A PighMANENT RECORD

N. B.—Every item of infortnation 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 OCCUPATION is.very important.

T X18511

DEPARTMENT OF COMMERCE

MISSOURI STATE BOARD OF HEALTH

Ty
Bureau or TuB CENSUS 'i" 37‘8
ILED EEB 26 1944 595 STANDARD CERTIFICATE 1((g(l;zDE/‘\TH Siate Fils No.

Regisirar’s No.. ._..,.._...2:63____

® City or town__boengas C11Ty
(1f outaida city or town Jinsits, write “RURAL" and nams of township)
(¢) Name of hoapital or institution:

4933 Troost Avenue

(11 aot in bospital or institotion, writs street oumber or locatlon)
{d) Length of stay: In bhoapital or institution..

In thls community. 48 years

yenrs, manths or days)

(Specily whather

Registration Distriet No., Primaty Registrotlion District No._.
1, PLACE OF DEATH: g 2. USUAL RESIDENCE OF DECEASED:
(a) County. Jackeon ~ '

() State__M1BBOUTI - 4 coumy_ JBCKSOND

(¢} City or town Ka negas Citv

{Lf outsids city or towsn limita, write “RURAL'’}

(d) Street No. 4416 Windsor
{If rurei, give locatioz)

(a) II forelgn born, how long in U, S. A.T years,

8 (o) PRINT. _Guy Albert North 630

8. (& I veteran, 8. (e} Soclal Security
name war. = No bl
6. Coloror 8. (a) Single, widowed, married,
4. Sex Mal e 1 racn Whl t e dlvurced_m.t.i.ad
8. (b} Name of husband or wife..ooo o 6. (e) Age of husband or wife if
Mra.. . Mahel Noxrth . alive........%.g...........yenm
9,
7. Birth date of deceased Fe oruary 25 : ] 1891
{Manth) (Day) (Yoar)
8. AGE: Years Months Days If less than one day
48 10 a4 N
‘0. pinhpace. KBDSAG - Cify; - - Missourd
(City. town. or county) ) (Stats or fareign country)
10, Usual occupntion__._Aut O _me Qh aric @
11, Industry or business, 5
{12. Name._ Weheter D, North ¥
18. Birth : _Illivoisf
coan

OTHER FATHER

City. towa, or cogaty) . {State or forei
{14. Matden name L8O b B 1 L A NS EHE T IR

16. Birthplace _Indiana
= {Cley, tow nty) Sta n?( couniry
16. {(a) Informant's o\wn signature N/ F — & -

(& Address.. 4416 ¥ deor
17. {a} Eurial {&) Date Lhereanano 23) 1940

{Burisl, cremation, or removal) {Month) (Day) (Year)
(¢) Place: burlal or cremation Forest Fill Cemete Ty

18. (a) Signature of tuneral director.___B.rCEMaN Horivary

(b Address___KaNSas City Missouri
19. (a) Jan. 19’ 1940 (b) W? B b? '

MEDICAL CERTIFICATION

20. DATE OF DEATH: Month. 8RUATY 4y 19
Ywﬂl.g.&gm"m..hom' "‘ "‘2"'& minute A" Y.

21. I hereby eertify that I attended the & O [ r
1840, to_...! _&1%__4_.?.,.“....... 10.59
that T last saw h. &34 slive on ,4444. ‘7 .19 yb
and that death occurred on th te and hngamted above.
Duration
Immediate cause of death 2 -
2 4 é
. ; -
Due to. 4 l
7 & P r 4
al U !
Due to. -
Other conditions
{lacinde p within 3 L of desth) [
PHYSICIAN
Major ﬁndfngls: ' . o,
Of operations Underline
) Lhe cause to
vr':)ich Iddenl;.h
anhou a
Of autopsy charged ata-
tistically
22. If death was due to external causes, fill in the following:
{a) Accident, suicide, or homicide (specify)
(b} Date of nccurrence,
{¢) Where did 1ojury occur?
{City ur town) {Cuunty) {Stare)

(d) Did tnjury oceur in or about home, on larm, in industrial place, In public place? ;

{Specily type of place)

While at work?. g (¢) Means of infuryl
!
23. Signatur ! S [M.D. or other).
Address Date xlzned.[:lz -,

(Dato received local registrar) . (Mexistrar's signatars)

(Licensed Embalmer’s Statement on Reverse Side)ﬂ y




©om

s
-

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 by.._.___................_.._.ﬂ

, Repistered Apprentice No

working under my personal supervision. ‘
B % / /‘\§-.|
Signed /M @ % % .

Licensed Embalmer No ? 7?_1 ﬂ.r \‘

- POAdd:ess/i/ /O W

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

If this body is not embalmed, above space should be left blank.
14




