ﬂLED FEB 1:1: 1349 THE DIVISION OF HEALTH OF MISSOURI

No. 300 .
o STANDARD CERTIFICATE OF DEATH PPV K. 5. 1
' BIRTH MO. REG. DIST..NO. _LZ,Z_ PRIMARY REG. DIST. m-L&.—Rmumru No._......._ugzg
1. PLACE OF DEATH 2 USUAL RESIDENCE (Wbsre deccased lived. If institation: residence befors
. T . . + adinimion),
a. COUNTY Jackson . a. STATE Missouri b. COUNTY Jackson L/l,'a"l
b. CITY (If outcide corpurate limits, write RURAL and give ¢. LENGTH OF c. CITY (If outadds corporate limits, write BURAL sod glve townshin) 3
. township) | STAY (i this plare) OR .
TowN  Kansas City €5 Vr2S TOWN Kansas City X
d. FULL, MAME OF (If not ia bospital or institution, give strest add or 1 Jon) d. STREET {11 rural, give location) u
HOSPITAL OR ; . ADDRESS .
INSTITUTION K ,CyGeneralHosp No,1 .1/ , 709 Washington
3. NAME OF Ma. (First) ?}ﬂddle) c. (Last) 4 03;5 (Month)  (Day)  (Year)
(Typeor Primty  Martha ANE Stewa t peam  Jan  17th 1949
5, SEX 6. COLOR OR RACE | 7. x&’ﬁ%ﬂ. EIE\\rlggchisRRlED. 8. DATE OF BIRTH 5. nffE (Lo years| @ towea | TEAR | O ONDER 4t was.
. . (Bpacify) oal Dy H .| Min.
Female] | White '  DOWED May 6~ 1850 y4 il
10a. USUAL OCCUPATION (Ciwekindof wark | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (Stste or forsin sountry) 12, CITIZEN OF WHAT
done mowt of 'urki:y.. wven i retired) DUSTRY A/ COE)T%?
S W KonsAs [/ =,
13a. FATHER™S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAM ]/)} WIFE
Toorry Cuers7rson, CrerE Togwsor)| Togn/ Srewac]”
i5. WAS DECEASED EVER IN U,5.ARMED FORCES? | 16. SOCIAL SECURITY |77 INEGRMANT' S SIGNATURE OR NAME . ADD
(Ywe. no.or unkoown) | (If yes. give war oc date of NO. _f /
18. CAUSE OF DEATH MEDICAL CERT(FICATION INTERVAL BE TWEEN
I. DISEASE OR CONDITION
- ater anly onecusPEr | ThHIRECTLY LEADING TO DEATH® ) Malnutrition

tine for (2), (b), ond {c)

>
H

- gma B L I 2 BN B I R e TR o e e et |
H P o

«This dovs mot mean | ANTECEDENT CAUSES

1he mode of dying, such | Morbld conditions, if any, giving DUE TO (v _Sgnilitv :
o heart fallure, usthenia, geun the ;ﬁ?& rt::::!; aﬁs) sating .
1 ete. Rt the dis- nderl - N . B -
e, gt o complice. DUE TO () Generalized Art.erial Sclerosia

tion whick caused death. | 15, OTHER SIGNIFICANT CONDITIONS

Cuonditions contriduting to the death but ot
related to the disease or condition cauring death.

4

19a. DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION ’ ' . > 20, AUTOPSY?
TION 5 b 0 )
e Lo ves [ ) wo [

21a. ACCIDENT (Bpacity) 21b. PLACEOF INJURY (eg..inorsboat | 21c. (CITY, TOWN, aR TOWNSHIP) {COUNTY) (STATE)

SUICIDE homs, ferm, {aciary, street, office bldg. et0.) I . -

HOMICEDE lans as City Jackson  Missouri
2td. TIME (Mouth) (Day) (Year} (Hoar) 21p. INJURY OCCURRED | 211. HOW DID INJURY OCCUR?

WHILEAT[—] ROTWHILE
INJURY =. | " work AT WORK . D

2. I hereby cemfy that I atlended the deceased from 1-10-L9 19 Jlo ___1=17-1919 , that I last saw the deceased
alive on __1=17=19 , 19 ond that death occurred at é:ﬂH , Jrom the causes and on the date stated above.

23, SIGNATURE Vim, % (Degreo or title) | 23b. ADDRESS 23:. DATE SIGNED
280 & 7| Med:Dir.K.%.Gen.Hosp, K.C.¥o. | 1-17-19

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

"1@:.. BUER \JAL: CREMA- | 24b. DATE 24c. RAME OF CEMETERY OR CREMATORY. | 24d. LOCATION (City, town, or connty) (Stata)
7.
AT | 1=r9-49 | Quinoare Cem. | Kansess Cm/ Ks
‘ DATE RECD BY LOCAL | REGISJRAR' 25. FUNERAL DIRECTOR 8 S1GMATURE AvGress
/-/7-4%




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by .~ ..

Student Embaimer No.

working under my personal supervision.

- Licensed Embalmer No... AL A3
P. O. Address—., /g@ Do .

Signed...ccecrsciinccrasrnanssssocsnssnssrnns “en=
Studunt Embllnor

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

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




