'S. Mo.300
vy, 10.48 ~

- BIRTH NO.

THE DIVISION OF HEALTH OF MISSQURI

S UG 2y 195

STANDARD CERTIFICATE OF DEATH
REG. DIST. NO, Vi ! 2 ~ PRIMARY REG. DIST.

NO. _L}.'-r-" ot Registrar's No

&.830'&
36 19

State File No......

I. PLACE OF DEATH

ERMANENT RECORD %

A 2. USUAL RESIDENCE (Whers d d lived. If i : reaidence before
a. UNTY a. STATE . b, COUNTY nd:nimlon].
Jackson 0 Missouri Jackson 4 2% )g
b. CITY (If outside corpurate limita, writs RURAL and give ¢. LENGTH OF . CITY (H outside sorporate limits, write RUEAL and give townabip)
. OR townahip) ST.A:I’ {in this place} d,
TOWN Cit Lifetime|  TOWN Kansas City
. FULL NAME OF (If not ln hospital or Institution. cive streot sddrees or looation) d. STREET (If rural, give location)
HOSPITAL OR ADDRESS
INSTITUTION ital #2 1220 Olive
3'6“5?:%55%';-: a. (First) b. (Mldd.le)' . (Last) 4 "3}5 (Month) (Day) (Year)
{ Type or Print) Chester - Washington DEATH a8 1, 52
5. SEX 6, COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH 9. AGE (In years| IF UNOER 1 YEAR | & UNDER &1 ¢ms.
}/ . WIDOWED, DIVORCED (Bpecify) ~ Last birthday) Monl.hl Duys | Hours { Min,
_Male < : 52152 2 |2l |
10a. USUAL OCCUPATION (Givekindof work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (State or forelgn eountry) 12. CITIZEN OF WHAT
dousduring most.of working llfe, sven if retired) : DUSTRY ' . d COUNTRY? ‘
None None Kansas City, Mo, America |

13a. FATHER'S NAME

J. W, Washinghon

louise

13b. MOTHER'S MATDEN NAME

14. NAME OF HUSBAND OR WIFE

none

5. WAS DECEASED EVER IN U.5 ARMED FORCES?

16. SOCIAL SECURITY
{Yes,no, or uskeowsn} | (If yes, give war or dates of service) NO.

17. INFORMANT" &

5 SIGNATURE OR NAME

ADDRESS

Na Nene Mrs, Louise Washington, 1220 Olive
18. CAUSE OF DEATH i MEDICAL CERTIFIC-AT]ON INTERVAL BETWEEN
'||. Enter enly anecaiss per 1. DISEASE OR CONDITION O ChO neu.monla “ﬁm&ﬂm

Linefor (s), (b}, and (o | DIRECTLY LEADING TO DEATH? 5 _ Bron > B i
- 1 a .

ot aoer o | " ANTECEDENT CAUsES .
the mode of dying, such | Morbid conditions, if any, gieing DUE TO (B) R
b heart faflure, asthenda, | Tife to the above cause () slating R l% :
de. It means the dig. | he underlying cause last. - . .
ease, infury, or complica- DUE TO (¢) .
tion which coused death. | I1. OTHER SIGNIFICANT CONDITIONS v ! N\ |

" Condilions contributing to the death bui not N
related to the disease or condition causing death,
19a, DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION ’ 20, AUTOPSY?
TION
N ves (] o [
21a. ACCIDENT {Bpecify) 21b. PLACEOF INJURY {og.,inoraboct | 2lc. (CITY. TOWN, OR TOWNSHIP) (COUNTY) ~ (STATE)
SUICIPE home, farm, tastory, street, offiow bldg., ste.) .
HOMICIDE ,
21d. TIME (Month) (Day) (Tear) (Houn Zle INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
- ~ N - mm.zn \NOT WHILE
INJURY - : * = | 7 work: L] AT WORK

2. ] hereby certify that I aliended the deceased from T=30=52
____, and that death oceurred at

, to _B:lb:.ig_, '1'.9_', that I last saiw the deceased

m., from the causes and on the date slaled above.

alive on 19____
1G g\E;_-m;lk; E11 (Degree or title), ©
. Y Ve U, vl

23b. ADDRESS
600 East 22nd Street .

3¢, DATE SIGNED

WRITE PLAINLY—TUSING UNFADING BLACK INK-—-MAKE AP

24a. BURIAL, CREMA- 24b. DATE

. REMOVAL Mrg?—-

24c. NAME OF CEMETERY OR CREMATORY

24d. LOCATION (Qity, town, or county) |

A Rncce Ot e

(Stnta)

- /6-52_
DATE REC'D BY

) RAR'S SIGNATURE
£ /552

FUN RAL DIRECTOR'S S1GNATURE w -

ﬂ’-c,ﬂ)’@..,a/-

(Licensed Embalmer's Sutemzn! on Reverse Side) %';

=




- N e — o ————————————3

STATEMENT BY LICENSED EMBALMER

I hereby certify that the body‘ whose name is recorded on the teverse side of this certificate was embalmed by me, of by -

Student Embaimer Mo.

r
! L RS S P TPpResR PP PRI PR PR R PRTELL I ERERECE R ,

! working under my persona! supervision,

SLUBBNL cvunvevvenrorsonansnrsosanns vesanna Signed A/ M_e@lﬁdﬂﬂlnn

Studeﬂt Enballnsr

icensed Embalmer No 94 7%

P. 0. Address_ 24 ...
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING (Failure to comply with
the above constitutes grounds for revocation of license,)
. Ifthubodytsnotembalmed,factshouldbesomtedabove.




