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FILED SEP 17 1949

THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH e Fie o 0BS5S

- REG. DISY. NO. /i i PRIMARY REG. DiST. NO. Zﬂé&. Registrar's No..;}.ﬁ&o_.m.w-

BIRTH NO.
1. PLACE OF DEATH 2. USUAL RESIDENCE (Whare decoased lived. uDA.um : residence befors
a. COUNTY a. STATE b. COUNTY adinimion),
Jackson . CMZW
b. CITY (11 ogteide corpurate limits, write RURAL and give ¢. LENGTH OF ¢. CITY (1 outslde sorporate limits, write RURAL and gfveftowaship)
o] townabip) | STAY (in this place) OR - %
TN  Kansas City life \ TOWN Kansas City, Mo, ~
d. FULL NAME OF (If pot in hospital or instiwation, give street addrees or locatiom) ||  d. STREET (II raral, give locatlan) v
HOSPITAL OR ADDRESS )
INSTITUTION  General Hospital # 3Ll So. Lawndale /7
ng%héES%'B 8. (First) b. (Mlddle) ] ¢, (Last) 4. DSTE (Mont.h) (Day) (Year)™
{ Type or Print) Mamie /s Welch DEATH  Aug, 25 L9 7
5. SEX 9. AGE (fo years| If UaséR | TEAR F UNDER M HED.

£z

most of working life, wren

3 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED,#, | 8. DATE OF BIRTH -
2&, WIDOWED, .DIVZCED (Bp,élig 2 2/ /f' F ?
10a. USUAL OCCUPATION (Givekind of work | 10b. D OF BUSINESSDOUETIF?‘: . %UCE (Btate or loreign country)

Moaths l Daya

hgbziadu)

Hours , Min,

5,
16. SOCIAL SECURIT
NO

0.

15,/WAS DECEASED EVER IN U.S5. ARMED FORCES? l
-. unknown) | {If yes, Kive war or dates of service)
. %4

14. NAME O HUSBAND OR WIFE

__l‘/'. =
GNATURE OR NAME ADDRESS

#.av /..-.-- Pedo A

ORMANT"§

Vi

= - s T R o A

. Enter only one oatse per

18, EAUSE OF DEATH :
1. DISEASE OR CONDITION
DIRECTLY LEADING TO DEATH 4

Cardic

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

MEDICAL CERTIFICATION

INTERNA HETWEEN,)
ONSEX AND DEA

vascular accident

“This does not mean ANTECEDENT CAUSES

Morbid conditions, if any, giving DUE TO (b)
rise to the above cause (o) stating
the underlying cause last.

the mode of dyting, such
s hear! follure, asthenda, .
ctc. It meana the dis-
eaae, infury, or complica-

e =

DUE TO (c)

11. OTHER SIGNIFICANT CONDITIONS e

Conditions contributing to the death but ot
related to the disease or condition causing degth.

tion which caused death.

19a. DATE OF OPERA. | 19b. MAJOR FINDINGS OF OPERATION . . r]? . “| 20, AUTOPSY?
TION
oL L ves K1 wo OJ
2ia. ACCIDENT {Bpaciiy) 21b. PLACE OF INJURY to.g., lncrabout | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE : homs, farm., tantory, strest,offioe bldg..eto.} . . -
HOMICIDE
214, TIME (Month) (Day) (Year) (Hour) 2le. INJURY OCCURRED 2. HOW DID INJURY OCCUR?
oF | wHLE AT NOT WHILE _
INJURY m | woRK AT WORK . , -
22. I hereby certify that I attended the dec d from 8-22- . 19.&2, !‘o'}'_&ZS’_‘._.., 19_1]9, that I last raw the deceased
alive on , 19 an.d that death occurred al m., from the causes and on the date slaied above.

2, SIGNATURE WM Ve BErt

Sy i

Zib, ADDRESS
Acting Med. Dir. Gen'l‘. Hosp. -

Bc. DATE SIGNED

© Bu26=49

Zc)‘

24b. DATE
) 47

-2 2 s

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

RAR'S SIGNATURE

24c. NAME OF CEMETZ‘V OR CREMATORY F

24d. LOCATION (O {State)

s towD, or wu-nty)

IRECTOR'S 816NA E ADDEESS

- &

25 FUNERAL

M-&é,&mmnms-‘m



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 ______._____.

....................... eeeiemeisesamias e e tanes semeea resmre e ettt o st . rereeeeesmteeaseremeeny Student Embulmer No.

working under my persona! supervision. Z
Student ..... . Signed 4 ; %

Student Embalmer -
: Coe ' Licenzed Embatmer No 34 2 S

P. O. Address_.. )'TAC%é

Note: The above MUST 'BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply 1
the above constitutes grounds for revocation of license.)

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




