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N. B.—Every item of information should be carefully supplied. AGE ghould 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.

e T 219818

DEPARTMENT OF COMMERCE MISSOURI1 STATE BOARD OF HEALTH

Busea or s enaue STANDARD CERTIFICATE OF DEATH

Stals Flian""" i 1 U 8 4

Regsltl;gtlon District No..._.__.___ﬁgg..._. Primary Reglstration District No....... _lgga,..__.. Registrar's No
1. PLACE OR'DEATH: J_’ 2§JSUAL RESIDENCE OF DECEASED:
(a} County. <D
Kansas City {a) Stata Missouri ) County_J&CKSON

(6) City wh
(If ouLsida city of town Limits, write “RURAL" and name of township)
(¢) Nama-Of hospital or institution:

541E South Benton

{If not io hoapital er jnstitution, wrile atreet number or location)}
{d) Longth of stay: In hospital or fnatitution

(Specify whether
In this community. 61 years
years, months ar dayw)

Kansas City

(e} City or town

{1 oniaids clty or town limits, write “RURAL")

(d} Strect No 5415 South Benton

{1 rural, give

(e) 1l foreign born, how long in T. 8. A.T

locntion)

years.

5
3. 15 f?l,flﬂﬂ; . Charles Mc Adow _2 j 0 MEDICAL CERTIFICATION
ST Ty T 20. DATE OF DEATH: Month J8MUAYY a0y lgt
S veteran, N ocial Securit
None ¢ None ¥ year. 1840 hout. minute.z_:mn..hr[‘
name war. No. __,Q? O~
21. I hereby certify thot I attended the deceased Irom%,
Mal 5. Color or 6. (a) Single, widowed, married, SCT - ] 0 ) 19
e ; -
4. Sex raca. 201 aworce MaTT1ed tbat T tant saw hebea—"live on ,/ > / — 40 N . -
6. (b) Name of husband or wife. 6. (¢} Age of husband or wife if || and that death occurred on the date and haur stated nbove Duration
Elizabeth Mc Adow alive .79 ___years|| Immediate cause of destha . S
2 Bisen dato of decesend._MATCh ? 1863 Al LR g P Ct At T
(Mooth) {Dey) (Year) /{
4 4
B. AGE: Years Months Days If lesa than one day Due to _Tﬁ/ﬂ/ﬂm‘{/ qg VM
76
[0 1 knd br. min .
. . Due to e
9. Buthplnce____l_ai.%'zﬂn ) -5 - :
. K City, tawn, or county) State o lureign couniry, M ra
10. Usunal occupatien one - a2 ) Other conditions. el %< 4 - /MM
- Laaa bl (lnclude pregnancy within 3 months of death) I ——
11. Industry or business ? PHYSICIAN
-] : Major findings:
& { 12. Name. Moses Fox " ot opernﬁomﬂ___wr*_éj_@( Underline
[ th 1
= L 13. Birthplace : ® Unlgliom 1’) /fM S Avlfi::%‘tfoatg
City, ) tats or forelgn country ﬁ;‘[ should be
ﬁ 14. Maiden name Améfiu‘ﬁ’ Ot autopey /"j - * {charsed ata-
E U known . ) [tiatically.
= i6. Birthplace (City, tows 22, I death was due to external counes, fill in the following:
16. (a) Informant's own sl A {0) Accldeat, suicide, or bomicide (specify)
8 nfo: gnatur
{b} Date of occur o L : /’24/9"

(b) Address
17. (o) burial

(Barial, crematian, or remavel}

A-r t“."

18. {a) Signature of funeral director, // fﬂ,//..rm
() Addrems 1729 lydia

{¢) Place: burfal or cremation o

. @l w 22 7!, W)

(Date received local registrar) {Registrac's signature}

(c) Where did injury oceur?_
(Cu: or wwn)

(d) Did Injury secur b of about home, on farm, I

; %uu
k:;;épﬂglm. 2 pukite im‘!

(Licensed Embalmer’s Statoment on Reverso Side}




STATEMENT BY LICENSED EMBALMER

P

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

tered Apprentice Neo

‘ working under my personal supefvision. (
S S«;gnpd Qﬂé&f/ - W

' , B7T
l_/Lir;ensed Embalmer No
P. 0. Address //dezﬁ—deqfi?é.

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

If this body is not embalmed, nbove space should be left blank.
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