5. no. 300 THE DIVISION OF HEALTH OF MISSOURI 28193
T RAED SEP 1 3 195z STANDARD CERTIFICATE OF DEATH State File No

v, 10.48
"BIRTH NO. REG. DIST. m-_&z_vmmv nec. oust. no./ 05— Kegirtrar's Ne. 3763

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where d lived, If ineti b h-lou
a. COUNTY / a. STATE : b. COUNTY
Jackson ) Misgsouri J ackson Yy
b. CITY (1 outsids corpurats Umits, wrie RUTLAL sad ghve ¢. LENGTH OF c. CITY (If ooteids corporats limits, writs RURAL snd give township

o M Y (in this plare) OR
Town  Kangas City Yyaq TOWN  Kansag City 9
d. FH&SLHN'm‘.Eo%F (If not i boapltal or institaticn, give rtreot sddress or Jocation) d.ASI;rgr%ETSS - (IF rasad, hve bocation) i
mstirution  deneral Hospital No. 1 3836 E 9th
3. NAME OF o (First) b. (Middle) c. (Last) % DATE (Month)  (Dey) _ (Yexr)

OF
(Typeor Privt)  John W Morrison DEATH 8 23 1952
8. SEX 6, COLOR OR RACE | 7. xiAD%R\'!'Eg. P[‘)IEVER MARRIED, , 8. DATE OF BIRTH 9.:?5 [ n;n ’: :::l l£ ; DHDER L HES.

. s, RCED (Bpecify! L ore | BMin,
male | white married 7 2=3-77 ?g |

10a. USUAL QCCUPATION (Otvekind ot work | 10b, KIND OF BUSINESS OR IN- | 11. BIRTHPLACE
done during most of working Life, sves if retired) DUSTRY

ey Seif Ry.
$138. FATHER'S MAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Muthaniel Morrison . | Angeletta Owens Loy D. Morrison

1S. WAS DECEASED EVER !N UJ,5. ARMED FORCES? | 186, 1AL SECURITY | 17. INFORMANT'S SIGNATURE OR NAME ADD?E‘.:S_S_'
(Yes, no, or unknown) | (If yws. give war or dates of service) NO

) ] ] None ‘| Mrs. Low Morrigen 3 8236 E. 9th,
_NH
18. CAUSE OF DEATH MEDICAL CERTIFICATION
Enter only onscauseper | 1. DISEASE OR CONDITION = Periferial Degeneration of heart,liverk
1o for (), (b, and (&) | DIRECTLY LEADING TO DEATH® q) g =~
idney
ANTECEDENT CAUSES
*Thiz does not mean
(he modeof dntng, such | Mdorbia amltons, f sy, giing DUE TO (&) dtonic proconjestion of liver
& (Y
a1 heart fulture, ashenta, | T R s ot 0. retropubic.a becess._ y
DUE TO (o) resz.dual transuretheral prosthet.omv

ease, injury, or complica i |
fion which caused death. | 11. OTHER SIGNEFICANT CONDITIONS e . " (ﬁl D l\

)

(City und State or l"oui? Country} L CITIERN?F WHAT

s L0

INTERVAL BETWEEN
ONSET AND DEATH

Conditions contributing to the death bud not
related to the disecse or condition causing death.

19a. DATE OF OPERA. |- 18b. MAJOR FINDINGS OF OPERATION . - AN L - e . o .. | 20- AUTOPSY?
. TICN ' : !
ves (2 wo [

21a. ACCIDENT (Bpecity) 21b. PLACEOF INJURY (s.g..fn orabomt | 21, (CITY, TOWN, OR TOWNSHIP) (COUNTY) . (STATE)
ﬁglc!}ngE bomw, farm, sctory, street, cfflee bldg., ete.) . Ce e, BN . L

21d. TIME (Moath) (Day) (Ysar) (Hour) 21e. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?

- WHILEAT NOT WHILE
INJURY . ; WORK * AT WORK

22. I hereby certify that I attended the deceased from _1_3!:_-_,—1%. o _8L2.3._, i9_5.2., that T last saw the deceased
aliveon __0=23 195_ and that death occurred al _C2298 m. from the causes and on the dale stated above.

2. SIGN B.I, Burns {Degroe or title) | 23b. ADDRESS ’ 2. DATE SIGNED
: , ) EF L ob (. 2hth & Cherry 8-23-52
2 BUR Mm. CREMA- ["24b. DATE 247 NAYE OF CEMETERY OR CREMATORY | 24d. LOCATION (Oity, town, 01 county)  (State)

AL (Bpeeity : - .
71 lue Spas. Cemetery Blue Spgs. Missouni
DATE REC'D BY L%CAEGL REGISTRAR'S SIGNATURE 75- FUNERAL DIRECTOR'S SIGNATURE ~ *  'ADDRESS °

£-rf-53 |Earp & Sons . C. Missouri

*s Staternent on Reverse Side)

WRITE PLAINLY—USING IIN};AD!NG BLACK INE—MAKE A PERMANENT RECORD




. h E Rad i
REE 2K T ST LTEL RN, s e botegnisr,
] .- . N
N O R S B2 L T 1 ki £ 10 'L

STATEMENT BY LICENSED EMBALMER

I bereby cértify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by

working under my persona! supervision.

Student c.iecsssssaansasrrrboctiocseiisssinne

Student Embalmer

Licensed Embalmer No v

P. O. Address / /( %

Note: TheaboveMUSTBBSIGNEDBYWELICBNSEDEMBALMBlemOWHHANDWRITING. (Failmtocomplyvmh

dunbonmsnmmgtmdaformono!hm) iy
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