y r THE DIVISION OF HEALTH MISSOURI
wwo | FLEDMAR 201950 granpa o 8F D6
o> RD CERTIFICATE OF DEATH svte Fite Mo 530
! BIRTH NO. REG. DIST. wO. _ZZL PRIMARY REG. DIST. w0. _ZO DD Regictrar's No ’?'?9
1. PLACE OF DEATH 2. USUAL RESIDENCE (Whers decoased [ved. If inetitution: rexidence before
. COUNTY . STATE . - . admiveion).
-0 Jackson * Missouri b COUNTY Jagkson “*==
b. CITY (I outride corpurats limits, write RURAL and give ¢. LENGTH OF c. CITY (I outide corporsts limita, write RUHAL sad give townahip)
OR tawnahip)| STAY (In this place)
TOWN  Kansas City é vra. rown  Kansas City ?576’
d. FULL NAME OF (If not in hospital or insitution, give abreot addreas of location) d. STREET (1! raral, mve location) ‘; &
HOSPITAL OR ADDRESS - *
INSTITUTION St Marys Hospital 5110 Virginia ﬁ
S'SE%%E&E a. (First) b. (Middle) . c. (Last) 4, Da}'E (Munth)” (Day) (Year)
{ Type or Print) John Ce FERRIS peatH  Febe 18,
5. SEX b +| 6. COLOR OR RACE | 7. MAD%IHE% ISE\\;’ggchEléRRIED. 8. DATE OF BIRTH 9, I:GEI:E: yearn| IF ONDER 1 YEAR | @ uMOER u HEs
. \ cifr) t M. ]
Male White YRFTRed " “° T | septe 21,1893 ] Do | o) 54
10a. USUAL OCCUPATION (Givekind of work | J0b, KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (State or forelgn sountry) . 12_ CITIZEN OF WHAT
done during most of workiag life, even if retired) DUSTRY / COUNTRY?
___ Private Seoretary | Mayer Coal Cds Holliday, Kansas
138. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME ‘ 14. NAME OF HUSBAND OR WIFE
Williem L. Ferris .| Mary Short Mrs, Anna Ferrls
Ig; WAS DEEkEASE:J EW;'.R IN U.S. ARMED FORCES? | 16. SOCIAL SECUR};IS( 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
o8, 0. OT BOWD! (H yes, xive war or dates of servios) .,
No ————— T A87-05-8589 Mrs, Anna M, Ferris5ll0 Virginia KCMoe
18. CAUSE OF DEATH MEDICAL CERTIFICATION INTERVAL BETWEEN

| Enter only onscauseper | [. DISEASE OR CONDITION
Line for (a), (b, and (&) | PIRECTLY LEADING TO DEATH )

i z ors?n DEATH
L —
P ANTECEDENT CAUSE=S
*This doest nol mean
the mode of dying, suck | Morbid congitions, if any, giving DUE TO (b) _@b M“ éz//)ﬁv_,u j 7(42,

|| at heart fatlure, gsthenia, | rise o the above cause (a) stating - . . . o bl s
ede. It means the dis- - the underlying couse last.

t
"

WRITE PLAINLY-—USING UNFADING BLACK INK—MAKE A PERMANENT RECORD (&7

eque, injury, or compiica- DUE TO {c)
tion which coused deoth. | 11, OTHER sm-;mncwr CONDITIONS * Q / W
Conditi tributing to the death but not * é :
related to the disease of condition causing death, "{ L 3 M
19. DATE OF OPERA- 19b] MAJOR FINDINGS OF OPERATION : ,E:rl D 20. MITOPSY?
21a, ACCIDENT (Bpecity) 216, PLACEOF INJURY (a.5..lnorabout | 2lc. (CITY, TOWN. OR TOWNSHIP) - _ (COUNTY) (STATE)
- SUICIDE homs, farm, fagtory, strest, office bidy..ew.} . . v N '
HOMICIDE . _
21g. TIME (Moatn -mm‘ (T (oan | 2le. INJURY OCCURRED | 2. HOW DID INJURY OCCUR?
- INJURY - .. . WHILEAT NOT WHILE]
. WORK AT WORK
2, I hereby’ that I-aumded the deceased from 19.%2 zoﬂééf/_ ‘1990 , that 1 last saw the deceased
) " daliveon . 950 and that degfh occurred al _______ m., from the causes and on the date stated above.
3+ [z steNATU JW O( or \‘.hle) 23b. ADDRESS 2. DATE SIGNED
v Bob LP 2 | rE- 5D
| BH&ML CREMA— 24b, DATE 24c. I\A'HE OF CEMETERY OR CREMATORY | 24d. LOCATION (Oity, town, or county) - (State) -
) Burial i 2-20=1950 Mte Olived - Kansas City, Mo, -
DATE REC'D BY L%CAEGL REG. 'S SIGNATURE 25. FURERAL DIRECTOR'S S]GMATURE ADORESS -
106D 'J@: . M Mollody-MoGilley-Eylar Kensas City, Mo
Y —_———t——

*Hicensed Embalmer's Staterent on Reverse Side)




t [
. S
-5,
. .
. . - v 4
? 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
" 'Student Embalmer NO..ovewovsoasenona veavsans
working under my persona! supervision,

HE

“Sign e

Signed..... .-...s.t;;;;.t. .E;;;il;;.f ...... raees I?.icenscd Embalmer N Wéj
P. 0. AddressCtnrt Ry (A4 7

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure
‘the sbove constitutes grounds for revocation of License.) )

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




