MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

DEPARTMENT OF PUBLIC HEALTH AND 'HEL.FAFI

DO NOT WRITE
ON THIS STUR

AMENDED

VS 300
Rev. 4/59

DATE AMENDED

2348

USE BLACK INK
OR
TYPEWRITER RIBBON

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS

INSTEAD OF

SHOULD READ

ITEM NO.

DOCUMENT

BY AFFIDAVIT OF

MEDICAL CERTIFICATION

Registration District No, _______ —_

”_}nmew Reglstralion Dinrict No. __Q_!.‘!"_-.__ﬂeglsrrar

JQ(%G&-OZB%G

STATE FILE NUMBER

wMNo. 7 Ll

o u mm

1. PLACE OF DEATH

2. COUNTY Jackson

. state Miss

2. USUAL RESIDENCE (Wherc deceaud Ilved

If institution;

‘Jackson

befora
admission)

Residence

ourib COUNTY

b. C(I)‘I;Ir {If ourside corporale lirits, give TOWNSHIP only)
orn Kansas City

c. CITY
OR
TOWN

Length of stay in 1b

15 yrs.

Kansas City

Insicle Limits

Yeas ﬁ Ne O3

. FULL NAME OF {If NOT in hospital, give location)
HOSPITAL OR
INSTITUTION

Menorah Medical Center

Inside Limits

Yer [g No O

d. STREET

ADDRESS 1721 w jh

{If cutside, give lecation) Reside on Farm

Yes [ Neo Dx

. NAME OF DECEASED
{Typo or prinn)

First

Delpha

Middle Last

Griffith

4. DATE

Month Day Yeor

OF
DEATH -

5. SEX 6. COLOR OR RACE

7. Marriad
Widowed

10a. USUgL OCCSPATION'(Giva kind oi worl done

during mo working life, even if retired}
Sup - Oifice

—Julir 9
9. AGE (last birlhﬂl%"'lf UNDER | YEARTAF
34 Maonths Days Hours

DER 24 HR
Min.

, i Never Marriad ] |8. DAJE QF BI
[ Divorced [J g" i 5
10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE/(City and state or country)

Stroud, Oklahoma

12, Cit

U. S. A.

ZEN OF WHAT COUNTRY

12a. FATHER'S NAME

15. WAS DECEASED EVER IN U.5. ARMED FORCES?

16. SOCIAL SECURITY NC.

13b. MOTHER'S MAIDEN NAME

bladvs Qrr

14. NAME OF HUSBAND OR WIFE

William Griffith

17. INFORMANT

{Yar, no, or N‘known) [(If yes. give war or dates of servig
O .

18. CAUSE OF DEATH (Enter only one cause per lina

William Griffith,

Address

1721 W. 34th St .

PART |. DEATH WAS CAUSED BY:
IMMEDIATE CAUSE {a}

Kansas City, Mo.

INTERVAL BETWEEN
ONSET AND DEATH

SO pyron/

Conditions, If any,
which gave rise fo
above cavse (a),
stating the wnder-

lying cauvse [asr, DUE 7O (c}

DWT°WL__c3L&ﬂ£!4u5£=_§;:E1$£j::iLsgsﬂ4‘

/f Hok/

PART 11

OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEAIH but not ralated to tha terminsl
dissase condition given in PART | (a)

deceased was  female was-"
era & pregnancy in last 90 days.

IDY::LDNO I O Unknown

PART 11 I
th

19. WAS AUTOPSY
PERFQ D?
YES [F”NO [J

20a. ACCIDENT  SUICIDE
0 O

HOMICIDE
o

20b. DESCRIBE HOW INJURY QCCURRED. (Enter nature of

njury in PART | o PART 1) of item 18.)

20c. TIME OF Hewur
INJURY a.m.
p.m.

Month, Day, Year

20d. INJURY OCCURRED
WHILE AT WORK
NOT WHILE AT WORK ]

20e. PLACE OF INIURY {ag.,
farm, factory, street, office bidy., e1c.}

in or sbout homa,

20f. CITY, TOWN, OR LOCATION

21.

I attended the deceased from%Lﬁ‘—’ 3 ’ Ia_g‘#_m a
Death occurred at (/5" A M

m on the date stated above, snd te tha best of my knowledge, from the causes stated.

nd |

her .
it saw o alive a

22a. SIGNATYRE

g o

2 P27. D

(Degree or title)

22, ADDRESS

20/ € &3l/SH Romsas G hy, Iy

22¢. DATE S5IGNED

2-4~43

URIAL, CREMATICN, T 23b. DATE
REMO\_’AL (Specify)
Burial 7-17-63
ADDRESS

23a.

F3c. NAME OF CEMETERY OR CREMATORY

Floral Hills

23d. LOCATION [City, Town, or county)

[State)

Kansas City, Missouri

24. FUNERAL DIRECTOR

tine & McClure, Kansas City, Mo.

2. 15 .3

25. DATE RECD. BY LOCAL REG.

{Licansed Embalmer‘s Statement on Reverss Sida)

25, st SIGNATURE




STATEMENT BY LICENSED EMBALMER

1 hereby certify that the boﬂy whose name is recorded on the reverse side of this certificate was embalmed by me,

or by Stydent Emnbalmer No.

working under my personal supervision.

ot

Student

‘Slgnature of Studant Embalmer

Licensed EmBall;ner No.

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in h|5 OWN HANDWRITING (Fanlure ta
with the above constitutes grounds for revocation of license).
If embalmed by a STUDENT, he also shall sign in his OWN handwriling.
: If this body is not embalmed, fact should be so stated above.




