THE DIVISION OF HEALTH OF MISSOURI

'S, Mo, 300 ,
el AUEDJUL § 1949  STANDARD CERTIFICATE OF DEATH crte Fite Mo A IDE
"BIRTM WO REG. DIST. wO. _,ZZL_ramuv nec, oist. w0. L8O . Kegistrars No 2661
1. PLACE OF DEATH j 2. USUAL RESIDENCE (Whert d d lived. It ingtituti id bafore
&a. COUNTY . a. STATE ! adiaimion)
Jackson . Migsouri b COUNTY  Jackson ;7 L
b. CITY I cutcide corpurate Limits, writa RURAL snd give ?rALENGTH OF <. ng (If outside corporete limits, write BURAL acd give township) -
townahip) this place! !
Town  Kangas City 46 y¥s.|  Tom Kangas City {.0 S
N s i
d. Fg&SLPII.IgAI\:I_EO%F (1 mot ta boapital or Instition. give sirest addroms or location) "'ASJ&EES (f rarst, give locatlon) 4] d
INSTITUTION 4030 Bales Ave, 4030 Bales Ave,
a.gE%ME %Ft.: a. (First) b. (Middle) e, (Last) | a. DSEE- (Month} (Day) {(Yean)
( Type or Print) Dora A, Waldrip DEATH June 19, 1948
5. SEX / 6. COLOR OR RACE 1 7. m&)%R\':EB ISIE\\:'gECEBRRIED, 8. DATE OF BIRTH 9.1:55‘ (lnzhye;n L: INDER | TEAR | O UNDER U uEs.
' {Bpecily) t birthday onths | Days | Hours | Min.
Pemale White vidowed = | Aug, 31, 1868 80 | I
10a. USUAL OCCUPATION (Givekindof work | 10b, KIND QF BUSINESS OR IN- | 1. BIRTHPLACE (State or forelgn country) - - 12. CITIZEN OF WHAT
done during most of working lifs, sven if retired) DUSTRY [ol«] ?
At Home I1linois / eSeds
132. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME M.,ﬂmz OF HUSBAND OR WIFE
Daniel Minder o Unlmown Jobn C, Waldrip
I5. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT'S S{GNATURE OR NAME . ADDRESS
Yo, 5o, 0z unkpown) | {If yes, £ive war or dates of servies) NO.
no , none Mrs, Marie Rowland, 4030 Bales Ave,
18, CAUSE OF DEATH MEDICAL CERTIFICATION Ig;‘!sgrv.‘l\L BETWEEN
| Enter onty onecanseper | 1. DISEASE OR CONDITION _ : /) Q 5 z ND DEATH
line for (o), (b, aad (o) | PIRECTLY LEADINGTO DEATH oy _/F/2ef - L O I iion
“This dots ot meun | ANTECEDENT CAUSES d 4; z -
the mode of dying, such | Aforbic conditiona, if ony, gieing DUE TO (B) ——éc———c‘ Ll
o3 heart fafiure, axthenia, | rise to the above couse {a) stating ] ) . - e PO
de. It meons the dis- the underlying cause last,
caee, injury, or complica- QUE TO (c_:)

fion which caused death. | 11. OTHER SIGNIFICANT CONDITIONS

Conditions eoniributing to the death bt not
related to the disense or condition causing deafh.

WRITE. PLAINLY-—USING UNFADING B‘l'{ACK INK—MAKE A PERMANENT RECORD

19a. DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION i R ST D‘ ' 20. AUTOPSY?
TION 9—, -
o - - B YES D NO [9/
21a. ACCIDENT (Bpecify) 215, PLACE OF INJURY (0., inorabont ] 2lc. (CITY. TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE home, farm, fastory, streat, office bidg.,e10.) - T ook
HOMICIDE
210, TIME.  (Mosth) (Day} (Yeas) (Hown | 2le. INJURY OCCURRED . | 21f. HOW DID INJURY OCCUR?
- JOF . . o WHILE AT NOT WHILE| . .
TRJURY 2. | " work AT WORK . st : -
2. I hereby certify that I attended the deceased from _/z&_ 19, to %, IQﬁ,. that I last saw the deceased
alive on b , 19 and ihal death occurred al _m., JromAhe causes and on the dale staled above.
. SIG eV es T fDegroe or ) 71-%30. ADDRESS Z3. DATE SIGNED
D ( -
| % a7 W/ o3 o . | ROAD
2a BURIAL CREMA- | 24b, DATE 24. NAME OF CEMETERY OR CREMATORY/ | 24d. LOCATION {Oity, town, or county) _ (State)
' "| 6-21-49 | Mount Morish Eensas City, Mo. .
DATE REC'D BY LOCAL | REGISJRAR'S SIGNATURE 5. FUNERAL DIRECTOR' S SIGNATURE ‘ADDRESS
(o — ' o o,|  Freeman Hortusry, Kansas City, Mo.

(Ticensed Embaimer’s Statemnent 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 embalmed by me, or by ..

Student Embaleer No. “

StUdONT vuvesnnescesasccrassstssasasnssnnes Signed....... L, Oy W0 ol _27/' (O(:'/?/{m
Student Embalmer \
. Licensed Embalmer No._. é‘/\f g2

P. 0. Aé&asl{(@ﬁ@:;@;é.m ‘2

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN -HANDWRITING. - (Failure t ply with
the above oonstitut@ grounds for revocation of license,) .
If this body s not'embalmed, fact should be so stated above. - - -

working under my personal supervision.

-7 -

- . ) ' -




