THE DIVHION OF HEALTH OF MISSOUURE

s J FILED APR 23 1951  STANDARD CERTIFICATE OF DEATH o i E2DDY
!BIRTH NO. REG. DIST. NO. _ZZL PRIMARY REG. DIST. no.__zﬂ_oé_mg.-,m,', No 1516
1. FLC.SCE OF DEATH N 2 USUAL RESIDENCE (Where d d lived. If 1 id betara
. UNTY a. STATE v adunimlon),
\ : Jnckso o ' WMisspur® "N Tﬁda
b, CATY (If outside corpurats limits, weite RURAL nnd give e. LENGTH OF c. CITY (If sutaide enrporste limits, write RURAL and glvs townahip)

rownahip)| STAY (in this place)

LoV EA RS TOoWN ¥omaas Colu A /'/ q\g

oW Komans Cule,

d. FULL NAME OF (If act in boapital or in-mubpn. ive streot address or loomtion) . STREET (H rural, givs locationd
HOSPITAL OR L S) ADDRESS .L\- 0
NSTTUTION 5722 4 Canmtral JTREET 57224 Central OTRET " U St
S‘DNE‘Q:%ESOEFD 8. (First) b. {Middle) . (LB.!I’.') I 4. Dg;_‘E {Month) (Day) (Year)
(Twpeor Print) W\ Ara mred R nda oMY Devine DEATH 4 - -5/
5. SEX i 6. COLOR OR RACE | 7. MARRIED, NEVER M‘RRIED. 8. DATE OF BIRTH 9, AGE (Io yearn| IF UNDER ) YEAR | o UNDER u HES.
- R WIDOVED, DIVORCED (Bpecify) ' last birthday) | Months l Days | Hours | Min,
Fewmele | \Wohide | Wavyried 1 |June 3, 1900 50 |
10a. USUAL OCCUPATION (Girekind of work | 10b, KIND OF BUSINESS OR iN- | 11. BIRTHPLACE (Btate or forelgn country? 12. CITIZEN OF WHAT
done during most of working lifs, even if ratired) DUSTRY COUNTRY?
Housewi fe ——— Searcy, Arkansas b el S, Al
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF MUSBAND PW RVFE/
Georpge Badrett - Wagner | Tom. W. Devine
i5. WAS DECEASED EVER IN U. 5. ARMED FORCES" 16. SOCIAL SECURITY | 17. INFORMANT' S
{Yes. 0o, or unknown) | (If yes, ive war or dates of service) NO. SIGNATURE ORST%E Cer‘trafD%éet
No ———— e none Mr. Tom W, Devine Kansas City, Missouri
18. CAUSE OF DEATH MEDICAL CERTIFICATION INTERVAL BETWEEN

| Enter only onecanseper | I. DISEASE OR CONDITION ONSET AND DEATH

ine for (), (b), and () DIRECTLY LEADING TO DEATI“I'(a)

*This does not mean | PITECEDENT CAUSES

the mode of dying, such | Adorbid conditions, if any, giving DUE TO (b)
.a8 heart faflure, asthenia, . | Tist to the abote caute (o) stating e e v . S T P

USING UNFADING BLACK INi(-—-MAKE A PERMANENT RECORD

A e I wemna the dis. |- he underlying catge dast -7+ DI I LSO R0 Lo L, AR L SRS T SR e ‘ '{*'
ease, infury, or complica- ____ DUETO (e} . ~
tion tohich eouzed death, § 15. OTHER SIGNIFICANT CONDITIONS: - - =" a 2ol D /M- 2dALs ) 5 At
. Cunditions contribuding to the death bt nof
. related to the disease or conditlon causing death.
we=— [z~ -{{-19a,-DATE OF ‘OPERA-7|>156" MAJOR FINDINGS OF OPERATION @ ' s o4 N O S T Y S io» ) 200 AUTOPSY?
TION
] A aran e YESE wo [}
21a. ACCIDENT [¢ r) 21b. PLACEOF INJURY te.g..inorsbost | 21¢. {CITY, TOWN, OR TOWNSHIP) (COUNTY) (SFATE)
SUICIDE Lomae, farm, [sotory, strest, ofios bidx.. st} R T LR T PRI o TET B L)
1 HOMICIDE
214. TIME {Month} (Day) (Year) (Hour) 2le. INJURY OCCURRED | 21f. HOW DID [NJURY OCCUR?
R R Il A B 3 e e e en
o E 2. I hereby certify that I altended the deceased from , 19 lo , 18—, that ] last saw the deceased
- alive on ., 19 , and thal death occurred al _‘&'_f’f_ﬁn from the causes and on the date stated above.
lé 23b. ADDRESS 23¢. DATE SIGNED
50T pain 4
E 24c RAME OF CE t CREMAT , LOCATION | 0, or counts); o, o, (Sfte)_
; 71 |April 9, 1951| Mt. Olivet Cemetery. . ... |.Kansas Ciff . Hissouri
ATE REC'D BY LOCAL | R R'S SIGNATURE 25. FUNERAL mnl:c'ron's SLENATURE DORESS
DT D BY LR ; , . 1331 BiR3SH ‘Creek Blv
4. 7-57 ltsadl iy ADN, ri

{1ic d Embalmer’s §: fon Reverse Side)




STATEMENT BY LICENSED EMBALMER

1 hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by e mmeccciaee

....... .. Student Embalmer No.

SEUAENT +orenennseaerroarsanssrns Signedﬁ’_ﬂ"/ %4_"""'/ -

Student Embalmer 7/
Licensed Embalmer /4( 42 4

P. 0. Addzes . #

Note: The above 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. e - .

working under my personal supervision.

.




