o THE DIVISION OF HEALTH OF MISSOURI 1
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FILED JUN 31883 STANDARD CERTIFICATE OF DEATH g s et
'BIRTH RO. REG. DIST. NO. Vi E .Z PRIMARY REG. DIST. NO’ cox. Repistrar's No. 9
0 I. PLACE OF DEATH ' 2. USUAL RESIDENCE (Where & d lived. If iastitution: residence befors
a. COUNTY ' 4l ‘a. STATE b, COUNTY adiningion).
n i 7am JIL ¥
b. CITY (1t oatoide corpurate limits, write RURAL and give € LENGTH OF ¢. CITY (If ouwide oorporate limita, write RURAL aad rive township)
OR . townabip}| STAY (in this I'I-IICI) QR N o
TOWN ___Kansas City LI TOWN  Xansgas City
[+ d. FULL NAME OF (If not in hospital or lmﬂlutlon &ive strect addreas or location) d. STREET {11 rural, give location)
O HOSPITAL OR ADDRESS
0 INSTTUTION  General Hosp. # 2 ALl 1312 Campbell
ﬁ 3 NAME oF a. (Finst) b. (Middie) T 1 c tan 4. DATE (Month)  (Day) (Year)
,F" ( Type ot Print) JAMES ALIEN DEATH May 9. 1953
é 5, SEX 2_ 6, COLOR CR RACE | 7. x&%ﬁg ISIE‘\IJSECPESRRIED. 8. DATE OF BIRTH B.JGHu?n ;; niu 1 TEAR | o omem u ums.
K N {Bpaciiy) t on! Days | Hours | Min.
g | _lale | Col. Married /- |.ul 28 1924 28 |l |
% 10a. USUAL OCCUPATION (Gekindof work | 10b. KIND QF BUSINESS OR iIN- | 11. BIRTHPLACt (State or toreign ocuntry) 12. CITIZEN OF WHAT
g doba during most of working life, even if retired) DUSTRY l COUNTRY?
e Lahorer Sidney's Cafg Kansag City, Kansas Us S. A,
$3a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Charles W, Allen Thelms Kendall . Hazel Allen
I5. WAS DECEASED EVER IN U.S.ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT' 5 SIGNATURE OR NAME ADDRESS
(Yes.no.0r unknown) | (If yeu, give war or dates of urri_e-) / X . . .
No - Charles W, Allen 1051 Everett K,C
18, CAUSE OF DEATH ME ZERTIFICATION" INTERVAL BETWEENe

 Enter on’y onecauseper | 1. DISEASE OR CONDITION ONSET AND PEATH

tige for (a), (b}, and (c) DIRECTLY LEADING TO DEATH'(a)
“This dors ot muean | ANTECEDENT CAUSES - Z
the moge of dying, such | Morbid conditions, if any, giring DUE TO (b) Gl

8 heart failure, asthenda, . | rite o, the abore couse (a) elating

I _., e

R I e BT di ke underlying coude last:
case, injury, or complh DUE TO (&) - ™
tion whieh caused death. | 11, OTHER SIGNIFICANT CONDITIONS 281z Jtt LA AV irs bovd g ' Dg)’
Conditions contributing to the death but net iq
velated to the disease or condition cousing mm
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219. TIME (Mogrl)  (Bhy) (Yean) (Hg 2le. INJURY
ot IN?JRY : _ > J NHILE A NOTWHILE
bl‘ " RY o “ - 7 "J’ AT WORK ’ ’ frlooy . s ;
; 2, I hereby'eertify that I.altended the deceased froitf , 18 , lo , 19 , that I last saw the deceased
ﬁ i Phog . A« IPhnepcnd (hat géath occuiged af "~ m., from the causes and on the date staled above.
E... 23a.. WF S A ;We ley | 23b. ADDRESS 2%. DHIE SIGNED
TS | PRCESY A P A b 7l 332 X~ R 7 JAa il rde Sy P v \,,:.-v,,:- i glliic oo B 7 T A =
E 24a. BURTAL, CMEMA- | 24b. DATE 24c, NAME OF CEMETERY on CREMA el Y, [h24d, ATJON (Clty,‘t,qgm, or ¢o /o (Btote) R,
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{Licensed Embalmer’s “Statement on Reverse Silley 4 N
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§TATE_MENT BY LICENSED EMBALMER ™
I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, 0F byo—ee..
S R : , Student Embalmer No.

working under my persona! supervision,
A . M L3

Student susvsnnneene Wessasvesavsaseeraanann
T Student Embalmer

P. O. Address _2':27022” .................

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply
the above constitutes grounds for revocation of license.)
If this body is not embalmed, fact should be so statéd above. . . ‘-




