500 F".EB THE DIVISION OF HEALTH OF MISSOURI 'X?’G‘L’l 4
o I DEC 1 1951 STANDARD CERTIFICATE OF DEATH State File Noworro o h D
" ALRTH NO. _ rec. orst. no. __ 9’2 PRIMARY REG. D15T. 0. L OO 2 Resistrar's No 4974
1. PLACE OF DEATH ) 2. USUAL RESIDENCE (Whers decoased lived. If inatitatlon: residence before
a. COUNTY J a. STATE b. COUNTY_- sdmission).
Be Raon Missovm Jrelyen
b. CITY (If outoide corpurate limits, write RURAL snd give ¢. LENGTH OF ¢. CITY (U ouwlde oorporate ilmits, writs RURAL and give township)
(8R vaweabip) | STAY rin this placel OR ?
OWN v TOWN_ Kanusas Caily 4 ]
d. Fllfous'P#Aht.Eo%F (If not in heapital or [natitution, ive sireot sddrees or theatlon) d'ASDTl;‘REEESTS (If rural, give locatiok) g. :_} 3..%-"
INSTITUTION 2.9 4 { Ml es 3921 Bales P 3
3DNE%N!§E S%'B a. (First) b. (Middle) ¢. (Last) l 4. DSTE (Month)  (Dey) (Year)
(Tvpeor Print) Mpaude ELiz npeth Weal kew DEATH  Noy 121951
5. SEX / 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH 9, AGE (In yeara| o unDER l TEAR | o GMOER 3 HE3,
1' WIDOWED, DIVORCED (8pecify) | = last birthday} | Monthe ’ Heurs I Min
| Wh( TE
100, USUAL ODCCUPATION (Gmklndufw k 10b, KIND OF BUSINESS OR [N . .
Juriog mowt of workiag e, even if retived) | 11_ DUSTRY 4 GUNTRYS WHAT
HovsEwi g e a We bster Co NegRaske
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF MUSBAND OR WIFE
Z"M!E!f Jane —— Dewd T. wWalKer
IN U.S.ARMED FORCES? | 16. SOCIALI SECURITY | 17. INFORMANT" ‘ E
{Yes, B0, or unknowa) { yes. xbve war or dates of service) | = ) NO. o S SIGNATURE OR NAME KM“W'
| e I ‘| evies (L&MA_ 292! Balec
18. CAUSE OF DEATH . RS HPICAL CERTIFICATION : INTERVAL BETWEEN
ONSET AND DEATH

Enter anly enessuseper | |. DISEASE OR CONDITION

line for (a), (b), and {0) DIRECTLY LEADING TO DEATH® ¢y _ LA/ £ ” [ 2 A 2
«This does met mean | ANVECEDENT CAUSES / . E ,

.
the mode of dying, such | Adorbie conditions, | ang. gising DUE TO (KL FLR]

a# hetrrd foiltire, asthenia, | 7ise o the above cavse (o) slating ]
de. It means the dis. | the underlying cause last. / .o - A . . z f‘ W e .
case, infurty, or Hea- .z DUE TO A1 ot Lt A e O L <ty - | A

¥

tion which coused death. | 11. OTHER SIGNIFICANT CONDITIONS . - I T qu-b ;\

-

g

Conditions contributing to the death dut not
related to the disense or condition causing death,

192. DATE OF OPERA- | 199, MAJOR FINDINGS OF OPERATION - e ' . - : 20. AUTOPSY?
TION . .
, . g : ves[] wo[]
21a. ACCIDENT ({Brecity) 21b. PLACE OF INJURY (e.g..Inersbeut | 2lc. (CITY, TOWN. OR TOWNSHIP) (COUNTY) . (STATE)
SUICIDE : kome, farm, factory, strect, office bldg..evc.) . . T
HOMICIDE
21d. TIME (Mooth) Dy} (Year) (Hour} 2le. INJURY OCCURRED | 21f, HOW DID INJURY OCCUR?
. . WHILEAT NOT WHILE
_INJURY } . . WORK AT WORK

22, [ hereby cerlify ‘that I aitended the deceased from-, March 1947 to Nov.l5, - 9 51 that I last saip the deceased
alive on ﬂ@.__._,_.,.r-—lﬂ . and that death occurred at __I_a_.jd_ﬂm Jrom the causes and on !he date stated above.

23, s;%/ Zres or titly) | 23b. ADDRESS Z3c. DATE SIGNED

J M.D} 924 Professional Bldg. [11-19-51

WRITE PLAINLY—TUSING UNFADING BmCK INKE—MAEKE A PERMANENT RECORD

24 BUR[AL " CREMA- Y DATE e NANP CEMETERY_OR, CREMETORY | 24d. TION (Oity wn, Or county)7, (State)
TIAN, REM (Budtﬂ G . .
R0, /FE) arl
DATE REC'D BY LOCAL | REGL R'S s|sNATURE 25. FUNERAL olnzcron $ S1GNATURE ADDRE 35
REG

T s 6T )i, o W omaz o 4 ‘C(i‘ﬂuu'c.o'muﬂjmd Kaag&u_@%m
(liceraed Embalmer's Statement on Reverse Side)




STATEMENT BY LICEI’&SED EMBALMER

H

I hereby certify that the body whose name is recorded on the reverse.side of this certificate was embalmed'by me, OF byumciimnnen,

Studsnt Eulnl.u" No.

working under my personal supervision. &Q‘q—‘,é\
SIETIH'] : I ‘ /&(/LM

Student c..icccerreanacans sesnsassaanaanses
’ Student Embalmer . ; . .

" o Licensed Embalmer No. g 6 2

, P. O. Addeess / YC \(V‘-U

Note. The above MUST BE SIGNED BY "THE LICENSED EMBALMER in his OWN HANDWRITING (Fa:lure to comply »
the above constitutes grounds for revocation of license.)

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




