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N. B.—Every item of information should be carefully supplied. AGE should be stated EXACTLY. PHYSICIANS should state

CAUSE OF DEATH in plain terms, so that it may be properly classified. Exact statement of QCCUPATION is very important.
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1. PLACE OF DEATH:
(a) County.

Jackson

{&) City or town

Kansans City

(If outsida city or town limite; write “RURAL" and pame of township)

{¢} Name of hospltal or institution:

] Gﬁa ] ﬁe ?f Ha l
-C-‘ nﬁﬁ%;npi of Lot tul&oﬁ}wrlh‘l'u"e:ﬂ num&ﬂ or lecatlon} L}

(d) Length of stay: In hospitalor {nstituti

Inthis community.

. (3pecify wlnth—;

yaars, manihs or d-,-)

2. USUAL RESIDENCE OF DECEASED:
(a) State Missauri / (8 County.JaCkson
Kansas City

(I ootaide city or town limits, write “RURAL"}

() Street No____ 01 Wighash

{IT rural, glve loentlon)

{¢) City or town

(¢} Il foreign born, how long 0 Ul B. A Y. cerecvenrerme erenme v s pmmerevsoes: ¥ GBPH,

B. B :
o PRI e _Sadie Vurtz
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MEDICAL CERTIFICATION

16. {a) Informant's own a

(b) Address

nature

W. E. Lonsdale

2528 Hardesty

17. (a) Burial

(Burinl, cremation, or remaval)
(¢} Place: burial or cremsation
18. (o) Signature of funernl! directo
——

19. (a) Rec. 31

(Dats received I(u’ruinru)

Elmwoo

(3) Date theroof

{Month) (Day. (Ya.r)

od

...1 9391

(nu;:m.r'l signoture)

20. DATE OF DEATH: Month Dae day 33Xt
8. () If veteran, 8. (¢) Social Security
year. 1939 ottt oo minut @O R M
name war. = No -
21. I hereby certify that I attended the d d {rom
Fe o 5. Color orWhitJ 8. (a) Single, widowad, ;Jarr[ed, 12-30=39 19 to 1 2=3] =39 R C
4. Sex race 1 divorced W2COW thatIlastsawh ©F_ gliveon  L2=3L=39 cee 19 ¢
8. (B Name of husha. wile. — B. {¢) Age of husband or wife if || and that death oceurred on the date and hour stated above. j
f Duralion
Robert ‘W’ oﬁ allve.wesoo e yoars || Immediate cause of death
7. Blrth date of decensed.._ ADPTLL 18, 1871 Hypoestatic bronchapneumonia
{Mooth) (D-r) (Year)
8. AGE: Years Mountha Days If less than one day Due to.. MYQgardial insufficiency 1|
| J 4
5 FTRE ¢ min. F
— 68 gi 1 (| pee e W
9. Birthplace _“_I_Mi-ﬂ__'_
P e . (City, town, or conaty)} (Stata or forelgn country)
o Housewife ) QOther conditions.
10. Usual occupati ’ {Inctude pregnancy within 3 menths of dexth) P
11. Tndustry or business s PHYSICIAN
£ Major indings: . ——
E{m_ Name David Davis 3 Of operations Underline
Englan the cause to
& \ 1. Birthpl 1'{218 8 ; 5 € — 5 wglelchld;a';.h
Ly, W, or County, tate or eign coantry, shou ")
5 14, Maliden name. # i Of sutopsy Ho cﬂ:{rc:ﬁld ta-
L y.
EX 16, Birchyt Wales England e
= - P P P —" {Stata or Torelgn country) 22, 1f death woa due to external causes, 6l in the following:

{a} Accident, suicide_ or homlicide (specify)
(5 Date of occurrence

\Whera did injury occur?.
1[940 (City or town) (Coanty) {Snate)
{d} Did injury cecur In or about home, on farm, in Industrial piace. ia pubuc place?

{Specify type of place)

‘While at work?_. 2 (#) Means ol injury —
28. 8 mtur%vﬁ_‘m&«mm r other} e
Add:é‘up . K,C,Gen.Hospital 1I3-4mén

(Licensed Embalmer’s Statement on Reverse Side)



STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or o) SO —

» Registered Apprentice No

working under my personal supervision,

S W e

Licensed Embalmer No. ')} 1( I._S’—h

b0 st L2 G Do

Note: The ahove MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING.
the above constitutes grounds for revoeation of license.)

If tlna b_ody is not emhalmed, above space shnu[d be left blank.

- RN . .

(Failure to comply




