N, B.—Every item of information should be carefully supplied. AGE should be stated EXACTLY. PHYSICIANS should state
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I. PLACE OF DEATH: 2. USUAL RESIDENCE OF DECEASED:
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President Hotel Room 729
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Kansas CGity
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(@ Swreet No. 38341 MaGee Street

(I rural, giva location)
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{e) If foreign born, how long in 17, 8. A7 A years.

3. (@) PRINT ol i

FULLNAME My, Willdiam W, Metcglf .

8. () It veteran,: 8. (e} Social Sacurity
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8th
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Duration
_M&lld.e, ......... ..M.e,t.q,alf____.____ alive._=2__) ____years ate ca f death
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18. (a) Signature of funeral dlrectorum Eﬂd

22, If death waa due to external causes, fill in gz following: l! , E
{a) Accident, suiclde, or homicide (specily)

(b) Date of occurrence. - %‘- - C/ D

) (€) Where did tajury occur? WAM

ity or town)

H ty) (Suate)
(d) Did injury occur in or abed Mn indusr.rial placa. in publlc place?

(Specify type of place}

() Addrems. 1401 Brush C _M
19, (a) 1-11-40 ()] hd T ErC

(Data received local registrar) [Reglatrar's -l:nm;;) .

While at _ {a) Meana of Inj
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STATEMENT BY LICENSED EMBALMER

1 hereby certify that the body whose name is recorded on t.he reverse side of this certificate was embalmed by me, or bj- ..................
. =T * [

Regiatered Apprentice No

Signed (.D H LAANMAA @W
 Licensed EmbalKNo “-0 7.0 \
SR 1, U AP 4. I

working under my personal supervision.

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

If this body is not embalmed, above space should be left blank." ' ' Sy




