THE DIVISION OF HEALTH OF MISSOURI ’Q 330K

. 45,300 ALED AUG 6
- o0 1983 STANDARD CERTIFICATE OF DEATH Stat File .. %@8
' BIRTH NO. REG. DIST. NO. _LZZ_ PRIMARY REG. DIST, W‘M Regitirar's No £
i 1. PLACE OF DEATH 2. USUAL RESIDENCE (Wher o | lived. ! jostitution: resid before
a. COUNTY . a. STATE . L doniosiont.
Jackson a Kansas b. COUNTY adiziemion
b. CITY (If cutcids corputate Umits, write RURAL and give®, | c. LENGTH OF ¢. CITY {If:outaide corporete limits, wrise RURAL and give townebip) LN
township} | STAY (ia thia place} OR , /
TowN . Kansas City {/ day TOWN Lebanon ,
d. FULL NAME OF (I not in hospital or institution, give street add of location) d. STREET (1 rural, give location)
HOSPITAL OR ’ ADDRESS
insTitution  Research Hospltal : 4 2
33‘5%“&%5%% 8. (First) b. (Mlddle) C. (Last) 4. DSEE (Manth) (Day) (Year)
{ Twpe or Print) Estelle Billings DEATH J‘u].y 11, 1949
5. SEX 6. COLOR OR RACE | 7. \'\'}IAD%E:':’EB' NIE\\;EECNE{BRRIED, 8. DATE OF BIRTH 9.1:«.85&&‘1 yeurs| IF UNDER ) YEAR | WP UNDER H WRS,
A {Bpecify) 1 day) |Months| D H Min.
Female White Married /" | Sept. 5, 1916 | > |
10a. USUAL OCCUPATION {Give kind of work I0b, KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (State or forelgn' country) 12, CITIZEN OF WHAT
done during moet of working Life, even if retired) / DUSTRY ‘ R
at home Kansas s Dpite
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14/ NAME OF HUSBAND OR WIFE
Yinton LaRue _ Bthel Atwood Roland Billings
15, WAS DECEASED EVER IN U.S.ARMED FORCEST [ 16. SOCIAL SECURITY [ 17. Lk
(Yea, 8o, or unknown) | (I ywa. rive war or dates of service) NO.
no : none f :
18, CAUSE OF DEATH MEDICAL CERTIFICATION - INTERVAL BETWEEW

. S ONSET AND DEATH

| Enter only onecanseper | 1. DISEASE OR CONDITION . T

\ine for (), (b), and (o) | PIRECTLY LEADING TO DEATH® (5 7 S CV VIS 07—"0 /gma.. . A .
*This docs mot mean | ANTECEDENT CAUSES &“\6 o/ /3 .

the mode of dying, such |  Morbic conditions, if any, giting DUE TO (b} 7 O d%

an heart failure, asthenia, | . rize o the abore cauae (g) stating _ .., N - R /A s
de. It means the dis- “ the underlying couse lost: -t T T
ease, infury, or complics- - - DUE .TD ) - - n -
tion which caused death, } 11. OTHER SIGNIFICANT CONDITIONS- =~ *+ "= B e
| Conditions contributing to the death but not q 5 \}\
related to the disease or condition cauring death.

9a. DATE OF OFERA. | 190: MAJOR FINDINGS OF OPERATEONW 7 ﬁ_ﬁ.}’—« 20. AUTOPSY1
T-16-Ud" | | T =reeponl ves X wo [

“’RITI-_J PLAINLY%'US!NG UNFADING BLACK INK—MAEKE A PERMANENT RECORD

21a. ACCIDENT (Bpecity) 21b. PLACEOF INJURY {c.z..in or about 2¥e. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE homa, Iarm, fastory. strest, oflce bldg..e10.) P .ot Loty
HOMICIDE
21d. TIME {Moath)  (Day) (Year) (Hous) 21e, INJURY QCCURRED | 21f. HOW DID INJURY OCCUR?
.s - . . WHILE AT . NOT WHILE
’ TNJURY = | “woRk " AT WORK
“N.z2 I hereby cérh'!y that I atiended the deceased from M_ 19&3 lo _u 19&& that I last saw the deceased
. alive on = , 19 , and that death occurred at _________ m., from the causes and on the dale slated above.
" || 22a. SIGNATURE Donald F. .Coburn M.Begre ortigte) | 23, ADDRESS Zic. DATE SIGNED
£ MR-, [} | H N WRoada fOh-KCopt, | 71147
%NBSERJS\,KLCREMA. 2db. DATE 24c. NAME OF CEMETERY OR CREMATORY | 24d. LOCATION (Clty, town, or county) - _ (State) _
f {Bpadty} EA
zml_ ’ 7=-11-49 — l"' . DOHnB. Kmaﬂ
DATE REC'D BY L%CAL 75. FUNERAL DIRECTOR'S SIGMATURE  ADDRESS
7-//- fi eeman Mortuary, Kansas City, Mo,

i u-cnud Ern.ba[mern Statemrent on Reverse Side)




!?%\ Ty vy aag ) \'Jq»-o\h

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

: . . S5tudent Embalmer No.
working under my personal supervision, g
StUAONE coceentssassrarncnsncassavronssnsns Signed.... — j ...... b

Studmt Embalmer
Licensed Embalmer 2" ? =9
P. 0. Address j E @ 4{_9_

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

H this body is not emba-lﬁcd.' fact should be so stated above. ’ )




