DEFARTMENT OF COMMERCE MISSCURt STATE BOARD OF HEALTH

Boneay or zas Canevs STANDARD CERTIFICATE OF DEATH swesune_2.G20
Registration Distriet No._..._.... 3 f S Primary Reglstration District No......_.__. ¢J\ / A Registrar’s No,

1. PLACE OF DEATH: P RESIDENCE OF DECEASED:
Jackson HLEp FEBAT mL

{a} County.

(®) Cituor:town ¥RX Grain Valley R, F,D (a) State (%) County_ J RO SO
{If outside city or town limits, write “RUNAL" and name of townskip) r} RURAL
(e} Name of hospital or institution: . . © éity or town
Snia bar township (1T cntaids city or town Timita, weies "RURAL)

{If pot in hoapital or inatitution, writs ﬁ@" or location)

4 miles South Blue Springs

() Street No.
{d) Length of stay: In hmpitnloezftim"nn Bomit o (i racal, ¥ive location)
In this community. -
years, months or days) A (¢} Tt foreigh horn, how long in U, 8. A2 X YOATS.
8. (a) PRINT . YD MEDICAL CERTIFICATION
FutL NaMe___Susie Emmeree Alexander L/
T 3 (o) Soctal S " 20. DATE OF DEATH: Mont day
. t X 3 e e
vateran, £} S0 ecurity year___........J....f&Q-ho“" 6 minute. =) (] A’ M.
name war. XX NO-worieecre oI onnsrasemrarmensmens -
21, I hereby cortify, that I attended the deceased fro
P.M 5. Color or _ & §. (a) Single, widmﬁd married, / 1040 WHED
1 T [ 7 g
4. Sex hod r:u‘:wh e divorced.....___a:__r_l e ~1thﬂl Itzst saw L2 Q” alive o ——— 19 V
6. (b) Name of hushand or wife....______. 6. (¢} Age of husband or wifeif || and that death occurred on t 5
oseph Allexander alive 0O years
1. Birth date of decensed____DEC 3Td 1875
(Moaath) (Day) (Yeoar)
8. AGE: Years Months Days If lexs than one day
64 I 18
he. min r‘
i

. Due to. L)
9. BhthplncawB;,ge.. - o ) TA {J:;, el
, town, of ‘v (Stats or foreign country) 5 7 ‘ &
ouse Wife : o Other conditions \

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 OCCUPATION is very important.

10. Usual occupation {Include pregunnoy within 3 montha of death) r—
11. Todustry, or bmnm_ﬂrmwm_.__g_ PHYSICIAN
ﬁ N Mnjutr ﬁndinﬁ: -
. ame operations.
£ Jackson C M V e S:;l?r::
2 L18. Birthplace ( aCKSO ) o y L0 ) - s which death
City, town, or county, Stats or forelgn coontry, should be
£ (14, Maden nscme ManymMo.nt.gomme.;:g,L—__—— Ot satopey charged sta-
= thcully.
E 16. Birthplace {City, tawn, or e e( %M&nm) 22. If death was due to externs! causes, fill In the lollowing:
(6. (@) Informant’s own signatare Jbe All 3&21" Iy (a) Accident, sulelde, or bomicide (specity)
®) Adg GI ainValle Y Ho {») Date of occurrence
17. (@) o (&) Date thereol () Where did fnjury cecur? (City or town) nty} (Sta ?
(Burial-crvichi, ,Ld-!umnn i ] } (Momb) (Day) (Year) || (d) Did injury oecur in or about home, on farm, in Indust plue, in public placa?
() Place: burial or eramatio e S ngs Mo . .
18. (a) Signature of funess! director 75 ‘ - , (swm(“p.ﬁ::::.gi njury., ]
(8 Adde S z (M.D.orother). ..
19, (a) % 5.9 o ) ). m o
{DMRe roccived locat registrar) e N fjnuuuu s signatare) Date sign

-7 f {Licensced Embalmer’s Statement on Reoverse Side)




STATEMENT BY LICENSED EMBALMER

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

Registered Apprentice No

working under my personal supervision. 1

s FL A Sy A

‘ngr_a |

——

Licensed Embalmer No

Note: The above MUST HE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING (F ailure compl;y
the above constitutes grounds for revocation of license.) .

If this body is not emhalmed, abave space should be left blank.




