No. 300 \ 1 5 1952 THE DIVISION OF HEALTH OF MISSOURI - ; T "'330
- a.
wee | EEEDMAR STANDARD CERTIFICATE OF DEATH' Ste Fite o
! BIRTH HO. _ , ree. oist. wo. /Y7 eriunsv nes. 0157 wo. OO Registrar's Noo.... ......‘ﬁf)‘-r...
1. FLACE OF DEATH 2. USUAL RESIDENCE (Wbare 6 d lved, If 1 : residenos befors
. COUNTY STATE b. COUNTY adinkssina).
0 ° Jackson " Missouri Jackson A
b. CITY (1 cutoide corpurate limits, write RURAL and give ¢. LENGTH OF ¢. CITY (If outekls eorporate limits, writs RURAL sod give township) q
. township)| STAY (la whis placs) OR .
TOWN K¥angas City 14fe TOWN Kensas City (A Vi)
. FULL NAME OF (If not in bospital or [ustitution. kive street address or location) d. STREET (11 rural, give losation} % ‘9/ l U
HOSPITAL OR ADDRESS
INSTITUTION  General Hospital #1 1628 Jarboe ’
| EX I:;‘EACMEE S%IB e (First) b. (Middle) ¢ {Last) 4. Ds"l:'E (Menth)  (Doy)  (Year)
- (Type or Print) ROSIE Ellen WEST DEATH 3=~ 2 1952
: 5, SEX 6, COLOR OR RACE | 7. MARRIED, NEVER MARRIED, f| 8. DATE OF BIRTH 9, AGE (In years| ¥ 0xpon 1 YEAR | & W0t & v,
; \ WIDOWED: DIVORCED (Bpacify) tast birthday) Mnmh' Days | Heun | Min,
= Fe W married June 17, 1930 21 |
102. USUAL OCCUPATION (Givekindof work | 10b. KIND OF BUSINESS OR [N- | 1. BIRTHPLACE (Btate or forelgn comstey) 12. CITIZEN OF WHAT
domﬁnrhg mowt of working lite, even if retired) DUSTRY [+s] Y?
ousewiie . Kansas City Mo,
13a. FATHER'S NAME ' 13b. MOTHER'S MAIDEN NAME 14, NAME OF MUSBAND OR WIFE
Anderson’ Boggsn | Hazel Murray Dale -
I5. WAS DECEASED EVER IN U.S.ARMED FORCES? 15, SOCIAL SECURITY | 7. INFORMANT" § SIGNATURE OR NAME ADORESS
(Yes, 5o, orunknown) | (I yes, mive war or dates o NO.
no none Anderson Boggs Hiatv;lle, Kans .
18. CAUSE OF DEATH . MEDICAL CERTIFICATION ONSEf mn e
| Eoter anly onscausaper | I, DISEASE OR CONDITION _ . .. .
i for (8), (b), nd (6) | DIRECTLY LEADING TO DEATH® (5 Bulbar poliomvelitis

*This does mot mean ANTECEDENT CAUSES

the mode of dying, such | Mordid conditions, if ang, mm DUE TO ()

rt failtire, g, | rire to the abore couse (o) stat
o4 heart failure, asthenta the underiying cause lost,

cc. I meens the dis-
eare, infurt, or complica- DUE TO {¢} )
tion which coused death, | 11. OTHER SIGNIFICANT CONDITIONS % U

Conditions contributing to the death buf not
related {0 the dsease or condition causing death.

19a. DATE OF OPERA- | i5b. MAJOR FINDINGS OF OPERATION s - - - 2. AUTOPSY?
TION
: - ves Bk wo [
21a. ACCIDENT (Bpecity) 21h, PLACEOF INJURY (a.g.. inorabous | 21c. (CITY, TOWN, OR TOWNSHIP) {COUNTY) (STATE)
SUICIDE A bome, farm, fastory, strest, offics bldg, /sta) - .

) HOMICIDE

21d. TIME (Montk) (Day) {(Yeur) {(Hour) 2le. INJURY OCCURRED | 21f. HOW DID INJURY QCCUR?
WHILEAT NOT WHILE
INJURY - m. | “woRK AT WORK

2, [ hereby certify that T attended the deceased from — _Feb,?29 | 1852 1o Mar., 2 1952 that I last satw the deceased
aliveon __ Mar, 2 19 52 and that death occurred ot 12 15P m., from the causes and on the date stated above.

LAINLY—USING UNFADING BLACK INE—MAKE A PERMANENT RECORD

= o || B SIGNATURE H Str teme oy (Degroeortitle) | 23b. ADDRESS Z3. DATE SIGNED
. .4 . 2hith & Cherry . . 3-2=52
E '24a. BURIAL. CREMA- | 24b, DATE 24c. NAME OF CEMETERY OR CREMATORY 24d. LOCATION (Oity, town, or county) (5iate)
TION, REMOYAL (Bpedity) :
§5 removal Mar., 4, 19492 - Hiattville, Kansas
DATE REC'D BY L%CE%;L REGISTRAR'S SIGNATURE 2. FUNERAI.. DIRECTOR™ S S1GNATURE ABDRESS
| J 2 -5a Cly ;,/A.a_eeﬁ««.e MW | Roy Bruce Gzrdner HKansas

(Licensed Embalmer’s Statement 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 —— i .

Student Embalimar Mo.

working under my personal supervision.

Signed /i %EM

Student ...........&....é';';.l..... ..........
Student almer
’ * Léscd Embalmer No / 7 ?, 7

« P O. Address

e

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply with

the above constitutes grounds for revocation of license.)
If this body is not embalmed, fact should be 5o stated above.

’



