MNo. 300
10.48

WRITE PLAINLY——USING TUNFADING BLACK INK—MAEKE A PERMANENT RECORD

FILED AUG 4 1951

THE DIVISION OF HEALTH OF MISSOUR!
STANDARD CERTIFICATE OF DEATH

23247

, Enter only onecans per

‘| @ heart failtire, asthenia, |

18. CAUSE OF DEATH
DISEASE OR CONDITION

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

ANTECEDENT CAUSE
Morbid conditions, if any, gin{ng DUE TO (b}

*This does got mean
the mode of dying, such

MEDICAL CERTIFICATION
DIREC.TLY LEADINGTO "‘EATH‘(,) Carcinoma of ovary

State File No
BIRTH NO. REC. DIST. NO. _LZL_ pRIMARY REG. DisT. W0, OO Registyar's No 28()2
1. PLACE OF DEATH 2. USUAL RESIDENCE (Whers deceased lived. If institution: residensce befors
a. COUNTY a. STATE . b. COUNTY . aduiimion).
Jackson Missouri Jackson
b. CITY (I outside corpurate Limita, write RURAL and give ¢. LENGTH OF ¢. CITY (I outxide corporate Limity, write RURAL sod cive townahipy
OR townahip) | STAY (in thia place} OR .
town Kansas City | s TOWN Kansag City A S}’
d. FULL NAME OF (If aot in hospital or icp. give street address or locstion) || d. STREET (I rural. give ioontiond " (9 M
HOSPITAL OR : ADDRESS ;
NstiruTion  General Hospital No. 1 L039 Park é /)
3. :I;IE.?:ME %F a. (First) b. (Middle) ¢ (Last) 4. DSTE (Mentk) (Day) (Year)
{Twpe or Prini) Hazel St.onestreet DEATH 7 1 5
5. SEX ’ 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, | 8. DATE OF BIRTH . AGE (o yeara| If URGER | Y2AR | © UWOCR 34 W00,
. WIDOWED, DIYORCED (8pecits) F last birthdar) Monuu' Days | Hours | Min
Fi £ ow En-2-1%946 | S5 l
10a. USUAL OCCUPATION (Giwekind of work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (State or foreign oountry} 12, CITIZEN OF WHAT
dong during mest pf working life, even if retired) K_'@ G DUSTRY L N COUNTRY?
Poork+CA TEARESY INwo e /\')AN.m.r Jg.8 A4
13a. FATHER'S NAME 13b.. MOTHER® s MAIDEN NAME 14. NAME OF HUSBAND OR
Toure L. Hacs Neaway Quw fors ARTH R QVME-QM&&”
Er WAS DECEASED EVUER IN LS. ARMGED !:"(‘)RCES'I 16. SOCIAL SECURITY | 17. INFORMANT' 5 SIGNATURE OR NAME ar7w ADDRESS
‘. b3, OF yub, give war or dates of servies) N o,
Ao T wer-10-2L 82\ Mas Day Barreerr  Ziaisf X0 g5°
INTERVAL

ONSET AND DEATH

«rise to the abdove cause (o) stath
e, It mens the dia- the underlying cause last,

care, infury, or compli DUE TO (c)

tion which coused death, | 1. OTHER SIGNIFICANT CONDITIONS

" Conditions contributing to the death but nof
related £o the dizense or eondition cauting death.

Generalized énasarca
Pulmonary atelectasis

,’)5“K

19a. DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION 2. AUTOPSY?
TION
ves¥d o [

21a. ACCIDENT (Bpecity) 215, PLACEOF INJURY (e.x.. Inoraboat | 21c. (CITY, TOWN. OR TOWNSHIP) (COUNTY) (STATE)

SUICIDE hom, tarm, fastory, street, office bldg., sta} '

HOMICIDE
21d. TIME (Month) {Duy) (Year} (Hour) 2le. INJURY OCCURRED | 2#. HOW DID [NJURY OCCUR?

oF WHILEAT[ ] NOT WHILE

INJURY @ | “work AT WORK

1| 22 I hereby certify that I attended the deceased from

June 25

1951 4, July 1

l,twllmtsawthedccmud

aliveon __July 1, 19_5), and that death occurred af

m., from the causes and on the dale stated above.

Za. SIGNATUURE «I. Burna(/ (Degee orpalp)

b,

ADDRESS 23c. DATE SIGNED
24th & Cherry 7-2-51

24b, DATE

Toey -8 /18 1)°LEAJ'nﬁf Hre

24a. BURIAL, CREMA.
TIPN, REMOVAL (Bpecity)

DN-YV TN

NAME OF CEMETERY OR-CREMATFORY

Cemereny | P

L

24d. LOCATION (Oity, town, or county) (Bm_u)
7L Sau

iy i

DATE REC'D BY LDCAL Rl RAR'S SIGNATURE

(licensed Embalmet’s Statement

25, FUNERAL DIRECTOR'S 31

ATURE "ADORESS
(-]

Reverse 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,

______ R . Student Embalmer Mo.
working under my personal supervision.

o b
L7002

Licensed Embalmer No..,

P. Q. Addrest‘- M J{‘

Student sinssasermraonosastararasetoaranuas
Student Embalmnr

-

Note: The ebove MUST BE SIGNED BY THE LICENSED BMBALMER in his OWN HANDWRI’I']NG (Failure to comply witl
the above constitutes grounds for revocation of license.)

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




