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LY,

10.48

WRITE PLAINLY-—USING UNFADING BLACK INE—MAKE A PERMANENT RECORD

YHE DIVISION OF HEALTH OF MISSOURI

Tease, infury, or complica- _DUETO (g) -

ALED AUG 12 1349  STANDARD CERTIFICATE OF DEATH State Fie No 233,@_6
BIRTH NO. REG. DIST. NO. LZL_ priuary Res. 015T. wo. JOLD L wegistrar's No..... __!3030
1. PLACE OF DEATH 2. USUAL RESIDEMNITE (Where d d lived. U i resid. belore
a. COUNTY Jackson . STATE  y4ggouri b, COUNTY JaCkso adinis ;
b. CITY (If cuteite corpurate limits, write RURAL und_\x_in g:rAl:{ENSTH DEF c. ng {I outside oorporate limits, writse RURAL and give townshin)
. nahip) {in this place)
TOWN  Kansas City 70T 38 wra. town  Kansas City Py '/P
d. FHl(SIS-P?!rAPf_EOOF (f oot in boapital or tustitution, glve sirect address or location) d'AS[-)TDRREEE-SrS * (I rural, give locatipn) ‘ ﬂd
stitution  General Nospital No. 1 1010 W, 16 Terr.
3[:';‘EAC%ESOEFD a. (First) b. (Middle) €. (Last) 4. Dé}-E (Month) {Day) (Year)
{ T¥pe or Print) Samuel W Duckworth DEATH 7 2L 1949
5.SEX [ 6. COLOR OR RACE | 7. MARRIED. NEVERIMARRIED, | 8, DATE OF BIRTH 9. AGE (I years| IF UNGER 1 TEAR | # UNDER © WIS,
WIDOWED, DIVORCED (Bpecify) . Last birthday) Mnnﬂu, Days | Hours | Min,
white narried | March 20, 1899 S0 ’
10a. USUAL OCCUPATION (Givellnd of work | 10b. KIND OF BUSINESS OR iM: | 11. BIRTHPLACE (State or forelen country) 12 CITIZEN OF WHAT
done during most of working life, even if retired) f DUSTRY COUNTRY? .
warehouse foreman | K. C. Warehouass Ca. -Tenn. / Use Se
13a, FATHER'S NAME 13b, MOTHER'S MAIDEN NAME ’ 14. NAME OF HUSBAND OR WIFE
Robert L. Duckworth Sugan K. Cranmere Bthel Duckworth
Er' WAS DEC;'KENSE:) E\(f!::n IN U.S.ARMED FORCES? | 16. SOCIAL SECURKFOY 17. INFORMANT 'S SIGNATURE OR NAME ADDRESS
a8, 0o, or unknown; yoa, wive war or dates ol ] .
‘ 494=]16=5995 Fraok:Duckworth 806 W. l4th.
18. CAUSE OF DEATH MEDICAL CERTIFICATION Igzggﬁligfgggrzn
I. DISEASE OR CONDITION . H
- Enter only onacsusper | T, PETLY LEADING TO DEATH® g) Primary carcinoma of liverf

line for (a), (b), and (c)
Tnrs dors mot mean | ANTECEDENT CAUSES
the mode of dying, such | Morbid conditions, if any, giving DVE TO (0)

ar heart fallure, asthenia, | 7ite to the above couse (o) stating .
the underlying couse last.

¢. It means the dis-

tion which caured death. | 11 OTHER SIGNIFICANT CONDITIONS

Oonditions contribuling Lo the death but nol
related to the dizease or eondition causing death.

19a. DATE OF OPERA- | 19u. MAJOR FINDINGS OF OPERATION - ' ’ 5 i L 20. AUTOPSY?
TiON , .
YES K | NO D

21a. ACCIDENT (Bpecity) 21b. PLACE OF INJURY to.x..dnorabost | 21c. (CITY, TOWN, OR TOWNSHIP) {COUNTY) - (STATE)

SUICIDE Loma, farm, factory, strest. office bldg..ena.) . .

HOMICIDE
21d. TIME-  (Month} (Day) (Year) (Houn |- 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?

- WHILE AT NOT WHILE R
INJURY WORK AT WORK

22. I hereby certify that I atlended the deceased from _dJuly 9 19.1[9_ lo _J_'Illx_.z,.l_ 19_112 that I last saw the deceased

‘/ﬁlwe on , and that death occurred at __8_2-. m., from the causes and on the date stated above.

Zh. SIGNATURE (Degrre or tiile) 23b. ADDRESS 23c. PATE SIGNED
W pron )] Med. Dir. Gen'l Hosp.. - | 7-25-L9
BURIAL, CREMA- | 24b. DATE 24c. NAME OF CEMETERY OR CREMATORY | 24d. LOCATION (Oity, town, or county) . (State)
s Y e R S R ok | . .
DATE REC'D BY LDCAL REGISTRAR'S SISNATURE 25. FUNERAL DIRECTOR S EIGMATURE nbonSsMo.
7/,;&.. 1,,4%4 Rorloreen’ Eerp & Sons Funeral Home K. C

(Licented Embalmer’s Ststement on Reverse Side)




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recarded on the reverse side of this certificate was embalmed by me, 0f b e emerrerimn

Student Embalnmer No.

working under my personal supervision.

STtUdEBRT vevacvennsansssssssnnsassnonas ceaae Signed_+_.
Student Eabaluer

Licensed Embaimer No Z (;\ 5 \
P. O. Address_- /,Z .C-‘; ..............

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

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