No. 300
10.48

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

HLEDDEG 3 1954 THE DIVISION OF HEALTH OF MISSOURI 37676

STANDARD CERTIFICATE OF DEATH State File No.wmmsmssemssomsoe s .
P - Of
! BIRTH NO. -~ \REG. DIST. NO, _LZZ_ PRIMARY REG. DIST. No. ./ @02 __ Registrar's No...."".Gg
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decoased lived. If Institution: residence before
., COUNTY a. STATE b. COUNTY adnisaion),
o " Jackson Missouri—— — Jackson— ——
b, CITY (If outside corpursts limita, write RURAL and give ¢. LENGTH OF c. CITY - . 4 Is Resldence withln Limits of
OR townahip} gl’ Aﬁin this placs} OR # city or_incorporated town?
. TOWN Kansas Citv Onfh TowN  Kansas CItV - q o ;’%
d. FULL NAME OF (tf not in hoapital or iastitution. give streat address or locstion) . STREET (Ut runl, give location) [ D
HOSPITAL OR ADDRESS 3
INSTITUTION _ Geperal Hospital #1 m Y 2132 Ragt 83rd £t _Terr
e |
3. NAME OF o. (First) b. (Middle) e (Last) 4 OATE (Month)  (Day) (Year)
(Type or Print) Edna _¥Woolhiser DEATH 11-13=51
5. SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, 8. DATE OF BIRTH 9. AGE (In yoars| i UNDER 1 YEAR | F UNDER 4 Hes.
WIDOWED, DIVORCED (Bpecify) Lust birthday) M““ﬂ] Days | Hours | Min,
Ee W Married {1 Aug 13, 1882 7% —
10a. USUAL OCCUPATION (Giwekindofwerk | 10b. KIND OF BUSINESS OR_IN- ] 11. Bl PLAC . . . 12, Cl
done during moet of working li.h.o:-nni! :edr::l) Pr i ce Upho 1@%& {City and Stute c= Foreigm Coumtry) COUTIJ%E{:'?FWHAT
Neb _ Melvin, Ill USA
132, FATHER'S NAME 3b. MOTHER'S MAIDEN NAME 14. NAME OF MUSBAND OR WIFE
Henry Dakin_____..__ua_:i_ani.tfg\_ : Ira Woolhiser
|5. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCI SECURITY | 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
(Yes. no, or unknowa) I (Ii yen, give war or dates of sorvice) - NOQ. ’
No SOS-0%-
18. CAUSE OF DEATH MEDICAL CERTIFICATION " INTERVAL BETWEEN

ONSET AND DEATH

¢ A

Enter only onscauseper | |- DISEASE OR CONDITION C
Tine for (a}, (b), and (¢} DIRECTLY LEADING TO DEATH® (4

«Thiz does not mean ANTECEDENT CAUSES .
the mode of dying, such | Aforbid conditions, if any, giing DUE TO (0 _with metastasis to liver-and boner

as heart failure, asthenia, | rise to the above couse (¢} sating

de. It meacny the dis- | ¢ underlying cause loat. .

ease, injury, or complica- DUE TO (c) -
tion which caused decth. | 11. OTHER SIGNIFICANT COMDITIONS X l f\ [*3

Cunditions contribuling to the death but nol
related to the direase or condition causing death.

19a. DATE OF OF_FlRoAN- 15b. MAJOR FINDINGS CF.OPERATION 20. AUTOPSY?
. ves (¥ o [
21a. ACCIDENT (Bpecity) 21b. PLACE OF INJURY (e.c..inorsbout | 2!, (CITY, TOWN, OR TOWNSHIF) (COUNTY) (S5TATE)
SUICIDE homa, farm, fastory, street, ofics bldx., »1a.}
HOMICIDE
21d. TIME (Moath) (Day} (Yean) (Houn | 2le. INJURY OCCURRED | 2If. HOW DID INJURY OCCUR?
. WHILE AT ] NOT WHILE
INJURY @ | “work AT WORK
2. I hereby certify that I atiended the deceased from — 1B 198, 0 —11=}3— 19_C),, that I last saw the deceased
alive 0n —_ 11w 3em_, 19__B)s and that death occurred af Ge.36 o m., from the causes and on the date stated above.
232, SIGNATURE B, 1. Burns (Degoeor titlo)D] 23b. ADDRESS ] 23. DATE SIGNED
L . -
24a, BURTAL, CREMA- | 24b, DATE c. NAME OF CEMETERY OR CREMATQRY 24d. ﬁi [ON (Oity, town, ot county) Eéme)
TION, REMOVAL (Bpecity) 4t .
Removal | Novl3,1954! uilicrest-Cemetery LN
DATE REC'D BY LOCAL | REGISTRAR'S SIGNATURE 25. FUNERAL DIRECTOR § TURE DRESS
REG. I . / -
- - —4

(Licensed Imer's Statenent on Reverse Side)




- . [ R s
.

STATEMENT BY LICENSED EMBALMER

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

By e, BT e e el

working under my personal supervision..

Student .. ... . iiiiiiiiiiiaa
Signature of Student Fmbalmer

P. C. Address ﬂ @ ZZZ

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.

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




