (¢}
—— 29 i

“This does not meam | ANTECEDENT CAUSES
the mode of dying, such | Aforbid conditions, if any, ﬂﬂ, DUE TO (b}

-a3 heari fallure, asthenda, ..Hse to the cbove coruse fa) hw R '
dc. It means the dis- | A naderiying cause last. : : P TR
cars, infury, or complica- i DUE TO (c! _ :
tion which caused death. | 1), OTHER SIGNIFICANT-CONDITIONS ' ®* .~ " a i 77 750+ & 5 b [N
Cunditions contributing to the death but ot . I
related to the dizense or condition causing dem
.- ‘1%a: DATE OF OPERA: | 196 MAJOR FINDINGS OF OPERATION -~ . spre < e = pw, neoftaci ot .+ i | 20. AUTOPSY?
. TION : :
: S —t o D YIS D NO
21a. ACCIDENT (Bpeciy) 21b. PLACE OF INJURY {eg.. in oraboot ' - © . (STATR)
SUICIDE Mova, boms, farm, tastory, streat, oflos bldy. et} e s
HOMICIDE ) Thede
21d. TIME (Month) (Day) (Tear) (Houn) | 2le. INJURY OCCURRED | 2if. HOW DID INJURY OCCUR?
. OF - o WHILEAT[—] NOT WHILE
INJURY - - - m | Twork AT WORK tares e At x e s .= e
2. I hereby certify. that 1. atiended the.deceased from xm_ {o L_ 1932, that T'last saw the deceazed

Loliveon 2jro_______ 195'2._ and that death occurred af _Z__ﬂm Jrom the causes and on the date siated above.
Zia. SIGNATURE _Fped. C. Young [#4 gzmuor titte) | Z3b. ADDRESS Zi. DATE 5)GNED
\ _\ﬁ:s.- L. |- 4‘ % 4

1

H r.
WRITE .PLAINLY—USING UNFADING BLACK INE—MAKE A PERMANENT RECORD

>

¥
1Y

BURIJAL. CREMA.

%ﬂ MoV ; . 3 l 24c. NAME OF CEMETERY OR CREMATORY Zld mTlO " (Olty. town. or counly) . "(‘Sl.ate) :
Sursals ) 2/14/52 calvary ‘Kensas City, Mo. . . .
DATE REC'D BY LOCAL | REG R'S SIGNATURE ’ 25- FUMERAL DI RECTOR" S5 SIGMNATURE ADDRESS
L RES, - EMAN MORTUARY & CHAPEL, K.C., MO.

(Gcanised Embaimet’s Ststement an Reverse Side)
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By,

S'l'ATEMBN'f_ BY LICENSED EMBALMER

1 hereby &rﬁfy that the body whose name is reoorded on the reverse side of this certificate was embalmed by me, or by

- - ey Studant Exbslner Ne,
working under my persona! supervision. '

STUdENt vocusscersnonrasienrssnssarerancens SMMM&—.%-&M‘

Student Imbaimer

P. O. Address <2

*Noie: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Fslure omply with
the above constitutes grounds for revocation of license.)

I this body is bot embalmed, fact should be 5o, stated sbove. ' ' ~leme



