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WLED JUL 1~ 1955

THE DIVISION OF HEALTH OF MISSOURI
ST ANDARD CERTIFICATE OF DEATH State File No.

REG. DISY. NO. /&7  erimany res. visT. Ko, ZODA. . Registrar's Na

19062"
8194

Daniel Stewart

-Alice Dorris Thomas A. Youn

(Yea,no, or unkbown)

15. WAS DECEASED EVER IN 11.5. ARMED FORCES?
(Il you, wive war or dates of sorvice)

16. SOCIAL SECUR;;I'J 17. INFORMANT"I SIGNATURE OR NAME
none )

18. CAUSE OF DEATH
. Enter only opecalse per
Iine for (a), (b}, and (¢)

*This does not mean
the mode of dying, such
as heart failure, asthenia,
de. Jt means the dis-

MEDICAL CERTIFICATION
. DISEASE OR CONDITION
DIRECTLY LEADING TO DEATH*(,y) Pulmonary tuberculosis & tuberculosis

BIRTH MO,
| 1. PLACE OF DEATH 2. USUAL RESIDENCE (Whbere decossed livad. 1f Ingtitation: residence befors
a. COUNTY Jackson o STATE M3 aaouri b. COUNTY  Jackgon "dwision
b. CITY (1 outslde corpursts limits, write RURAL and give c. LENGTH OF c ng s Residence within limits of
nabip) placs) . &gl ted T
ToWN  Kansas City sommbls ﬁ" “)l  Tows Kansas City ol S
d. F]-Li%'S-Pf'lBME OF (1f not ia boepital or instizutlon, give strect add or ..ASJ[?REES (If rural. give location) é 3 9 5
INSTITUTION General Hospital #2 ’5} 2023 Benton Boulevard
3|:[;‘EACNE‘ES%FD a. {First)} b. (Middle} ¢, (Lest) a, DS'F["E {Month) (Dsy) (Year)
{ Type or Print) Myrtle Young DEATH ‘ 9 1955
5, SEX 2 | 6. COLOR OR RACE | 7. ‘BJIADRORIE% IBF\\;'OEECHEISREIED., 8. DATE OF BIRTH 9. AGE (o vun ;l' u::l | YEAR | o tote u kes,
(Bpacily, on Ha Min,
female Negro oW ' .. |Feb, 20, 1893 K ’ |
102. USUAL OCCUPATION (Glvekind of work | 10b. KIND OF BUSINESS OR _IN- | 11. BIRTHPLACE . 12. CITIZEN OF WHAT
d Aing LIf o ) = DUSTRY {City aad State or Foreige Ccnny)
ome g orkina Haemanfl it Independence, Mo, o oy’
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND'OR WIFE

ADDRESS

Marijorie Moore 729 Everett KaCoK,

INTERVAL BETWEEN
ONSET AND DEATH

ANTECEDENT CAUSES spine.

Morbid conditions, if any, giving DUE TO (b}
rise to the above cause (a) stating
the underlying cause lasi,

DUE TO (&)

RN

ease, Injury, or complica-
tiom which causred death.

11, OTHER SIGNIFICANT CONDITIONS Arteriosclerotic heart dlsedse,

Conditions coniribuling to the death but nol Camils
| ottt the diveses of conation ssinng ¢ pMalnutrition & nutritional edema. Senility.
19a. DATE QF OPERA- | 19b. MAJOR FINDINGS OF OPERATION 20. AUTOPSY?
“TION -
ves [ NOH
21a. ACCIDENT {Bpucify) 21b. PLACEOF INJURY (sg..fnorabont | 2Ic. (CITY. TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE boms, farm, fagtory, sirget, affice bidy..at0.)
HOMICIDE
21d, TIME {Manth) (Dar) (Yer) (Hour) 21e. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
WHILEAT[ ] NOT WHILE
INJURY m. | work AT WORK

2, I hereby certify that I atiended the deceased from _&2_55_1_2 69
aliv , 19____, and that death occurred al =<~ <

6-9-55%

, lo

, 19

, that I last sat the deceased
m., from the causes and on the daie slaled above.

WRITE PLAINLY-—USING UNFADING BLACHK INK—MAEKE A PERMANENT RECORD

2%, SIGNA
E. Frank

23b. ADDRESS

{D r title)
Vigon 600 East 22nd Street

(3123 =]

' ac wm: SIGNED

REG.

é =l0 — S S

REGISTRAR'S SIGNATURE

%W‘ - b. DATE 24c. NAME OF CEMETERY OR CREMATORY 24d. LOCATION (Qity, town, or connty) (State)
¥}

une 11, 1955 | Woodlawn Kansas City, Kansas
DATE REC'D BY LOCAL 5 FUNMERAL DI IIECTOR 8 SiGMATURE ADDREAS

Bioo Fenal Mo [ Tn BomS

(Ticensed Embalmer's Sutun!nt on Reverse Side)




g

STATEMENT BY LICENSED EMBALMER

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

by me, or by ..... L LTI TR TR PR PR , Student Embalmer No,.......---

working under my personal supervision..

Student Signed.. @4‘*‘4« Q Zﬁ/ﬂﬂ"ﬂ .........

Licensed Embalmer No%rd

Signeture of Student Exmbalmer
ce T T P. O. Addre_ss.(:d...-%‘(a

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 handwntmg

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



