No. 300
10. 40

FILEDDEC 3 1954

THE DIVISION OF HEALTH OF MISSOURI

10b, KIND OF BUSINESS OR IN-
done during most of working Life, even if retired) DJJSTRY
At home Home .

STANDARD CERTIFICATE OF DEATH 5616 File Nov.ovrrmecnermonomen s
B
' BIRTH NO. REG. DIST. NO. yi 2 2 PRIMARY REG. DIST. NO.ZD O Xt  povicivay's Na....5“2“"?
1. PLACE OF DEATH 2. USUAL. RESIDENCE (Whero decoased lived. Ii Institution: residencs befors
a. COUNTY a. STATE b. COUNTY ad:nission).
Jeckson Missouri Jackson
b. CITY (If outsid to limits, writs RURAL and gi c. LENGTH OF || «c. CITY
cuisitle corpurate At B ownabip)| STAY (o this ptace) OR . ?;ﬁ‘gfﬂﬁkﬁf.’ﬁ%‘wf
TOWN Kensas City 55._YTr8. TOWN Kansas City il
d. FULL NAME OF (if not in hoapital or institution, give streot addross or location) (If rural, give location) . ? 8
HOSPITAL OR QADDRESS 37 \0
INSTITUTION ¢, Joseph Hospital \ Li319 Bast 7th Street
3. NAME OF 5. (First) b. (Middle) e, (Lost) 4. DATE (Month)  (Day) (Yes
{Type or Print) Helem, (Nellle) & == n FLANIGAN pEATH  Nov. 11, 195l
5, SEX ’ - | 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE QOF BIRTH - 9. AGE (In years| IF ‘UNDER'1 YEAR | IF UNGER u Mas.
WIDOWED, DIVGRCED (8pecity) fast birthday) |Months , Days | Hours | Min.
Female White Married / 8-8-82
10a. USUAL OCCUPATION (Give kind of work 11. BIRTHPLACE

(City and State cx Foreign Countrv} ] 12, CI.I;{%EB‘:,?FWHAT

Delhi, Ohio / | USA

13a. FATHER'S N j\ 13b, MOTHER'S MAIDEN
i AS DECEASED EVER IN U.S. ARMED FORCES’ 16. SOCIAL SECURKI'OY

{¥ea, no, erunknown} | {If yes, rive war or dates of service)

no

NAM 14, NAME OF HUSBAND OR WIFE

M. Jo Flanigan
. INFORMANT' § S|GNATURE OR NAME ADDRESS

L.

M. J. Flanigan, Lﬁ 9 E. 7'bh K. C., Mo.

18. CAUSE OF DEATH
. Enter only onsceuse per
line for {a), (b), and (¢)

I. DISEASE QR CONDITION
DIRECTLY LEADING TO DEATH® (3

ANTECEDENT CAUSES
Morbid conditions, if any, giring PUE TO (B)

*Thiy does mot meon
the mode of dying, such

MEDICAL CERTIFICATION

INTERVAL BETWEEN
ONSET AND DEATH

rise to the above cause (a) sating

as heart faflure, asthenia,
£ the underlying cause last.

eic. It means the dis-
case, infury, or complice-

DUE TO (&)

A altreha, Lo f e,

1. OTHER SIGNIFICANT COMDITIONS

Conditions confribuling Lo the death bul not
related to the dizease or condition causing death.

tion which caused death.

.
o0

19a. DATE OF OPERA- | 156. MAJOR FINDINGS OF OPERATION 20, AUTOPSY?
TION . . .
YES D NO D
21a. ACCIDENT (Bpecily) 21b. PLACEOF INJURY (e.g..inorsabout | 2lc. (CITY, TOWN, OR TOWNSHIP) {COUNTY)} (STATE)
SUICIDE hore, farm, faotory, atreet, office bldg ., ate.)
HOMICIDE ’ ,
21d. TIME (Month) (Day) (Year) (Hoyr) 2le. INJURY OCCURRED 1 21f. HOW DID INJURY OCCUR?
WHILE AT NOT WHILE
INJURY - C s WORK AT WORK

2. ] hereby certify that I atlended the deceased from
alive on __[_l_l_l;_ 19

S 57
, anid that death occurred at _LL_._L,'(#.Wm ,ha.gauses and he date staied above.

1932 t0

, that I last saw the deceased

WRITE PLAINLY—USING UNFADING BLACK INE--MARKE A PERMANENT RECORD

Dra ]

{Degree or :ir.]e)

23b. ADDRESS 23c. DATE SIGNED

-

2 40-°

Y142

b. DATE

11/15/5L

" Mt.

24c.* NAME OF CEMETERY OR CREMATORY

Eloktlsee e

24d, LOCATION (City, town, or coyfity}
eme tery Kansas City, Misdourl

Olivet C

DATE REC'D BY LO:AL REGISTRAR'S SIGNATURE ~
. JQ&—_\SV

25. FUNERAL DIRECTOR'S SIGNATURE ADDRESS

_Mellodx-McGllleg Eylar, Kansas City, Mo.




Tad &o Il":'i'

e 15777

F.80- &

STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was emba
DY IME, OF By it ittt o et eae e iieeaeeea s , Student Embalmer No...........-

working under my personal supervision..

Student .....ooovio i i e Signe
Signature of Student Embalmer

Licensed Embalmer No: \j)
P. O Address_'A..Z....%

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

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

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




