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WRITE PLAINLY—USING UNFADING BLACK INK—MAKE A PERMANENT RECORD

THE DIVISION OF HEALTH OF MISSOURI

FILED MAY 9 1955 STANDARD CERTIFICATE OF DEATH state Fite No... 3. 423
- BIRTH NO, REG. DIST. NO. __&__ PRIMARY REG. DIST. NO. —IOQ_O_. Registrar's Nc.............4.42.-.....-.......
i. PLACE OF DEATH 2. USUAL RESIDENCE (Where decsssed lived. 1f institotion: residence befors
2 COUNTY. . pychanan - - - _STATE Miggourl......” ™Y gackson T
b. C{I)‘EY.(L: outide corparats limits, write RURAL and ;‘lvno.hl c. I‘}:—NGE; OF <. ng’ . a hw wihin Lt of ‘
- waship) place) oy grlncorpicated town? '
- town St. Joseph et S3Y 4Ry town Kansas City e = IO
d. FULL NAME OF (If not is howpizal or institution, glve stroet addresw or loeation) F. STREET * (I eural, glve location) é & pI '
HOSPITAL - ADDRESS 5
INSHTUTION State Hospital # 2 4127 Locust St.
3DNEACPEEES)EFD a. {First) b, (Middle) c. (Last) 4, DATE (Month) (Day} (Year)
{Typeor Pinyy  EANA L. White DEAT)ApI'. 27, 1955
5, SEX 6. COLOR OR RACE | 7. #AH%EB NE‘\ng IEBRRIE |A DATE OF BIRTH 9. AGEAL:;:;;:- ':' :::.n IDV::M E UNDER: umli:l.
N (8 0 1) ours
Female /| White Warried ™" hor1l ¢, 1899 | BE5- M |
102, USUAL OCCUPATION (Givekindof work | 10b. KIND OF BUSINESS OR IN. | 11 BIRTHPLACE (o, .4 s, ; countrns O 12, CITIZEN OF WHAT
d momt of i if retired) DUSTRY Y sce or Foraiga Counts CQUNTRY?
Housewt e At Home Kansas City, Mo. U gy
13a. FATHER S NAME 13b. MOTHER S MAIDEN NAME {4. NAME OF MUSBAND OR WIFE
Michael Jennings _ Unknown |[Lee White
[5. WAS DECEASED EVER TN U.S. ARMED FORCES? | 16. SOCIAL SECURkT(;( 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
(Yea,no,or nawn} | (I{ yes, glve war or dates of service)
o | None Lee White 4127 Locust St. X.C. Mo,
18. CAUSE OF DEATH MEDICAL CERTIFICATION IgERVAALNgEgE‘:ET? |
. DISEASE i .
Buiwonycoomumper | [ DISESESRCONOTION, L Pyl monary Tuberculosis ¥rs

line for {a), (b}, end (¢}
—————— i
*This doey not mean ANTECEDENT CAUSES

the mode of dying, such | Morbid conditions, if any, giving DUE TO (b)

ar heart fallure, asthenia, , f’i‘u to Ultl above ﬂmlfagl} sating
de. It means the g, | the underlying couse losi

ease, infury, or complica- DUE TO (¢}
tion which caused death. | 11. OTHER SIGNIFICANT CONDITIONS .
Conditions eontributing fo the death but nof - '
related to the dizease or condilion causing death. PSyCh'o tiC 3 Yrs
19a, DATE OF OPTI::I%AN. 15b. MAJOR FINDINGS OF OPERATION 20. AUTOPSY? .
' o X ves £ ] wo B2
21a. ACCIDENT (Bpecity) 21b, PLACE OF INJURY (e.¢.. inerabout | 21c, (CITY, TOWN, OR TOWNSHIP) (COUNTY) {STATE}
LICIDE . home. fart, faotory. strest, offios bidg.. eta.)
HOMICIDE
2id. TIME (Month) (Day) (Year) (Hour) 21e. INJURY OCCURRED | 21f. HOW DID INJURY QCCUR?
WHILE AT NOT WHILE
INJURY WORK AT WORK

2. I hereby certify that I attended the deceased from _Apr. 26 1899, 10 _Apr. 27 1999 , that I last saw the deceased
altve on Apre. 26 , 19 55 and thal death occurred al_Lﬁ_Q&.. m., from the causes and on lhe dale stated above.

NATLRE egmeorti@ 23b. ADDRESS ) 23c. DATE SIGNED
,,(5‘?, State Hospital # 2 Pre.27,55

. BUER M! 31., CREMA- | 24b. DATE 24c. NAME OF, CEMETERY, OR CREMATORY | 24d. LOCATION (Oity, town, or county) (Btate) .
R (Bpecity) . . \ ) .
JisNiekiz: o e pr. 30,55 Mt., Washington Cemetery Kansas City, Mo,
DATE REC'D BY Lo%g. REGISJRAR'S SIGHATURE 4q S—7) | & yuneraL DiRgCTOR ADORESS

Ri
: 2zt St. Joseph, Ko.
Mﬂg&@f ﬁ (I.rannd%% Sfaternent on Reverse Si 2
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e

STATEMENT BY LICENSED EMBALMER

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

working under my personal supervision..

Student

................................................

Signature of Student Embalmer

P. O. Address.St«. JOseph..
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 embalmed by a STUDENT, he also shall sign in his OWN handwriting.
T© this body is not embalmed, fact should be so stated above.

-




