. No. 300
. 10.48

! DIRTH NO.

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

rec. 0187, wo. _ /4 F__ eriuany rec. pisT. wo. _@a?.—ﬂmumnm.;i

FILED AUG 6 1949

23"?0’7

" State File No

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where d d lved. If i id before
a. COUNTY a. STATE b. COUNTY ld'ﬂiﬂllon?
' Jaclkson Missauri Ja.ckson /l
b. CITY (It outside corpurnte Lmits, writs RURAL and give gerL\;ENGTH “'OF CITY (If outaide corporate litita, writs RURAL and give townahip) 7
. wwaship) (ln this place)
TOWN Kansas City EO vrs. town  Kansas City (-j ﬂ D
d. FULL NAME OF (f not a bospial or tassluation. give srect addroes or lovation) AS{;I‘SETSS ** (I raral, ehve locatioa} :
INSTITUTION St. Mary's Hospital I { ) 1186 East 66th Street
3. NAME OF 8. (First) b. (Middie) c. (Last) 4. DATE (Month) (Day) (Y
DECEASED, ' - Lor ¥ ea)
(maof Print) Margaret J. WEIDMAN oAy July 12, 19I9
/ I 6. COLOR OR RACE | 7. #?RRIEB. IBEVSQC%I%RRIED' 8. DATE OF BIRTH 9. &G&&z}:m ¥ UNDER 1 YEAR | ¥ UNDERW u4 wms.
. alfy)- ! t Mopths | Days | Hours | Min,
fommlo - white wdowed 47" | Octa L, 1869 79 la—tge ||
10a. USUAL OCCUPATION (Givekindof work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (State or lorelgn countey) 12. CITIZEN OF WHAT
dopa during mowt of working Ufe, aven if nr.f.rod) DUSTRY l COUNTRY?
At haome Home Roeckford, Illinois U.S.A.
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Samuel Allen 1 Unknowm L, W
I5. WAS DECEASED EVER IN U.S5. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
{Yes. bo, or unknown) (If yom, l:lv' war or dates of aervice) NO.
1o none Mr. E, L. We:l.dmn 7110 Wayne, K. C., Mo.
18, CAUSE OF DEATH EDICAL CER IFICATIO 1mg:w. g%m
2 I. DISEASE OR CONDITION H
- Fnter only onecause per | Ty, pECTT Y LEADING TO DEATH® ) l 225 0&6/

line for {(a), (b}, and {¢)
ANTECEDENT CAUSES
Morbid conditions, if any, giving DUE TO (B)

.rise to the abooe cause {a) an
the underlying cause last.

*This does not mean
the mode of dying, such
a# heart fallure, asthenia,
ete. It means the dis-

ease, infury, or complica- DUE TO (c)

11. OTHER SIGNIFICANT CONDITIONS

Conditiona contributing to the death but not
related to the disease or condition couzing death.

tion which caused death,

. ]S'b

WRITE' FLAINLY—USING UNFADING Bi.ACK INE—MAEKE A PERMANENT RECORD

TION REMOVAL {Bpediy)
Buriel

Calvary Cemetery

1%a. DATE OF OPE]RA- 195, MAJOR FANDINGS OF OPERATION m 0. AUTOPSY?
Nz=0-47| oo sz,zwl X wl
21a. ACCIDENT (Bpacify) 21b. PLACEOF INJURY (e.x.. laoubom . (CITY, TOWN, OM'OWNSHIP) (COUNTY) (STATE)
SUICIDE hame, iarm, fagtory, street, offios bldg., a0} -
HOMICIDE
21d. TIME (Month) (Day) (Yemr) {(Hour) 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
. WHILEAT ] NOT-WHILE . ] s .
INJURY = | “work AT WORK - .
2. I hereby certify that I atiended the deceased from % to M, 195‘_'2 that I last saw the deceased
alive on - -, 19 , and thg! death occurred al m., from the causes and on the dale staled gbove.
za. SIGNATURE Michael BerfTe1f6T (pegreoor tiun | 2n. Aojﬁ l . DATE SIGNED
. ) ; -
‘h%m-dﬁ / 2l MWMML 7=/3= ‘3‘7
24a. BURITAL, CREMA- | 24b. DATE 24c. NAME OF CEMETERY OR CREMATOR#_ 24d. LOCATION (Clty.tm or county) (Binte) -

Kansas City, Misgouri

DATE REC'D BY LOCAL

FUNERAL DIRECTOR'S $IGNATURE - ADDRESS

R RMVIGNATURE ; Z

7-/3- #

i

Mellody-lcGilley-Eylar, Kansas City, Mo.

T (Licensed Embalmer's Statement on Reverse Side)
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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, of by.......
R v, sy

: eyt T Student Esbilaer No.
working under my personal supervision. '

]

Student ..canecsctuiravacn

tereneraeneaeaens smdm \Z/)\_%W
Studmt Eub\llmr . .

Licensed Embalmer No ‘7&&:)5 Oa

P 0. Address ‘\-;f C-' m

Note: ~ The sbove MUST BE‘SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failun to comply

the above constitutes grounds for revocation of license.)

chmbodvunotemba_!med,fanshouldbemmdabove.



