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WRITE PLAI'NLY—U_SING UNFADING BLACK INE—MAEKE A PERMANENT RECORD

|

"BIRTH NO.

FILED MAY 14 1951

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

REG. DIST. NO. _Lﬂz_l’nmmv res. orst. wo. L0 R Rrgufmr.rNo......-.l.!SLié

State File No.

412464

1. PLACE OF DEATH

a. COUNTY

Jackson a. STATE

Missouri

2. USUAL RESIDENCE (Whem d d lived, If 1

b. COUNTY

J el : bellon
ad:ni ]
ackson e

b. CITY {If outsids corpurats limita, write RURAL und give

TOWN  Kansa

townabipl| STAY (in this plsce)

sCity

LD Adnna,.]| TOWN Kansas City

c. LENGTH OF c. ng (if outalds earporate limits, write RURAL and give township) Qr'
A

d. FULL NAME OF (I not in beapital or Institution, give strect address or Lofatlon) d. STREET

{If runal. gve loeation)

12a. FATHER'S NAME

13b. MOTHER'S MAIDEN NAME

HOSPITAL ADDRESS \‘9 ‘
INSTITUTION General Hospital No. 1 732 W, 45 St. ,2,) N
3 gg’?:“éﬁ s%':: a. (First) b. (Middle} c. (Last) 4, Dg"l__'E (Month) (Day) (Yean)
(Typeor Prinyy  William B. Betty DEATH N 26 ©1
5. SEX 0| 6. COLOR OR RACE | 7. mﬁ)}g&fg% Nﬁrggcgsﬂmzn. 8. DATE OF BIRTH 9. hAfE o yesn| # moOK I TTAk | & Geoce .
L] , (Bpgef. birthday. o Days | Hours | Min
M'ﬁ’w /0 /870 > & p | ,
10a. USUAL OCCUPATION (Glveklodof work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (Btate or forelgn country) / 12, CITIZEN OF WHAT
ﬁ of working life, sven if retired) DUSTRY . . » - COUNTRY?
LYo -5 Vel | Ceneveal S A

14. NAME OF HUSBAND OgZIFE

{Yes, no, or unkoown)  r

o8, wive war or dates of service)

I15. WAS DECEASED EVER IN UJ.5. ARMED FORCES? I 16 IAL S INTJ 17. INFORMANT'S S|GNATURE OR NAME

a8

"ADDRESS

3 7 00 SecnnnllT

. Enter only onecause per

18. CAUSE OF DEATH

line for (8), {b), and (c}

MEDICAL CERTIFICATION
1. DISEASE OR CONDITION )

DIRECTLY LEADING TO DEATH* () Gastro intestinal hemorrhage

INTERVAL BETWEEN
ONSET AND DEATH

ANTECEDENT CAUSES

*This does not tean
the moce of dying, suck | Morbid conditions, if any, giring DUE TO (b) Benign duodenal ulcer
o heart feilure, axthenia, | Tise to the above couse (o) staling . -- ) - - -
de. It means the dis- the underlying cause last. D
ease, infury, or complica- DUE TQ (¢} _ ;
tion whick cauged death, | 11. OTHER SIGNIFICANT CONDITIONS - [
"| Conditions contributing to the death but not
related to the disease or condilion causing death. Bronchopneumonia
19a. DATE OF OPERA- | 15b. MAJOR FINDINGS OF OPERATION 20. AUTCOPSY?
TION
‘ . yes B o D
21a, ACCIDENT (Specity) 2ib. PLACEOQOF INJURY (ex..inorabeut | 2T¢, (CITY, TOWN. OR TOWNSHIP) (COUNTY) «* (STATE)
SUICIDE - home, farm, [actory, strest, office bldg.,ev0.) .
HOMICIDE “
21d. TIME (Moawt)  (Dap) (Ysa)' (Houn .| 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR? N
‘ oF - e WHILEAT ] NOT WHILE ;
. INJURY WORK AT WORK
2.1 hereby certify that I attended the deceased from __March 29 1951, to April 2,619_5l, that T last saw the deceased
ahve on _.ApI‘_iLZ{Mle_, and that degth occurred at 73 30P  m., from the causes and on the dale stated above,

Bele Burns {Jpegreg or title b. ADDRESS
2Lhth & Che

rry

23c. DATE S5IGNED

L-27-51

CREMA-

UR
REMOVAL: J

24b, DATE o NAME OF CEMETERY OR CREMATQRY 24d. LOCATION (Qity, town, or county) (State)
Y ~28-S1\ 201 M Taeheon Co 2930

DATE REC'D BY LOCAL

f-28.5]

ADDRESS

F%:AR'S SIGNATURE " FUNERAL DIRECTOR'S S)GNATURE 5

(i"n:cmed Embalmer's Statement on Reverse Side)

N i, SUP O




~ ’
% ’ ) LY - ~ n
s = " . .
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- P, T
" L . "(‘ -

STATEMENT BY LICENSED EMBALMER

I hereby certiiy that the body whose name is recorded on the reverse side of this certificate was embalimed by me, or by ...

tudent Embaleser Wo.

e
working under my personal supervision,

STUAENE wournnrsrscensnnnorrrarsrs Signed P LR LA W ader

Student Embalfner . . S - N
Licensed Erhbalmer No. M 2’ J

. ,' - 2

wmjffc’m

f> & P P
Note: The above MUST BE SIGNED BY THE LIC EVSED EMBAL‘\AER uku 0WN*HANDWRITING" (Fatluxe to comply with
the above consmules grounds for rev ocanon of license,)

.
- - .

“If this body is not embalmed. tact shnuld be so stated above. . b .o T

-




