5. No.300
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v,

ra

WRITE PLAINLY—USING UNFADING 'BLACK INE—MAEKE A PERMANENT RECORD

‘

+

TIED 0CT 29 1949

! BIRTH NO.

THE DIVISION OF HEALTH OF MISSOURI : . -
STANDARD CERTIFICATE OF DEATH

REG. DIST. NO. ,émmumv rec. 0isT. w0, LD Registrars Na..._w(_)...m.

Statr:ih N334022

{Yes. no, of unknown}

no

| (If you. xive war or dates of servioe)

87-03-5798 "

1, PLACE OF DEATH 2. USUAL RESIDEMITE (Where docosssd lved. If lostitution: residonss befars
a. COUNTY a. STATE - b. COUNTY wdhidaing).
Jackson ‘Misgowri Jackson 7/
b. CITY (I cateide corpurate limits, srrite RURAL and give ¢ LENGTH OF || c. CITY (If.comide corporess limits, write RURAL and give townabip) 3
7own  Kansas Cit tormbip)) STV in wishestl| o O
y |18 yrs. . L ’
d"EILL NAME OF (If not in hoapital or instlugtion, give street ad or location) a. STREET {1t rural, give loeation) 5
OSPITAL ADDRESS i D
INSTITUTION _ Gemneral Hospital L35 Xniockerbooker Fhace ' -
3DNEAc!g‘E‘S%FIs 8. (Fi.rst) b. (Middle} c. (Last) 4. DATE {Month) (Day) (Year)
{ Tvpe or Print) Milton H. WA INWR IGHT DEATH Oct, L, 19,9
5. SEX U 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, | 8. DATE OF BIRTH 9. AGE (In years| ¥ UNDER | YEAR | O UNDER ©f WIS
; WIDOWED, DIVORCED (Bpecify) lz;obmm) Months ’ Days | Hours | Mig,
mele white | merried 8-17-89 |
10a. USUAL OCCUPATION {Givekindof work | 10b, KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (State or forslgn constey) 12, CITIZEN OF WHAT
doneduring most of working Ufe, sven if retired)} | DUSTRY ' l COUNTRY?
Ssador Hotel | ra | ‘TISA
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. WAME OF HUSBAND OR WiIFE
John Weinwright Sallie Tanksle: Lela Vainwright
I5. WAS DECEASED EVER IN U,S. ARMED FORCES? | 16. SOCIAL- SECURITY | 17. INFORMANT ' 5 SIGNATURE OR NAME ADDRESS

Mrs., Lela Weinvright L35 Knickerbooker

18. CAUSE OF DEATH

. Enter only onecanse per
line for {a}, (b}, and {c)

*Thiz docs not mean
the mode of dying, such
as Beart fallure, asthenia,
elc. 1t <meansthe dis-+].
ease, infury, or complica-

I. DISEASE OR CONDITION

DIRECTLY LEADING TO DEATH* (g

ANTECEDENT CAUSES

Morbi2 conditions, if any, giving DUE TO (b}

MEDICAL CERTIFICATION

. } INTERVAL BETWEEN .
% g ONSET AND DEATH
WL

e .

Oéi _ 2‘ f.' /.

rise Lo the abore cause ra) stctmg

!kc under! ving cauge last.

DUE TO (c)

tion which catsed death.

I§. OTHER S|GN1F]CANT LCONDITIONS- -,
Conditions contributing ta'the death but 10?' ‘o

related to the dizease or condition causing death, a ‘
19a. DATE OF QPERA. | 150, MAJOR FINDINGS OF OPERATION . : Ja U/ i ., -+ 20. AUTOPSY?
e U STION G v A e st H i T d . d'-'? (A
ves (1 o OJ
-21a. ACCIDENT * - (Bpactlyy ¢ 21b. PLACE OF INJURY (e.e..inorabout |-2Ic. {CITY, TOWN, OR TOWNSHIF) (COUNTY) - (STATE)
SUICIDE bome, farm, tactory, atrest, ofice bldg., et0.)
HOMICIDE, S - - e eaL v mee e s
21d. Tcl):'-__u-:, * (Month) * (Dag) m'.'}:_ (Hour) *|.2%e, INJURY OCCURRED [ 21f. HOW DID INJURY OCCUR?
VI Ll WHILEAT NOT WHILE
INJURY 3 % - o 1 L v o WORK ' 1| AT WORK

2. I'hereby cemfy that T attended the deceased from %«
aliveon —_Jp-tg ' 194§

P

, 19 74 to _/2 -'_l/ :19'_1,2 that T last saw the deceaced

, g’ that death/occurred at

m,, from the causas and on the date staled above.

23a. SIGNATURE

jm. J. smpzﬂ}%

Yegree or title)

23b. ADDRESS / // 7—09,0“4 [’ e %230 DATE SIGNED

24a: BURIAL, CREMA-
TION. REMOVAL (Bosaity)

Burijal

24p. DATE - 7

DATE REC'D BY LOCAL
L0 -5 -

24c. I\AME OF CEMETERY OR® CREMATORY

PRSI o
‘WRS SIGNATURE 25. FUNERAE DIRECTOR' S 81 GNATURE . .~ “wr

246 LOCATION (Oi\‘.y. town. or coumy)

(Sl:ate) _

ssouri

‘ADDRESRS - - +

Mellody-HMeGilley-Eylar, Kansas City, Mo.

( dvensed

nsed Embaimer’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, or by —vcomovrieees

Studant Embalmsr No.

working under my personal supervision.

SEUACRE wennsroorasesnassosarssnsasnarsanne Signed,

the above constitutes grounds for revocation of license.)
If this body is not emba.lmed. fact should be so stated above.




