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WRITE PLAINLY--USING UNFADING RLACK INK—MAkE A PERMANENT RECORD

HI.ED JUN 7

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

1952
RES. DiI8T. NO. Vi é t‘

416572

State File Nouoovvnrecaerervmmminesisssnsssonts

)
PRIMARY REG. DIST. MO ._% Registrar's No.......oee. :l..'.. 9..9

! BIRTH NO.
T, PL 1. PLACE OF DEATH 2. USUAL RESIDENCE (Whers d d lived. 1If ¢ jon: resid
. COUNTY ' . STATE b, COUNTY
. Jackson o i Missouri Jacksond.:? a’?
b. %‘Ef (If outslde corpurate limits, write RURAL and give cs.rALYENGrH OF || ¢. CITY (If outside ecrporate limits, writs BURAL and give townabin) 8
townahip) this place)! *
TOWN  Kansas City 68 yodrs 1o Kansas City nfl
. E OF boupital or & ddress or locath . STREET
d F#&P#ﬂ.on (If bot 1n o Eive strest or a. ST° (f roral, ghve keation) :) D
INSTITUTION  General Hospital No. 1 3012 Montgall
3 EI:E%ME OF 8. {First) b. (Middle) ¢ (Last) 4. DATE ({Month) (Day) (Year)
(Typeor Priny  Bertha C. Kubicki pAtH 5 g 52
8. SEX 5. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH 9. AGE {In years| & DOMR ¢ THAR | ¥ BODX 3 w23,
. WIDOWED, DIVORCED (an;ﬂy) Laat birthday) uamhl Durs | Bour | Min
¥ | White |
10a. USUAL OCCUPATION (Givekind of work | 10b. KIND OF BUSINESS OR IN- | 11. B {Btate or forelgn souutey) 12, CITIZEN OF WHAT
during most of working Lite, sven if retired) OUSTRY d COUNTRY?1
ousawife M sgouri v, S,
“m-.‘ FATHER' S WAME 13b. MOTHER™S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
son Peok Jennie Blades Fy AKX
I5. WAS DECEASED EVER IN U.S.ARMED FORCES? | 16, SOCIAL SECURITY | 17. INFORMANT S SIGNATURE OR NAME ADDRESS
(YNn.uunkmn) I UJN.dnmwdn-dm) RO, .
o — -J&mmJL&mumLzmzﬂmuguLéﬁk
18. CAUSE OF DEATH ~ ) MEDICAL CERTIFICATION INTERVAL
Enter cnly cnacense per { 1. DISEASE OR CONDITION U ia OMSET AND DEATH
tine for (s), (b), and (¢} DIRECTLY LEADING TO DEATH‘w - remla
ANTECEDENT CAUSES
*This does not mean Pyelonephritis
the mode of dgng, ruch | Morbid codtions, f ey, gintng DUE TO (b}
a# heari fallure, asthenia, | rite £o the above couse
ete. It means the dis- munder!viMcaunlad
case, infury, or complh 'DUE TO (c) T
tion which cansed death, | 11. OTHER SIGNIFICANT CONDITIONS 0 v
Conditions contribuling fo the death but not
related to the discase or condition causing death.
19s. DATE OF OPT%Aﬁ 195, MAJOR FINDINGS OF OPERATION 2. AUTOPSY?
| s O o
21a. ACCIDENT (Bpecity) 21b. PLACEOF INJURY (sg..In erabons | 2Ic. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICID botw, farm, Inctory, strest, office bidg..es0.)
HOMICIDE
21d. TIME (Month) (Day) (Year) (Hour) 2le. INJURY OCCURRED | 2t HOW DID INJURY OCCUR?
IN?erY o | WHILEAT) NOTWHDE

WORK AT WORK

22, I herety certify tha.t I altended the deceased from ;H_'-‘I_T_ 1822 1o _MQLL_ 19_5.2. that I last saw ihe deceased
alive on . , 1_&.5_2_, and thal death occurred al 15 An., from the causes and on the date, stated above.
Ze. SIGNA B.1. Burns (Deweegrce) | 23b. ADDRESS Be. DATE SIGNED
: Iy 5-9-52
URIAL, A- [ 24b,"DATE . 'NAME OF CEMETERY OR CREMATORY .| 24d. LOCATION (Olty, town, or county) (Btate)
OVAL (Bpeeity) : ‘
TeX™ D | May 12,2952 s K0, Mo,
FUNERAL DIRECTOR' 3 51 GNATURE ADDRESS

DATE REC'D BY I.%EAL

S=/0 .

REGISTRAR'S SIGNATURE

ﬁé@wh

'hOB.

JRuirk 4318 1roost Ave,

(Licensed Embalmer's Statement on Reverse Side)
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working under my personal supervision,

Student soevnencrsasnsonnn rtdsrrsaenennena
Student Embalimer

" ’»-
. .

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

If this body is not embalmed,"face shmild be so stated above._, Pa o Lol el E e (a7
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