THE DIVISION OF HEALTH OF MISSOUR!

No. 300 -
1048 FILED FEB 17 1956 STANDARD CERTIFICATE OF DEATH State File N04§82')8
BIRTH KO. REG. DIST. NO, _Z_Z,Z_ PRIMARY REG. DIST. 0. _Z @O Riviitiar's No -
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decossed lived. If institution: residence before
ol o COUNTY Jackson a. STATE Missourl b couNTY jJaekson winion.
b, CI'I’:‘Y (if oytside corpurate limits, wrlte RURAL and give EMI_YENGTH OF ¢ CITR’ . d Is Residence within Hmits of
i . wnabip) (in thia place) v cliy gr b
towvy  Kansas City s LS.;“YI:& TOWN Kansas City S - i Sl
d. FH(ISIS-PT#A{EO%F {If not is hosnitsl or institution, cive strect addroes or location) .A%rDRHEEE;rS T rursl, give loca K) )-‘6
INSTITUTION General Hospital #2 5 523 Grand Avenue 5 ¥ %
sl:!;‘E)}:héESOEFD a. (First) b. (Middle} c. (Last) 4. DSFE (Month) (Dey) (Year)
{ Type or Print) Ward H arper DEATH 1 2L, 1956
5. SEX .| 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED,.& | 8. DATE OF BIRTH 9. AGE (In years| If unDER | TEAR | & Uiter u ug,
W!D?WED;DI\-‘ORCED {8pecify) Last birthday) Monthll Days | Bours | Min.
_male | Negro névetemarried | 2-22_1895 |
10a. USUAL OCCUPATION (Givekind of work | 10b, KIND OF BUSINESS OR_IN- | 1. BIRTHPLACE " : - 12. CITI
doos during moet of -rorkln(llh.cunur.;m:l) - . DUSTRY (City and State or Foreign &“’"” a)UN%ERr;?FWHAT
ren i leouisiana Amerdica
138, FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND/OR WIFE
H H : . Hariett Williams None
g WAS DECkEASED EVI;:R IN U.S.ARMED FORCES? 16. SOCIAL SECURITS’ 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
ea. 0o, or unknown) (If you, glve war or dates of vervics) - . -
no 08-&0-8685 Hospitali Record
18. CAUSE OF DEATH MEDICAL CERTIFICATION LNTERVAL BETWEEN
Eater only cnecauseper | 1. DISEASE OR CONDITION ONSET AND DEATH

line for (a), (b), and (¢) | DIRECTLY LEADINGTODEATH*(y _Possible bronchogenic carcinoma of lungg,

*This does not mean ANTECEDENT CAUSES

the made of dying, such | Morbid conditions, if any, giving DUE TO (b)
a4 heart foflure, asthenin, | rise fo the above cauae (o) stating
ede. Il means the diy. | he underlying cause lost.

case, injury, or complica- BUE TO (c} -
tion which caused death, | 11. OTHER SIGNIFICANT CONDITIONS ' i ’ U 4"1\

Conditions contributing to the death bud not -
related to the disease or condition causing death.

1%a. DATE OF OPERA- 190, MAJOR FINDINGS OF OPERATION 20. AUTOPSY?
TION
ves L] wo [
2ia. ACCIDENT (Bpecity) 21b. PLACE OF INJURY (e.x..inorabout | 21¢. (CITY, TOWN, OR TOWNSHIP) (COUNTY} (STATE)
SUICIDE boms, farm, fastory, sirest, office bldg..ete.)
HOMICIDE ] 3 )
21d. TIME (Monts} (Day) (Year) (Houn 2le. INJURY OCCURRED | 21f. HOW DID INJURY QCCUR?
oF WHILEAT NOT WHILE
INJURY = | Cwork AT WORK

2. I hereby cerhfy that 1 atiended the deceased from _1_2!&_5.6_ 18, that I last saw the deceased
alive on , 19 , and that dealh occurred atll._l.lj_pm from the causes ‘and on the dale stated above.
H.

WRITE PLAINLY—USING UNFADING BLACK INE—MAEKE A PERMANENT RECORD

23, Sl Hr'yah r title)? | 23b. ADDRESS 23c. DATE SIGNED
‘ﬁ 600 East 22nd Street 1-25-56
s RIAL, A 24b, A 24c. b.A\‘lE OF CEMETERY OR CREMATORY 24d. LOCATION (Clty, town, ar county) (Etate)
OREHYYET | 1-37-56 Anatomical Board K.C} Dental College
DATE REC'D BY LOCAL | REGISTRAR'S SIGNATURE 25, FUNERAL DI RECTOR'S SIGMATURE ﬁbDl‘E‘ss
) 27 st Fhems Pren gl F Menlove & Williems 1729 Lydia

(T—. 1 Ebal s 5 on Reverse Side)




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was eml
byme, orby ............... e et eeeii e eraceeeacaeeeeeeeeeeeeanennearanas beaeeann . Student Embalmer No..cooounont

working under my personal supervision..

Student .. oo ieciiiieiiaaeaas
Signature of Student Embalmer

| Licensed Embalmer No.é.z ?/
- . - P. O. Addresséz./éz.é..-ia.

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (F.
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.

- . -




