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

IFILED NOV 2~ 1953

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

|
REG. DIST. NoO. /22 PRIMARY REG. DIST. WO. foo’-—:e.,,mmm...f}ﬁ e |

35888 ;

State File No...

. Enter only onecause per

line for {a}, (b, and (&) DIRECTLY LEADING TO DEATI'.I'“)

ANTECEDENT CAUSES
Morbid_conditions, if ang, gieing DUE TO (b)

riae to the above cause (a) sating
the underlying cause last.

*This doer not mean
the mode of dying, such
a# heart fallure, asthenta,
ete. It meams the dis-

eass, injury, or compiica- DUE TO (e}

Fxbrlno-purulent perl toni t1 s

! BIRTH M0,
1. PLAGE OF DEATH 2 USUAL RESIDENCE (Whars devoassd lived. U Instioton: residenes before
a. COUNTY a. STATE b, COUNTY #d:minion).
son ____ Kensag Johnson @r<p)
b. CITY (I ootetds corpurate mits, write RURAL and ghve . LENGTH OF aTY Residencs
Forputate Tmlis, e township)| STAY (in thia placwl]| — OR 4 ﬁ':u, rroratod Jrwer
TOWN Kansas City Weeks Town Kansas City =8 i
d. FH&P?‘I&A"I'_EOORF {7f oot in b I or § ion., give street add ol ton) " ASJ['IRRE& B (If rarsl, give location)
INSTITUTION. S+, Joseph Hospital 2206 West L7Terr. ,
S.DNEACME OFﬁ a. (First) b. (Middie) [ C. {Last) 4. DATE (Month) (Day) (Year)
{ Typs or Prini) Anne Mary Josephine Green DEATH QOot. 17, 1953
5. SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, | 8. DATE OF BIRTH 9. AGE (In years| = 0GR | e | oo
WIDOWED, DIVORCED (3pecty) last birtbdaz) um..' Hoaurs | Min
Femgle White Widowed _Dec. 19, 1882 70 ,
10a. USUAL OCCUPATION uc;:u.::.:mm; 10b. KIND OF BUSINESS OR IN. | 11. BIRTHPLACE * (i4; vag Stacae or Forsign Commter) |zégbn%§?pwuﬂ
housewife At home Stockhesag, Sweeiden USA
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND'OR VIFE
i Gestavos Frederickson Mary (unkmown)- | Elwood Green
i5. WAS DECEASED EVER IN U.S.ARMED FORCES? | t6. SOCIAL SECURITY [ 17. INFORMANT'S 51GNATURE OR NAME ADDRESS
(Y-.wamhovn) | (I yoa, wive war or dates of service) NO,
None Mrs, Re N.Hoongr_,_az_ L7th Terrace K.C.Ka.
18. CAUSE OF DEATH . MEDICAL CERTIFICATION INTEAVAL BETWEEN
1. DISEASE OR CONDITION ONSET AND DEATH

perforation of the sigmoid colon

""adenocarcinoma of the sigmoid color

11. OTHER SIGNIFICANT CONDITIONS

" Conditions contributing to the death but not
related to the disease or condilion cousing death.

tion which cansed death.

154N

19a. DATE OF OPERA- | 19b. MAJQR FINDINGS OF OPERATION 20. AUTOPSY?
TION ) oy "
X : , ves K] wo [J

2i1a. ACCIDENT N - 21b, PLACEOF INJURY (s.g..lnorabous | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)

SUICIDE N . boms, tarm, {actory, swest, offics bldg., s2a)

.HOMICIDE. - - ' . L
21¢. TIME (Monthy (Day} (Year) (Hoar} Zie. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?

- - mm.ur NOT WHILE

INJURY AT WORK

Z?_Iherbyurhf lhalfaucndedt b
ik Asiiig Fmﬁmﬂ

, 19 , that I last saw the deceased
m., from the causes and on thc dale staied above.

Za. SIGNATU

or title) Er

23b. ADDRESS 2., DATE SIGNED
St. Joseph Hospital, K. C. Mo.| Oct, 17,53

74, BURIAL, CREN®
TION, REMOVAL (Bowsity)
Removal

!0‘ 18-53 .

ME OF CEMETERY OR CREMATORY _

249. LOCATION (Oity, town, of county). - -— (Stats}
Huron, South Dekota

DATE REC'D BY LOCAL

| f0 (£~ 53

ADDRE 33

REGISTRAR'S SIGNATURE . 2%, FUNERAL DIRECTOR"S SIGHATURE
Rm‘.gig géé:_‘_;; 5M Mellody McGilley Eylar, Kansas City Mo.
(Licansed 's Statement on Reverse Side)




‘.'.\.'«:'- s

STATEMENT BY LICENSED EMBALMER

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

L o L . s » Student Embalmer No..............

........... A,

Licensed Embalmer No¥9/2
P. O. Addreas..KCj .... j . ; .. é

working under my personal supervision..

Student ....coomn i ratriar e Signed..
Signature of Student Enbelmer

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Fail
to comply with the above ‘constitutes grounds for revocation of license},

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

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




