THE DIVISION OF HEALTH OF MISSOURI

. Mo, 300 8
oo | FEDMAR 6 1950  STANDARD CERTIFICATE OF DEATH e e EOOD
BIRTH MO. REG. DIST. NO. _LZL PRIMARY REG. DIST. NO. _:,e.’amemmauhro....m...-.ﬁg.a
{7 1. PLACE OF DEATH 2 USUAL RESIDENCE (Wher d 2 lived. If lnstisusd idenoe Defore
@ . COUNTY Jackson 2. STATE 13 ggourd b m”m}faokson liniemion).
— C"'Y (If outolde corpurate limits, writs RURAL and rive ¢. LENGTH OF c. CITY (U ouwide corporate limits, write RURAL and give townahip)
| township)| STAY fin this place) OR
TOWN Kangas City etime TOWN Kansas City . f
d. FULL NAME OF (If not in hospital or § ion, glve sireot addrees or | d. STREET * (I runal, glve loeation) ' ! 5
HOSPITAL © ADDRESS
INSTITOTION _ Jakeside Hospital 5816 East 13th Street o=l ¢
1]5%3&%5%% a. (First) b. (Middle) €. {Lnst) 4. DS-EE (Month)  (Day) Y(Year)
¢ Type or Print) Mabel E. BROWN DEATH Feb. 13, 1950
5, SEX 6. COLOR OR RACE 8. DATE OF BIRTH . 9. AGE (Io yeara] IF MR | TR | IF UWDER u HE,
. last bl.fﬂ'ni.-:r)

Months , Dayw

7. MARRIED, NEVER RRIED,
WIDCWED, DIVORC {Bpacify)
: ied

10b. KIND OF BUSINESS OR_IN-
) [ DUSTRY
At home

~Nov: 13, 1697

11. BIRTHPLACE (Btate or foreign acyntry)}

Kansas City, Missouri@

Hotum I Mia.

10a. USUAL OCGUPATION (Gilve kind of sork

A 12. CITIZEN OF WHAT
dope during mostof working life, sven if retired) TRY?

k"

QISa. FATHER'S NAME { 13b, MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND-OR WIFE
W) yam Marsh. Loaise: Wastlrmes o < Chatles F. Prown..

5. WAS DECEASED EVER IN U.S, ARMED FORCES? | 16, SOCIAL SECURITY | 7. INFORMANT' $ SIGNATURE OR NAME ADDRESS

{Y unk| ) (If xf da { sarvios) N

v 547306198 Charles F. Brown 5816 E. 13th.

18. CAUSE OF DEATH g v b PRt A ( 6 days) 'GNSET AND BEATH,

. Entér only onecaus 1. DISEASE OR CONDITION carditis =-—-Aremip, - 2.y8

line for (), (b, md'(’; DIRECTLY LEADING TO DEATH®(, w )

“This docs ot mean || ANTECEDENT CAUSES Arterioscleyédds - hypertension. 5 years
the mode of dying, such ﬂfpf‘bid!nmgzt;m if ?m}' ;ﬁf‘” DUE TO (b) .
. -|| a8 heart fallure, asthenia, | T8¢ Lo the abore cause (o ing " e e e e me e . R T EERR
“Buc 1t means the dis- | the underlying eause taxt. Glomﬂi:uil.'ai: nephritis with sclerosis 5-7"years
case, injury, or complica- DUE TO (¢ . m el
tion which coused death. | 11. OTHER SIGNIFICANT ‘CONDITIONS : .
Conditions contributing to the death but not Hepatlo QEEPQEQ&B - 1
related to the divease or condition cansing deafh. sde ,
19a. DATE OF OPERA-"| i15b. MAJOR: FINDINGS OF OPERATION "I : 2. AUTOPSY?
TION
- .. ves [ wo [
21a. ACCIDENT (Bpeeily) * 21b. PLACEOF INJURY (og.inorabout | 2Ic. (CITY, TOWN, OR TOWNSHIF) | (COUNTY) . ... [(STATE),
* SUICIDE " - bome, farm, tagtory, streat, offics hidg., ete.) - o ' :
HOMICIDE
21d. TIME ., tMcath) (Dwy) (Year) (Hour) 2le. INJURY OCCURRED 211. HOW DID INJURY OCCUR?
WHILE AT}, NOT WHILE

- TNJURY - = | “work AT WORK

2. I hereby certd’y that I auended the deceazed from _19NT ____, 16-__ to Fah 13, 19D " that I lasi saio the deceased
m ., from the causes and on the date staled above.

t@ , ) b ADDRESS 2c. DATE SIGNED
, - Jlloo&%— Winner=~ Indeps, Moe - " Feb 15{' ¥
24b. DAT; 0 | 24¢c, NAME OF CEMETERY OR CREMATORY 24d. LOCATION (Clty, town, or county)” (State)

¥}
2/15/5 Forest Hill T EKanses City, Missouri

REG |5 FUNERAL DIRECTOR'S BIGIA‘I"UIE ‘nBORESS

Mellody-McGilley-Eylar, Kansas City, Mo,

» & on Reverse Side}

WRITE PLAINLY—-—UBIN& UNFADING BLACK INE--MAKE A PERMANENT RECORD

Burial

'S SIGNATURE




22 i/

~

L
, "—/—

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

. . s Student Emdalmer No....esas e treenens
working under my personal supervision. -
Signed. @A{I& N =4
QM0 n nenreresernsnenennernrenraenenens - Aty 3 2
Student Embalmer - ’ * Licensed Embalmer No

i P. O. Address— .. L%/Cu/

the above constitutes grotmd.s fot revocation of license.)

|

Note: The sbove MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN mmwmrmc (Failure to comply with
If this body is not embalmed, fact should be to stated above, .- |
\

\




