wgeo 1 FIEDDEG 27 THE DIVISION OF HEALTH OF MISSOURI 40771 g
0.
-3 l ! 1854  STANDARD CERTIFICATE OF DEATH Stote File Mmoo
'BIRTH NO. REG. DIST. NO. é 1 ZPRIMM\’ REG. DIST. NO. _{ _&.o o, Rmu!mr'.’r Na.....§.% .................... .
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decossed lived. If !nstitution: residence before
a. COUNTY Jackson . a. STATE  Mi ssouri b. COUNTY JacKson sdaimion.
b. CITY (If outcide corpurats limits, writs RURAL and give ¢. LENGTH OF ¢. CITY ’ . a .
n.' Lt 4 . v o . 4. Ls Resldence within Umits of
roux  Kansas City sombio 9?6 ‘yrs sl S8y Kansas City B e R
d. Fﬁ]é.épv_lf\’\l\iﬂ_ﬁo%F (If pot in hoapital or institution, give streot nddress or location? A%RREES (If rural, give location)
INSTITUTION South Side Hotel “B& 3050 Harrison
3. NAME OF 8. (First) b. (Biddle) A VG ey 4 DATE (Month)  (Day)  (Yea)
(Typeor Prine)  MAUDE —_— ALBAUGH pears Nov. 25,
5. SEX ’ 6. COLOR OR RACE { 7. MI%RRIEB Bf‘ygscl‘gBRRIED 8, DATE OF BIRTH 9.[:\'GE (In years| iF UNDER | YEAR | IF UNDER 4 mas,
(Bpecify) birthday) |Monthe| Days | Hours | Min.
F L Widow a_| May 21, 188l (I | |
i0a. USUAL OCCUPATION (Civekindof work | 10b, KIND OF EUSINESS OR IN- | 11. BIRTHPLACE . .
doneduring most of worklog life. even if retired) ) DUSTRY . . (City ead Stare cr Fareign Countryv) ' iz CITI%E{:’?FWHAT
At home Iilinois J i
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
) Williem Williams . Unknown . Harry Albaugh
15. WAS DECEASED EVER IN UJ.5. ARMED FORCES’ 16, SOCIAL SECURITY | 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
(¥ .orunknown} | (If yea, rive war or dates of service! N NO. Y . R -
o o Vivian Van Bibber cauth Side Hotel -
18, CAUSE OF DEATH - . MEDICAL CERTIFICATION lgzgggAL BETWEEN
|| Fnter only onacsussper | |- DISEASE OR CONDITION * - . YA o - B R I AND DEATH
Naefor (&), (1), and () | DIRECTLY LEADING TO DEATH:(5 /2 j; ‘s -

“This does not mean ANTECEDENT CAUSE_.

the mode of dying, such [ Mforbic ooﬂdulons, if any, giring DUE TO (b)
as heartfallure, asthenta, | rise to the above cause (a) stating
ee. It means the. dls.- the.luﬂdcrlymg cause laat.

case, injury, or complice- DUE TO (¢}
tion which caused death. | 11. OTHER SIGNIFICANT CONDITIONS
- .t ¢ - | Conditions contributing to the death but nof. .
related to the direase or condilion cousing death.
19a. DATE OF OPERA- | 15b. MAJOR FINDINGS OF OPERATION 20, AUTOPSY?
TION Vol LT . A .
: ) YES D NO [Z]
21a, ACCIDENT {Bpecily} 215, PLACEOF INJURY te.g.inorsbout | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE) *
SUICIDE bome, farm. Isctory. acrest. offioe bldg., ste.)
, . HOMICIDE P
2id, TIME tMoath) (Dey) (Year) (Hour) 2ie, INJURY OCCURRED 2it."HOW DID [NJURY OCCUR?
WHILE AT NOT WHILE
INJURY .- . WORK AT WORK

2. [ hereby cetify that I ettended the deceased from 12510 1 to ZerV/ 2 3-,*19.Agffthat I last saw the deceased
alive on M 198> Y and ihat death occurred at 13 S0P m. from the causes and on the date siated above,

Paul Lovell (Degree or title) | 23b. ADDRESS 2. DATE SIG
.;‘;ﬁQ"‘(ZZ' <D LZ’; m ”127/.5"?’

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

C ATE | 24c. NAME/OF CEMETERY OR CREMATORY | 24d. LOCATION (City, town, of county) | (State)
- B T .3‘0/5“'{4 1,’) ‘:I‘.;ffl'lewdotner"s‘ Crematory| Kansas City, ‘Mo: + - -
ﬁm%a. REGISTRAR'S SIGNATURE 25. FUNERAL DIRECTOR'S S1GNATURE ’ ° ADORESS
}/,_z_j_,ﬂ [ STINE & McCLURE, Kansas City, Mo

(Ticensed Embaimer's Statement on Reverse Side)
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STATEMENT BY LICENSED EMBALMER

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

DY TN, OF DY Lttt ia i iae e e et hieaeaarra e

working under my personal supervision..

Student...oooiian i
Signature of Student Fmbalmer

e
= 5

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

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

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



