No. 300
10.48

THE DIVISION OF HEALTH OF MISSOUR
STANDARD CERTIFICATE OF DEATH

8930

iraeermrenen

State File No,,.

BIRTH noF E AB :1 195 REG. DIST. NO. ___Lzz_rmmv REG. DiST. WO. /003— Kegistear's No 1080 .

. Enter only cnecauss per

Mne for (a), (b}, and (c)

*This does net mean
the mode of dying, such
o8 heast fallure, asthenia,
e, It means the dis-
cate, Injury, or complica-

1. DISEASE OR CONDITION
DIRECTLY LEADING TO DEATH® ()

ANTECEDENT CAUSES

Rbumgma wuﬂ.mm

I. PLACE OF DEKTH 2. USUAL RESIDEMNCE (Where decesasd Hved. I lagticutlon: residenos befors
a. COUNTY . . a. STATE b. COUNTY adinimton).
Jacksani Missouri Jackson
b. CITY (1 outelde limita, writs RURAL snd . LENGTH OF . CITY idenoe
o corpumte tar write * l:]";-h!p! g AY (in this place) € OR ¢ :‘;ﬂ vu.hinmumiwt:;
TOWN Kansas City yrsS, TOWN  yansgas City = N g
FE&LP?_FMEOOF {H oot in hoapital or institution. give street address or location) .‘AS[;FJFEETE (If rursl, give location) 3 /’ a %
INSTITUTION 5000 Oak A 5000 Oak )
3. NAME OF First b. (Middl . (L.ast
DECEASED s L (d1ddle) I~ o (Last) ‘4. DATE  (Month) (Day) (Yesr
(Typeor Prine)  FRANCES SIMPSON DEATH 3 10 &4
5. SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH 9. AGE (In years| v unoEn 1 YEAR | ¥ UNDER M mas.
\ WIDOWED, DIVORCED (Bpucity) lllihiﬂhd-r) Monthe | Days | Hours | Min.
Female White : Sept. 28, 1690 o ! [
10a. USUAL OCCUPATION (Givekind of work | 10b. KIND OF BUSINESS OR IN- | 11, BIRTHPLACI ]
done during most of working kifs, sven it m;:rd) ) DUSTRY {Civy aad s"“ or F""" 0““") IztglIJTr}'lz’Er\‘f‘fOF WHAT
at_ home Kansas
138, FATHER'S NAME 13b, MOTHER'S MAIDEN NAME 14. ume OF HUSBAMD'OR WIFE
C. K, Beckett { Virginia B,
I5. WAS DECEASED EVER IN U.S.ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT’S SIGNATURE OR NAME ADDRESS
(Yoa. 0o, or unkoown) | (1f yes, give war or dates of service} NO, !
no _none Les Simps 0 ,
19. CAUSE OF DEATH MEDICAI. CERTIF‘ICATION INTERVAL BETWEEN

-\osxs_rr Aru: DFJ\]H l
25 cy«o\

Morbid conditions, if any, giving PUE TO ()
rise {0 the above caute (a) sdaling
the underlying couae last.

tion which caused death,

11. OTHER SIGNIFICANT CONDITIONS

Conditions contributing to the death but not
reluted to the diseqae or condition causing death.

: .

DUE TO {c) MW mwlfqﬁ

y_

19a. DATE OF COPERA-
TION

191, MAJOR FINDINGS OF OPERATION

|Vé0. AUTOPSY?.

Thovae__ YES D NO D
21a. ACCIDENT (Bpecity} 215, PLACEOF INJURY (e.g.. Inorabous | 21c. {CITY, TOWN, OR TOWNSHIP} (COUNTY) (STATE)
SUICIDE boms, farm, fastory, sureet, office bldg., aza.) *
HOMICIDE -
21d. TIME (Moonth) (Day) (Year) (Houwn | 2le. INJURY OCCURRED | 21f. HOW DID INJURY occugt  {J
oF WHILE AT [—] NOV WHILE
- INJURY . | work AT WORK

2. I hereby

tgo’y that I attended the deceased from&ﬂﬁz___
alive on 19%F and that death becurred at ede 39 m., from the causes and on the date stated above.

19_‘{_5 lo ﬂ_p_ IQﬂ that I laxt 200 the deceased

23a. SIGNATU

Eﬂese

on {Degree or l.itle)

Jibaenw MDD~ D

23b. ADDRESS

i Mahela Rovd)

23, DATE SIGNED

Manto 1954

WRITE PLAINLY-—USING UNFADING BLACK INE—MAKE A PERMANENT RECORD

U BURIAL, cn&h b, DATE 24c. NAME OF CEMETERY OR CREMATORY ~ | 24d. LOCATION (City, town, or connty) * (tate)
Cremation | 3.3 2-5), Elmwood Cremat X Missouri
DATE REC'D BY L%CAL REGISTRAR'S SIGNATURE 25, FUNERAL DIRECTOR S SIGMATURE ADDRESS .

- SO-5Y _ISTINE & McCLURE UND CO K.C .40,

3 on Reverse Side)




ta

STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embs

byme, or by «on i et e e e ene e meaeabeneann

working under my personal supervision,.

Student ..................... e meegeeaeeaeaae—a. Signed 9:4. M

Signature of Student Embalmer

Licensed Embalmer No.,z-.'). -
P, O. Address...jf...@.. .

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

If exfbalmed by a STUDENT, he also shall sign in his OWN handwriting.

Te t})is body is not embalmed, fact should be so stated above.



