Mo . 300
10.48

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

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

REG. DIST., NO. E Vi PRIMARY REG. DIST. NO. éL/_. Reammr:Na.....g_é. _____ S,

'FllEB AUG 20 1949

26423,

State File No. - crmesranrisgaseas S

. Enter only onecauss per

18. CAUSE OF DEATH
1. DISEASE OR CONDITION
DIRECTLY LEADING TO DEATH® ()

Caye s

'BIRTH NO.
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where d d llved. 1If L dd before
a. COUNTY a. STATE b. COUNTY adiniseicn).
Clay Kanses Sedgwick4 o
b, CITY (If cutaide corperata Limits, write RURAL snd give J ¢. LENGTH OF ¢. CITY (If cutside sorporate limite, write RURAL and give township)
twownship}| STAY (in thie placs? K
Towi Bxcelsior Sorings year ToWN  Wichita L
d. FULL NAME OF (If oot in howpizal or knstizution, give -uu’: dd or loeation) d. STREET (If rura}, give loeation)
HOSPITAL OR ADDRESS >
INSTITUFION 904 St. Louls Avenue 214 N, Hillside
3, SIE%'EE sf%FD a. (First) b. (Middle) e, (Last) P DATE (Month)  (Dey)  (Yean
{ Twpe or Print) Besgs A Anderson mnuJuly 22, 1949
5, SEX } 6. COLOR OR RACE | 2 'o'ht!IADROR\"S'Eg Ef\\;’ggc?ESRRIED.) 8. DATE OF BIRTH 9. I-A.?E (Ir:\’:;)n- hl: u:.n | YR | UnoER 40 s,
. (Bpacity’ o Hours | Min,
Female || White Divorced -3 | Feb. 13,1886 | 88™ [™B" ™ ™|
10a. USUAL QCCUPATION (Givekindof work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (Btate or forelgn ecuuntry) 12. CITIZEN OF WHAT
dmﬁu?. rrt of working life, even If retired} DUSTRY Yi
ome None Omgha, Nebragka /
138, FATHER'S NAME 13b. MOTHER'S MAIDEN, NAME 14. NAME OF ;uswn OR WIFE
Peter Pefersen Viola Shoultz William Anderson
i5. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16, SOCIAL SECURITY | 7. INFORMANT'S SIGNATURE OR NAME ADDRESS
You, ﬁm unknowa) | (If yes, eive war or dates af service) NO. | - . ..
- noéne’ Mrs. J. P. Kinne, ExX.Springs, Mo.
MEDICAL CERTIFICATION INTERVAL BETWEEN

ONSET AND DEATH

line for (a), (b), and (&)

o This doet met meun | ANTECEDENT CAUSES

nomatsss s fn orafiaed

7/4/1"

Morbid conditiona, if any, giving DUE TO (b)
rise to.the obove cause (a) stating
" the underiying caune last.

the mode of difing, such
as heart faiture, asthenda,

ele. It means the dis-
. DUE TO (c)

£ Sy e VoA

5JC é"e.c\«i?‘—‘

e

eaae, infury, or complica-
tion which consed death. | 11, OTHER SIGNIFICANT CONDITIONS

. Conditions coniributing to the death byl not
related to the dizease or condition cauting death.

/70X

19a. DATE OF OPERA. | 19b. MAJOR FINDINGS OF OPERATION 1 2. AUTOPSY?
TION
/7'/2_ Lb\q'}{v.uw“'\ YESD uog’
21a. ACCIDENT (Bpacity) 21b. PLACEOF INJURY (e.g..lnerabont | 2fc. (CITY, TOWN, OR TOWNSHIP) (COUNTY) . _(STATE)
SUICIDE horoa, farm, factory, sireet, office bidg., eta.)
HOMICIDE R o I
21d. TIME (Month) (Dey) (Year) (Houn | 2le. INJURY QCCURRED | 21f. HOW DID INJURY OCCUR?
WHILE AT NOT WHILE
INJURY m. §  WORK AT WORK
2.1 hereby corfy hat 1 aitonded the deeded from 2 July 1057 10 22 Tuly 1957 that I last saw the deceased

alive on 1.92& and that death oceurred at

40 D. ;. from the causéa and on the date staled above.

24c. NAME OF CEMEI'ERY OR CREMATORY

Crown Hill

23 SIGNATURE (Degroa ot lﬁe)

23b. ADDRESS 2%. DATE SIGNED

iy I p g 6 L?J N 24

24b. DATE

July 25,1948

24a. BURIAL CREMA-

TION, RB‘EY‘ (g.prlrl

24a. FOCATION (gity, 16wn, or county) /(Sm.a)
chelsior Spr*ngs, Mo,

DATE REC'D BY LOCAL

P




RECEIVED MUG?Y
District Health Officer No. 8,

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, op-by— ...

e e e aranecasnneans Student Esbainer No,

.@ﬁw 7/0&%%/

Signed...... measesassveesasassssrarsiateaacncas Licenzed E NO Mf?

Student Embalaer

POAddr

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in kis OWN HANDWRITING. (Fail to copiply wil
the above constitutes grounds for revocation of license.)

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




