S. No.300

v.

10.48

</

- BIRTH NO.

. THE DIVISION OF HEALTH OF MISSOURI
FILED APR 21 1950  syANDARD CERTIFICATE OF DEATH

REG. DIST. NO. ZE 2 PRIMARY REG. DIST. NO. ZQ °EReai.ﬂmr':Na

12826
1451

Statr File Wo

1. PLACE OF DEATH

* PRRSON

¢. LENGTH OF

b, CITY (!I outzide corporate limits, wtits RURAL snd give
STAY (in this pince}

OR townabip)
TOWN KANSAS CITY

2. USUAL RESIDENCE (Whers d
a. STATE

d lived. It inatizutl dd
b, COUNTY .

¢. CITY (I outalde corporata limits, writs RURAL and give township)

ToMN KANSAS CITY

befare
adnimiont,

, 1%

_Enter only onecauseper | [ DISEASE OR CONDITION

line for (a);{b), and (c)

ANTECEDENT CAUSES

Morbid conditions, if any, gising PUE TO (b) =2 W=
rise to the nbove cause (a} atating
the underlying cause last. E

*This dots nol mean
the mode of dying, such
aa heart failure, asthenia,
ee. It meana the dis-

ease, injury, or complica- DUE TO (c)

DIRECTLY LEADING TO DEATH® (5 BB( iﬂ{ HIFCTASTS, B |'I:A'|'= RALLY

INTERSTITIAL PULMONA
PUI.MONARY INFARCT (LEFT) |

2] yrs
d. FH(I)JS-PF"PAT_EOORF (If oot ia boapital or instisution, give sirest address or lo‘;l.lon) dASJDRREgS (If rural, give loeatlon) 3 .} l d
INSTITUTION GENERAL HOSPITAL #2 1702 Troost Avenue
3. NAME OF a. (First) b. (Mladie) ¢, (Lost) 4 DATE (Mantt)  (Dey) _ (ewn)
{ Type or Print) WILSON BAKER DEATH MARCH 25 1950
5. SEX 6. COLOR CR RACE } 7. ‘R‘lIADROFﬂ'EB NDIEJSECIQESRRIED. 8. DATE OF BIRTH 9. I.A.Gfir&:t.“)‘" L.:: Uv:ll:ll !D!‘m F UNOER H HES.
. (Bpecify) t ¢ {onl ays | Hours | Min.
MALE NEGRO | MAY 16 1883 66 | |
10a. USUAL OCCUPATION iGiweklad of work | 10b. KIND OF BUSINESS OR IN- 1. BIRTHPLACE (Btata or forelgn country) 12. CITIZEN OF WHAT
dota dyricg most of working lila, even if retired) DUSTRY COUNTRY?
JANITOR MONCON, SOUTH CEROLINA / e S
13a, FATHER'S NAME §3b. MOTHER'S MAIDEN NAME 14. MAME OF HUSBAND OR WIFE
1EWIS BAKER JOANNA WILSON Lnla Mae Baker
Er' WAS DECEASED EVER IN U.5. ARMED FORCES? | 16, SOCIAL SECUR:;TJ 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
. no. ki 3 41} , K r dates &f service) .
MMNO’SID nown, yeu V8 WAT O [ rvice, 499-1003150 JOHN BAKER 2520 woodland
MEDICAL CERTIFICATION INTERVAL SETWEEN
18. CAUSE OF DEATH ONSET AND DERTH

BILATERALLY

1l. OTHER SIGNIFICANT CONDITIONS

Conditions contributing o the death but nol”
related to the disease or condition causing death.

tion which caused death.

19a.-DATE OF OPERA- | 196, MAJOR FINDINGS OF OPERATION 2. AUTOPSY?
TION
. ves [ wo (]
21a. ACCIDENT {Bpecity) 21b. PLACE OF INJURY (o.z..inorsbont | 21¢. {CITY, TOWN, OR TOWNSHIP) - (COUNTY) {STATE)
SUICIDE homa, farm, Inotory, street, office bldg. ete} , . :
HOMICIDE LACKSON—e——MISSCUR ]
21d. TIME (Mogth) (Day) (Year) (Hour) 2fe. INJURY OCCURRED 21f. HOW DID INJURY OCCUR?
. WHILEAT{—] NOT WHILE
INJURY = | work AT WORK

WRITE PLAINLY—TUSING UNFADING BLACK INE—MAEE A PERMANENT RECORD

, 19_50, and that death occurred at :

2. I hereby certify that I.atlended the deceased from _2=2]-

19__5_Q to _3i5___, 19_5_0_, that I last saw the deceased

m., from the causes and on the date stated above.

{Degree or tlt.le)

sy

23b. ADDRESS

23c. DATE SIGNED
600 East 22nd Street 3-28-50

ZAh DATE

AME OF CBMETERY OR CREMATORY,

«| 24d. LOCATION (Qity, town, or coynty}. .  {State)
! Q#s Aé
Kansas Clty, Missouwrl

Tiol ’
" 3/29/50 Westlawn Cemetery
DATE REC'D BY LOCAL | REG ‘S SIGNATURE 25, FUNERAL DI RE’CT R'S
3—_2?—';5-’ ¥ ]
L (Licensed Embalmer’s Statement on Reverse Side)

GNATURE ADDRESS

-fp‘-s%éﬁl




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 e

....................... ., Student Embalmer No, ,
working under my persona! supervision.

Student ...cunues easeessemrrar s aaaaas
Student Embalmer

Licensed Embalmer No..&2: .7ffl/
y /
P. O. Address.ond I\T bee ax i tte e

Note: The above MUST BE SIGNED BY THE LICENSED EN!BALMER in his OWN HANDWRITING. (F ‘1/ to comply with
the above constitutes grounds for revocation of license.)

-
l D
—

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




