THE DIVISION OF HEALTH OF MISSOURI 2464
STANDARD CERTIFICATE OF DEATH Stte i oo 9

| waa !amﬁqﬂ%p,AUG 4 1952 REG. DIST. NO. —/Vz_nmmv RES. DIST. m.Lo_Q.L: Registrar's No.... 29”9“.%

. No.300

I. PLACE OF DEATH 2. USUAL RESIDENCE (Whers decsssed lived, If institation: residence befors
8. COUNTY  yanteson o STATE  yieaouri b. COUNTY f ackson ‘Uil
b. CITY (If outslde corpurate mits, writs RURAL and give ¢. LENGTH OF c. CITY {If ouside corporate limits, write RURAL and give townshiz) ?

N

townablp)| STAY fin this placaly]
TOWN Kansas City . 4‘7 S Afradl, TOWN Kansas City - | ,
d. FULL NAME OF {1f not in bospital o institation, give strest addrees or locktion) d. STREET {1f raral, ghva location) }\y -
HOSPITAL ADDRESS d
INSTITUTION General Hospital No. 1 2008 E. LL st.
3 NAME OF 8. (First) b. (Middle) c. (Last) . I 4. DATE (Month) (Day) (Year)

(Trpeor Priv)___Hattde Shields Ross DEATH 6 28 52

5. SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH 9. AGE (In yeans
Fe WIDOWED, DIYORCED (8pacity) ) 1aat birthdar)

Wh - marrie / Aug, 29, 1876 75

10a. USUAL OCCUPATION (Cive kind of work 10b. KIND OF BUSINESS OR IN- | 11 BIRTHPLACE (8tate or forelzn sounisry) 12. CITIZEN OF WHAT
done most of worlig Lile, even if retired) DUSTRY / COUNTRY?

ousewiie self employed Spith Center, Kangag u,S,

.lISa._ FATHER' S NAME 13b. MOTHER S MAIDEN NAME T4. HAME OF HUSBAND OR WIFE

David Shields { Amanda Carson_. | James H,  Hoss

I5. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURLTJ 1I7. INFORMANT' S SIGNATURE OR NAME ADDESS

(Yeu. 0o, &t gnknown) ! (I you, £ive war or dates of service)
po7d XX — James H, Ross 2008 East L4th St.
18. CAUSE OF DEATH MEDICAL CERTIFICATION INTERVAL BETWEEN

. Enter only onecauseper | [ DISEASE OR CONDITION . ONSET AND DEATH
ine for (a), (b), and (¢) | PIRECTLY LEADING TO DEATH® ) . Arteriosclerotic heart di

with conpestiv
*This doet ot mean | ANTECEDENT CAUSES ongestive failure

the mode of dying, such | Morbid conditiona, if any, piving DUE TO (b)
as heart fallure, asthenia, | rise io the abovr cause (c) stoting - - -

de. It weana the dis. | the underlying cause last, - o (D

case, infury, or compliea- DUE TO (g) i
tion which caused death. | 11. OTHER SIGNIFICANT CONDITIONS - ’ JJ'
Conditions contribuling {o the death but ot

related to the dlsease or condition causing death.

IF UNDEN | YEAN |  DMOER 2 w23,
Montha | Daxs IllmnlM.I.n.

19a. DATE OF OPERA- | 13b, MAJOR FINDINGS OF OPERATION 2. AUTOPSY?
TION
ves B wo [
21a. ACCIDENT (Bpecity) 21b. PLACE OF INJURY (ex.. ko orabous | 21c. (CITY, TOWN, OR TOWNSHIP) {COUNTY) (STATE).
%ﬁ!gFDE . hone, farm, factory. strest. offics bldg., e30.)

21d. TIME (Moath) {Day) (Y (Houss | 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
WHILE AT NOT WHILE

INJURY WORK AT WORK .

2.7 hercb‘ij éertify that I atiended the deceased from _Jnne_ZB_, 19_5.2, to _.J.l.l.nﬁ_.ZB_, 1952_., that I last sew the deceased
alive on _JMB_, 19_5.2., and that death occurred at wﬁ., from the causes and on the date siated above.

23a. SIGNA’ oIl. Burns g'mm or ti 23b. ADDRESS 3. DATE SIGNED

' 6-28-52
"Tho: LOCRVION (g, vowe ot o) (Btate)

WRITE PLAINLY-USING UNFADING BLACK INE—MAKE A PERMANENT RECORD

24b. DATE ETERY OR CREMATORY
7_/]/]0‘1? My, Vernan Cemetery Atehison Kansas
DATE REC'D BY LOCAL | REGJSTRAR'S SIGNATURE 25. FUNERAL DIRECTOR'S $1GNATURE . "ADDRERS
Do Tl a8 o Bentley Mortuary 5811 Troost X.C.Mo.

(Ticensed Embalmer's Ststement on Reverse Side)




. T
R L e dve,

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 ____

. .. . Student Embalmer No....... tererrraaasenas
working under my personal supervision. Co

st STt [ DA Lr g

| 166
10N e eenronereesererenerennesnnnge : e I
vhane Student Embalmer : : : Lu:enéed Embalmer No. ’a ¥

P. Q. Address

.Note: The above MUST BE SIGNED BY THE LICENSED. EMBALMER in his OWN HANDWR!TING _(Failure to comply with
the sbove ‘constitutes grounds for revocation of license.)

If this body is not embalmed, fact shou!d be so stated above. - .

-

.-



