THE DIVISION OF HEALTH OF MISSOURI

“This does not mean | ANVECEDENT CAUSES

the mode of dying, such | Mdorbid conditions, if ang, gieing DUE TO (b)
as heart fallure, asthenia, | riae to the abooe cause (a) stating . . , . . .
the underlying cause lagt. .

cte. It means the dis-
caxe, infury, or complica- DUE Tq (e}
tion which caused death. | 1i. OTHER SIGNIFICANT CONDITIONS

Cunditions contributing to the death but not
related to the disease or condition causing death,

. No, 300 : ta ,
' w/ FILED t1AY 24 1951  STANDARD CERTIFICATE OF DEATH State File N
! BIRTH NO. — REG. DIST. NO. M__?ﬂIHMY REG. DIST. m&ﬂ_léffegulmrsl\’a_.. z g_i
Jyf £I[F . PLACE OF DEATH ' 2. USUAL RESIDENCE (Wher 4 d lived. M § ldenow befare
a. COUNTY a. STATE ‘e . b, CoU TY adinkaign). .
e Jackson Missouri ackson
J b. CITY (I outeids corpurate limits, writs RURAL and give c. LENGTH OF c. CITY (I outxide corporats limits, write RURAL and give towrahi)
OR wowhabip)| STAY (in this place) OR fﬁa -t
a TowN  Independence 0 yrs TOWN Independence ﬁ s/
=] d. FULL NAME OF (If not in hoapital or instisution, give streat address or location) d. STREET (If raral, glve location)
o HOSPITAL OR ADDRESS . F/
o instituTion Residence, 1L07 W. Alton 14,07 W, Alton
™ 3.DNEQ:'EES%FD a. (First} b. (Middle) ¢. (Last) 4, DATE (Month)  (Day) (Yean
) { Type or Print) R avmond Js Payne oBaH  May 13, 1951 -
= 5, SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, | 8. DATE OF BIRTH . 9. AGE (Io years| & UNDER 1 YEAR | W Uhomn w t,
E a - WlDOWED‘ DIVORCED M Bpecify) last birthday) Month, Days | Hours | Min. ’
¥ male white married Jan, 2L, 1901 50 |
= 1| 0a. USUAL OCCUPATION (Give kind of work | 10b. KIND OF BUSINESS OR_IN- | 11. BIRTHPLACE (State or forelen oouutry) “12. CITIZEN OF WHAT
24 done duriag mowt of warking life, sven if retired) DUSTRY UNTRY?
g #achinist Engine works Kansas City, Mo,
< 13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
q I Alfred A, Payme Allie Webh Leonora Fayne
i |l 5. WAS DECEASED EVER IN U'S. ARMED FORCES? [ 16. SOCIAL SECURITY | 17, INFORMANT® S SIGNATURE OR NAME ADDRESS
- (Yes, no. or ynknown) | (If yes, give war or dates of service} NO. .
= no none |Q1 229 Q71,1 Mrs. Leonnra P.'-\Jmp Independence) Mo.
| 18, CAUSE OF DEATH EDICAL. CERTJFICATION g‘;gg}'ﬁt,,gﬁ;fg:‘;"‘
i || Enteronlyonecanseper | 1. DISEASE OR CONDITION _ é Vi ’ % H
Z  |'line for (e), (by, and () | PYRECTLY LEADINGTO DEATH(q) .%LM,M d)ﬂfuf PRl
]
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o
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19a. DATE OF OP_FIF‘!)AN- 19h, MAJOR FINDINGS OF OPERATION - . C 20. AUTOPSY?

= L u 3 J / X YES D wo (F
21a. ACCIDENT (Bpecity} 216. PLACEOF INJURY (o5 dnorebomt | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)

,U SUICIDE boma, farm, fastory,atreet, office bidy..ete.) 4 ' .

] HOMICIDE

g 21d. TIME {Moats? (Day} (Year} (Hour) 2le. INJURY QCCURRED 21f. HOW DID INJURY OCCUR?

. oF - ) WHILEAT[ ] NOT WHILE

J_' INJURY o. | woRK AT WORK

? 2. I hereby certify that I auended-thc deceased from "(/ "'/J’ Z 19 , lo 57/ T/ 19 , that I last saw the deceaced

::' alive on and thet death occurred at . fram tife causes and on the date siated above.

é 22a. /%;r {Degree or title) | 23py ADDRESS | 23c. DATE SIGNED

=g 5 W o . \Fofe

E BURIAL, CREMA- | 2db. DATE 74z, NAME OF CEMETERY OR CREMATORY | 24d. LOCATION (Ctty. town, or county) - = (State)

=0 F 6N REMOVAL peett g :

2 hurial Raytown, -

FUHERAL DIRECTOR' S SIGNATURE ADDRESS

DATE REC'D BY LO(]:_:‘D’(«;L
Independence, Mo,

,2?%414-43;’7

(Ticensed Embalmerd” Statement on Reverse Side)

< nmet




G 2 3 %ECD | )

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 — oo,

eanmteenare sttt v rer s are s rans b bt . Student Embalmer No.

working under my persona! supervision.

SELUABNL v uurrmencansnsarsnrnassees Signed... [. Y. —%
Student Embalmer

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

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




