V.5. No.300

10.48

WRITE PLAINLY—USING UNFADING BLACK INE—MAEE A PERMANENT RECORD

.

THE DIVISION OF HEALTH OF MISSOURI 24975

FILED AUG 13 1953 STANDARD CERTIFICATE OF DEATH State File No
g t . iy =
'BIRTH NO. ' REG. DIST. NO. __LZZ PRIMARY REG. DIST. ,,/6'0—2._.__& Registrar's No 3 ?‘)2
T. PLACE OF DEATH j 2. USUAL RESIDENCE (Wbare decasssd lived. If inetitntion: redidence before
a. COUNTY a. STATE b, COUNTY ad.mimbon).
Jaokson Migsouri Jackson
b. CITY (I outride corpurate Limite, write RURAL and %p) €. Al?El;:mel;l. BEL c. ng 4. 1s “g““‘“ wiihin Hoaits of
TOWN Kansas City, Missouri YTrSe TOWN Kansas City TR
d. FH&SLP?'&{EO%F {If pot in hospital or instizntion, give strect address or locatlon) . .J!\S;'JTE?REETg (If rursl, mve location) 3 ng g
INSTITUTION ' i o 2021 Woodland
3.6%?:?&5 sC‘JE!E a. (First) b. (Middle) c ¢. (Last) 4. DS}.E (Month) (Day) (Year)
(Typeor Print)  Lucille Virginia M G"Ow "A) DEATH 7 28 53
5. SEX ’ 6. COLOR OR RACE | 7. MARRIED NEVER MARRIED, 8, DATE OF BIRTH 9. AGE (o years| r twom 3 YEn |  woeR o Hm,
WIDOWED, DIVORCED (8pecify} ‘ last birthday) [Months| Days | Hours | Min.
Female | White Married / June 18, 1900 53 |=paal |
10a, USUAL OCCUPATION (Give kind of 10b. KIND OF BUSINESS OR_IN- | 11. BIRTHPLACE : : :
dateduring mos of working e, eren f etiredd | DUSTRY (City and Stave or Foreign Councryl B SUNTRY ST WHAT
Housewifa Home Ste Jogeph, Missouri
}!laa. FATHER S MAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND'OR wIFE
Silag S. Tarter 1+ Sarah Criger . ______Ches, Joseph MoGowen
i5. WAS DECEASED EVER IN U.5. ARMED FORCES? | 16. SOCIAL SECURITY LI? INFORMANT'S5 SIGNATURE OR NAME ADDRESS
{Yws, 0o, or anknown) | (If yes, xive war or dates of servics) NO,
o : — has, Jogseph MoGowan-3021 Woodland-KC MO,

18. CAUSE OF DEATH - MEDICAL CERTIFICATION ] | INTERVAL BETWEEN
Enter cnly onecause per | |. DISEASE OR CONDITION

: . : . M ‘ ONSET AND DEATH
lige for (a), (b), ead (c) | DVRECTLY LEADING TO DEATH (5) { ?AMM W\L

7
*Thly does not mean ANTECEDENT CAUSES Z
the mode of dying, such | AMorbid conditions, if any, MMW
as heart fatiure, asthenia, | rite to the above eouse (a) stat
de. It meons the dis- | the underlying couse lost.

care, Infury, or complica- GUE TO {¢) .
tion which couaed deafh, | 11. OTHER SIGNIFICANT CONDITIONS q l\?\

’ " Conditions contriduting to the death but not * mn
related 0 the diseasze or condition cousing death, ;
19a. DATE OF OP'FIROAI'; 19b. MAJOR FINDINGS OF OPERATION . . . 20. AUTOPSY?

YESMDD

21a. ACCIDENT {Bpecify) 21b. PLACEOF INJURY (e.g.,inoraboat | 21c. (CITY. TOWN, OR TOWNSHIP) (COUNTY) (STATE)

SUICIDE boms, Iarm, factory, dtress, offios bldy., ota.)
HOMICIDE,
21d. TIME (Month) (Day} (Year) (Hour) 2le. INJURY OCCURRED | 23t. HOW DID INJURY OCCUR?
WHILEAT [~ NOT WHILE
INJURY WORK AT WORK
1 hereby certify that I altended the deceased from , 18 , lo , 18 , that I last saw the deceased
' alive on _, 18 , and thal death occurred al ________ m., from the causes and on the date staled above.
23, SIGNATURE 1¢ Lapl , or titlu)b 23, ADDRESS ' Z3. DATE SIGNED
< /740, % 79/ )W Oy 1 2/287/63
2ta, BUIAL, CREMA [ b OATE 24c. NAMPIOF CEMETERY OR CREMATORY | 24d. LOCATION (Olty, town, oz county)? {stote)
AL. {Bpecify) . o
Burial 7=31=53 alvary Cemetery curi

DATE REC'D BY LOCAL | RES, RAR'S SIGNATURE . 25 FUNERAL DI RECTOR"S S16NATURE ADDRESS
7- l?'ﬁ_,@-d | Mellody=MoGilleveEyvlar 1800 B, Linwood.

(Licensed Embalmer’s Ststement on Reverse Side)



TR

STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed

byme, or by ... ...l e i teetetesicsasteaseaeataereacaeeeee et anennn

working under my personal supervision..

Student . ...oiiiiiiiiiiiriaii e e i araraaranas Signed..
Signature of Student Eabalmer

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},

If embalmed by a STUDENT, he also shall sign in hiss OWN handwriting.

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




