THME LAVIRUVIN UF FIEARIN W ViUt 9

V.5, No.300 || Ty ¢ _ h
%o ) DIEDAPR 9 fo53  STANDARD CERTIFICATE OF DEATH Stote File N )
" BIRTH NO._ REG. OIST. -NO. /22 PRIMARY REG. DiST. No._2 €2 P Registrar's No 1544
’ 1. PLACE OF DEATH . 2. USUAL RESIDENCE (Where decossed lived. If institgtion: residence befois
a. COUNTY ) a. STATE b. COUNTY adinkiont.
Jaockson Missouri Jagkson
b. CITY (Ot outsida corpurats limlts, write RURAL and giva LENGTH OF ¢. CITY (1 outslde corporats limits, writa RURAL and give township!
OR townebip) STAY this plaze)
. . TOWN Kansas City _ TOWN Kensas City
d. mjéSLHN'Iaﬂ.EDORF (1f not in hospital or {nstitytion, give strect address or loeation) dASJgF%EESTS - (If raral, give locaticn) 9\9 O
INSTITUTION 101 West 39th Street 101 West 39th Strest
gz@éﬁs%’f‘: 8. (First) b. (Middle) c. (Last} a. DATE (Month) (Day) (Year)
(Typeor Print)  Geone H. MoCURDY DEATH Mar. 15, 1953
5. SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, | 8. DATE OF BIRTH 9. AGE (In years| 7 TWOER | YIAR | oA & was.
WIDOWED, DIVORCED (Bpacify) last birtbday) |Menths ] Daye | Hours | Min.
Male White Married July 31, 1912 1o = |
lOa USUAL gg‘cgﬁﬂm uﬂ;:;hdam:; 10b. KIND OF BUSINESSD%ET IRNf 11 BIRTHPLACE  ((i\\ 14 Scate or Foreign Cosstiy) 12, CSE“%E!":'?F WHAT
Pharmaoist Granby, Mo O
138, FATHER'S NAME 13b. MOTHER' S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Edward U, MeCurdy . | Ellen Adkins Florence MeCurdy
I5. WAS DECEASED EVER [N U.S.ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT' S SIGNATURE OR NAME ADDRESS
(Yo, 0o, or anknown) | (I yes, give rur datos of service) 3
yes W ‘}K'l—m..?g,a, George E. MoCurdy Eldrado Kan. _
! 18. CAUSE OF DEATH MERICAL CERTIFICATION . 1 lg‘;ggﬁg%ﬁ“
_ Enter only opscstss per 1. DISEASE OR CONDITION v . H
‘ Line for (), (b), and (¢) DIRECTLY LEADING TO DEATH® ()

*This does nol mean | ANTECEDENT CAUSES .
the mode of dying, such | Adorbld conditions, if any, giring DUE TO (bc_hﬂ:—q--
ar heart failure, asthenda, | rite fo the above cause fa} stating .

A cze. 1t means the dia- ‘the underlying couse last. -
ease, infury, or complice- i DUE TO (c)
tion which caused death. | 11. OTHER SIGNIFICANT CONDITIONS, = - ° " .: . _ .~ 7 q\s’\s

Conditions contributing to the death bul not
related to the disease or condition cousing deaid.

\‘V’Rl‘l‘E PLAINLY—USING UNFADING Bi‘AGK INE—MAEKE A PERMANENT RECORD

19a. DATE OF OPERA- | 195, MAJOR FINDINGS OF OPERATION | I ) . 20. AUTOPSY?
. TION R : * :
: ves [B we [
' 21a. ACCIDENT (Speclty) 21b. PLACEOF INJURY (s.8..ln orabout | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) . (STATE)
SUICIDE bome, furm, fsctory, sirest, ofloe bldy. ete) . . . -
HOMICIDE ) - . Ct s e
21d. TIME (Mooth) {Dey) (Year) (Hour) | 2ie. INJURY OCCURRED | 21f. HOW DID iNJURY OCCUR?
IN.?I.FRY : -, . wun.EA'r NOT WHILE '
. : - o AT WORK' s s - :

2. I hereby certify that I auendcd the deceased from , 18, , lo b . that I last eow the deceased
alive on 19 and that death occurred at _________ m., from the causes and on the dele steted above.
SIGNATURBE U©0. Ue KOBIDOTEY, (Degresortitl | Z3b. ADDRESS ' Zic. DATE SIGNED

. 50 ST lece | 3-E53
%3"8 g F_RMI SLA.LCREMA— b. 4c. NAME OF CEMETERY OR CREMATORY | 24d. TION (Cliy, tqwn, of county)’ (State)
. {Bpecity) - Y . - -3 A P ?
L_ggmg—xnér_n 3 / i - 5 3 P ' &E ! e
DATE REC'D BY LOCEJéL 25- FUNERAL DIRECTOR"S SIGNATURE ¥ * 'anonss .
REG, -
Z, /7. 53 A Mel lodE-McGlllex-Ezla.r Kansas City, Moe
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S‘!‘A’I‘EMBNI': BY LICENSED EMBALMER

I hereby cértiiy that the body whose name is l:ecorded on the reverse si.de of this certificate was embalmed by me, or by

. : Student Embalmer No,
working under my persona! supervision. .

STUAONE revroeeerenanneans creverrrrreaaaann Signed %’/

Student Embaimer e
Licensed Embz er No Z/L

P. O. Address /(C) Pl ]

Note: The sbove MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Fuilure to comply with
the above constitutes uronn_ds for revocation of license.)

If this body is not embalined, fact should be so. sated sbove.
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