THE DIVISION OF HEALTH OF MISSOURI

. Mo.300 R
sl P STANDARD CERTIFICATE OF DEATH sate it o NI O
FILEC OCT 28 1953 s
BIRTH NO. REG. DIST. NO. _Z_ZZ_ PRIMARY REG. DIST. %0./ OO e Fesisivar's No K30
f)) 1. FLACE OF DEATH i 2. USUAL RESIDENCE (Where detetsed livad. [f Institoticn: residence befora
a. COUNTY Jackson | a. STATE Missouri b, COURTY Jackson-dmmm.
b. CITY (1f outside corpurate Umits, write RURAL snd give ¢ LENGTH OF [i . CITY & 1s Residence within Lmity of
STAY OR -
5 TOWN Kansas City T Z0 ure || 1own  Kansas City 5
L + — -
d. FULL NAME OF (If not ia hospltal or institution, give strect oddress or locatlon) «. STREET (If raral, give location) \&? 4
HOSPITAL OR . ADDRESS
8 iNsTiTUTIoN  General Hospital No. 1 ¥ 2609 E. 12 %
3RS, e N b. (Mtddle) ¢ Ve den 4OME (Mt (Dan) (Yew)
” ( Type or Print) Bessie May Garrigan DEATH 10 7 1953
E 5. SEX /| 6 COLOR OR RACE | 7. MARBA’EB gls\yggcréléﬂmm 8. DATE OF BIRTH 9. AGE un yan] o v | TR | F UAOER u wo.
. {Bpacliy) t onths | Days | Hoors | Min,
3 | female Linite Widoved Ao |Jan,29,1890 |63 l |
2 1. USUAL OCCUPATION (it vt | 105 KIND OF BUSINESS O N | 1. BIRTHPLACE (i wag sace or sureien uentr) | 12, GITIZENOF WHAT
B2 H Housewife At Home Missouri s
d 113a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND'OR WIFE
" No R&cord | No Record George P. Garrigan
% I5. WAS DECEASED EVER IN U.5. ARMED FORCES? | 16. SOCIAL SECURITY | I7. INFORMANT'S SIGNATURE OR NAME ADDRESS |
< (Yos, no. or mnknown) | (IF yeu, zive war or dates of service) NO. |
= No None Mr. James C. Hyde, K.C. Hissouri
.| ' cause oF peatn  MEDICAL CERTIFICATION INTERVAL BETWEEN ‘
i || Enter 1. DISEASE OR CONDITION DEATH
7 limater o o and v | DIRECTLY LEADING TO DEATH(,y _Gastrointestinal hemorrhage |
B |l *Tair does not mean | ANTECEDENT CAUSES Esophageal varices |
" tAe mode of dying, such |  Morbid conditions, if any, giving DUE TO (b)
— as heart fallure, asthenda, | rise to the abore cause (o) stating
-8 | ate. 1t means ehe dis- | the underlying eause last. LD .
ease, njurg, or complica- DUE TO (&) Cirrhosis of liver
g tion which caused death. | [I. OTHER SIGNIFICANT CONDITIONS ! 7
=] Conditions contributing to the death but ot 3 - : 3‘
3 related to the disease J:'ﬂmdum causing death. Dlabe tes ”‘Elllt’us
i |l 19a. DATE OF QPERA- | 19b. MAJOR FINDINGS OF OPERATION 20. AUTOPSY?
= TION | . . : :
= Y . . TES E NO D
¢ || 218, ACCIDENT (Bpecity} 21b. PLACEOF INJURY (a..in orabout | 21c. (CITY, TOWN, OR TOWNSHIP) {COUNTY) (STATE)
SUICIDE home, farm. faciory, strest.offios bldg.,e10.)
Z HOMICIDE : R :
g 21d. TIME (Month) {(Dey) (Yead) (Heun .| 2le. INJURY OCCURRED | 211. HOW DID INJURY OCCUR?
| OFRY WHILEAT[] NOT WHILE
o '"_JU = | “woRK AT WORK
E 2. I hereby certify that I ailended $he deceased from Sept. 7, 19 53 to Oct. 7 . _1.9_53, that I last saw the deceased
; " alive on _OE.t'.'_L, 19_1, and that death occurred at 112 208m., from the causes and on the dale stated above.
|22 SIGNATURE B. 1. DUrnd _ (Degmeor tile) | Z3b. ADDRESS Zc. DATESIGNED
__%VW Lol N0 2Lth & Cherry 10-8-53
E Ua. Bgﬁl} 3‘;. . | 24b. DATE 28, NAME O ETERY OR CREMATORY | 24d. LOCATION (Oity, town, or county) (State)
(Bpeelty) | .~ . . , .
§ Buria 110/9/53 Mt, Washington Cemetety Kansas City, Hissouri
DATE REC'D BY L%CAEBL R RAR'S SIGNATURE ~ 25. FUNERAL DIRECTOR'S S| GMATURE ADDRESS
éo..g.!_sga ] M_ Gates Funeral Home, K.C. Kansas
. {Licensed Embalmer's Ststernent on Reverse Side)




7/

_-QI

STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embal
DY I, OF DY .t it iiii ittt it iiittaerseeaenssessasssnasasssnnacssaeansenaransnnnsassnnes , Student Embalmer No..............

working under my personal supervision..

Signature of Student Embaleer

| P. O. Ad_clrem./%

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. {Fail
to comnply with the above constitutes grounds for revocatidn‘df license).’ ST w -

If embalmed by a STUDENT, he also shall sign in his OWN handwntmg

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




