THE DIVISION OF HEALTH OF MISSOURI

. |
5. Mo, 300 mm A : |
el FEB 10 STANDARD CERTIFICATE OF DEATH B .
! aiRTH MO REG. DIST. NO. jﬁ_ PRIMARY REG. DIST. N2 O Resicirar's No . &59
| Q{ I. PLACE OF DEATH Z USUAL RESIDENCE (Where o d lived. I fnstitution: resid before
a. COUNTY a. STATE b. COUNTY adinimion).
| Wq: Clay : .Missours:- Clay »aub
;) ‘ b. CITY (If ogteide corpurats limits, write RURAL and give ¢. LENGTH OF ¢. CITY (If outade oorporats limits, write RURAL and give township) Ty
. wownship)| $TAY (in thie place) OR S 1‘ d
TOWN Kanggs City years TOWN Kansas City a E
d. FULL, NAME QF boapital or instizati locats . STREET i . ' X
L NAME Of u‘: oot in or 00, give street addrem or ] dADDRES (I rural, give locatlon) 1 ¥
INSTITUTION G gy Motel ‘Rt A Borbh Kangas City, Mo,
algE%ﬁSOEFD 8. fFirst) b. (Middle) e, (Last) 4. DSIE (Month) (Day) (Year)
(Typeor Printy  William Frank Readman "DEATH 1-23-51
5. SEX 6. COLOR OR RACE { 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH - 9. AGE (o yearns] » meoeR ) mEAR |  oopER M Mas,
D WIDOWED, DIVORCED (8pecify) Iast birthday) | Months , Dayw | Houm | Min.
M W Married ] Mgy 6, 1889 61 . ol
10a. USUAL OCCUPATION (Givekind of work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (Stats or forelgn sountry) 12. CITIZEN OF WHAT
done d Eoout of -uruu Ufe, [ if ratired) DUSTRY COUNTRY?
2T 0 ed Pl hleg Rivergide, Ohio | “usa
13a. FATHER'S NAME . 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
N /?E’A dmay Uirkpo w1 __Guthrie Readmsn
I5. WAS DECEASED EVER IN U_S. ARMED FORCES? | 16. SOCIAL SECURITY [ £7. INFORMANT' S S|GNATURE OR ‘NAME ADDRESS
(Yen, 60, o7 unknown) | (If yes, ive war or dstes of sarvios) NO.
Nn : 465093825  |Mra, Guthrie Readman Rt 4 N.K.C, Mo,
18. CAUSE OF DEATH MEDICAL CERTIFICATION . lg;;:grvu BETWEEN
- Enter only onecswnper | 1 (UBRARS OF SONCTHON s ryie o pEm
line for (a), (b), and (c) (a)

*This does mot mean ANTECEDENT CAUSES

the mode of dying, such | Aorbid conditiona, if any, gising DUE TO (b)
88 heart folure, asthenia, rise to the abore cause (o) dating i . T ) T

e I meana the dis- o .

I
t

WRITE PLAINLY—USING UNFADING BLACK INEK~-MAEKE A PERMANENT RECORD

- the underlying caunae last. .

ease, infury, or complica- DL!E TO (&) i
tion which caused death. | 1. OTHER SIGNIFICANT CONDITIONS ' ' ' b ]
- Conditions mmbu!mg to the death but not L/ 20
related fo the d g death. . . ’
19a. DATE OF OPTEI%AN-' 19b. MAJOR FINDINGS OF OPERATION’ S | 20. AUTOPSY?
. ' ves ] wo

21a, ACCIDENT (Opecity) - 21b. PLACEOF INJURY (e.z-.inorabout | 21¢c. {(CITY, TOWN, OR TOWNSHIP) ~ . {(COUNTY) + , (STATE)

SUICIDE v homa, farm, tactory, strest, office bldg. eta)

HOMICIDE _
21d. TIME (Moath} . (Day) (Year) (Houor) 2le. INJURY OCCURRED | 2if. HOW DID INJURY OCCUR? .

. . WHILEAT{—] NOT WHILE .
INJURY i WORK AT WORK .

22, I hereby certify that 1 auended the deceased from , 19 , lo : , 19, that ] last g the deceased

aliveon _______________ 19 __., and that death occurred at ____.__._ m., from the causes and on the dale sialed above.
glGNA p 0.3. Pate 2 ' (Degroo orztltle) Wnaas ' ; , % | zsc./mTE SIGNED

BURLAL. CREMA- | Zdb, DATE 24c. NAME OF CEMETERY @R CREMATORY - | 244, LOCATION (Cligtown, of county)” * (Blate)
TION REHOVAL (Elppalfy)
Burial (7 Jan 26, 1951| East Slope Cemetery- -1 North Kansas City,” Missouri
DATE REC'D BY LOC.AL REG! R'S SIGNATURE 25 FUMERAL DIRECTOR'S 5§ GMATURE ADDRE 83

/ .D.W.NEWCOMER'S SONS  North Kansas City
- !!i . i 1, .

(Licensed Embaimer’s Statement on Reverme Side)




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.?‘rg.z}a.. ...... cravane
working under my personal supervision,

, ? Sig-ned..ﬁgé._n ,ﬂ f/ 2l

) . ) 4
Student Embalmer )/’,- Licensed Embalmer No 5.

P. O. Address..__m.,..Zgg_.._...m....

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

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




