HME AVYIAWIN U MRl W IilaaeRi 1(_)'(%‘)

- Ng.300 Y
o2 FILED JUN 10 1950  STANDARD CERTIFICATE OF DEATH ot il o
!BIRTH NO. REG. DiIST. NO. _‘LZZ PRIMARY REG. DIST. no_/_a_g_& Rtg:':l:'ar':Nn mg
1. PLACE OF DEATH 2. USUAL RESIDENCE (Whers decsased lved, If fnatltution: residence befors
; a. COUNTY a. STATE . b. COU 5 adimiaioa),
0 Jzckson Migsonri Jaekson
b. CITY (If outelde corpurata limits, writa RURAL and give c. LENGTH OF ¢, CITY {If outalds corporate tivlty, wrive RURAL and give townahip)
. . townghip) | STAY (jn his place) OR .
TOWN K-nsas City . %n yearp TOwN Kansas City e /]Q
. FULL NAME OF (Ef not in hoapital or i jon, give strest address or locatl d. STREET (If ram). dve location) b
HOSPITAL ADDRESS
INSTITUTION Trini: osDi 3809 Bales 5
3. NAME OF & (First) b. (Mliddle) c. (Last) . I 4 DATE (Month)  (Day) (Year)
(Typeor Print) ___ MTNNTR M GOTHARD o _May 26 1950
5, SEX 6. COLOR OR RACE | 7. #IARRlEg BIE\VOEEC'.E!BRRIEEI , 8. DATE OF BIRTH 8. I:GE m:l:;)‘“ ; nmﬂ;.:l TR | o unon o mms.
. pacity’ . t 0! Days | Hours | Min,
Female /| White I | October 12,1881 ‘ 8 | |
10a. USUAL OCCUPATION (Give kind of work | 10b. KIND 0F BUSINESS OR IN. | 11, BIRTHPLACE (State o forelca sountry} 12, CITIZEN OF WHAT
done dnrﬁ most of working life, evenif rotired) DUSTRY . . 6 ?UNEY? ]
X Cedar County Missouri . Do A,

13b, MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE

Rebeccs Strange ' J. M, Gothard
16. SOCIAL SECURITY | 17 INFORMANT'S SIGNATURE OR NAME

FATHER'S NAME

James Moore
I5. WAS DECEASED EVER [N U.5. ARMED FORCES?

rah,

ADDRESS

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

WORK

(Yes.no.or own) | (I yes, xive war or dates of sarvioe)
W5 X None Mrs. Cozella Gothard, 3809 Bales K. C. Mo
18. CAUSE OF DEATH MEDICAL CERTIFICATIO 'gggﬁg%ﬂ'
| Enter only onecausoper | 1, DISEASE OR CONDITION . H
Jine for (a), (b, and foy | DVRECTLY LEADING TO DEATH® 4) /661 Mﬂm NP IOt CE . 5
*Thir does not mean | PNTECEDENT CAUSES 3 J ) ‘[ !: [ﬂ{) ?o?
ihe mode of dying, such | Morbld conditions, if ony, gising PUE TO (b) m b
ar beart faflure, asthendn, | ise to the above cause (o) stating P4
ete. It means the dis- the underlying cause lost,
. eare, injury, or complica- DUE T‘O () QJ‘tu-o A-'"Q"“'" L‘""d" N
tion whick caused deazh. | 1. OTHER SIGNIFICANT CONDITIONS . l \h
Cundifions contributing to the death but not e ) PP ) By PP ‘5'5
related to the disease or condition cousing death.
19a. DATE OF OP_FIROIN 19b. MAJOR FINDINGS OF OPERATION 20, AUTOPSY?
ves [ wo
Z1a, ACCIDENT {Bpecity) 215 PLACEOF INJURY (ex..inoraboms | Zlc. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE bome, larm, tagtory. streat, offics bldg.,eta.)
HOMICIDE
214. TIME (Month) (Day) (Year) (Heoun 2le, INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
ar WHILEAT[™] NOT WHILE

alive on

22. I hereby certify -that 1. altended the deceased from

”‘59225‘;’% Ll 0 HB

1®

ad 9 Y O and that death occurred al

, 1903 o , 195 O that [ last saw the deceased
m., from the causes and on the dale stated above.

or mle)

Z3b. ADDRESS > W | ,za;_;:;sf;o

24b. DATE

*77" |May 29,1950 I

24;. NAME OF CEMETERY OR CREMATORY
Lindley Prairie Cemetery

N Y74
244. LOCATION (City, town, or county) (State)
Fair Play, Missouri

DATE REC'D BY LOCAL R
REG.

RAR'S SIGNATURE

25. FUNERAL DIRECTOR'S SIGNATYRE ADDRESS

WILKS FUNERAL HOME 2315 Limwood K. C.3 Mo

*s Statement gn R_m Side)
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330L Lirwmood

Dr. John M. Powers
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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—_..

. 5 ‘s Student Embalmer No..oeossas Wt eaamrran tmeeaa
working under my personal supervision. .
Signed ﬁ/zéd/d L& ]/{/)MCZ
Signed..isvsec.s easeern tresamseaann rxerena : : é L/
. Student Embalmer Licensed Embalmer No,ﬁ’ Q

P. 0. Addréss. / L.y o

‘Note: . The sbove MUST BE SIGNEb BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply wi
the above constitutes grounds for revocation of license,)

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




