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 imporfgHL.
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DEPARTMENT OF COMMERCE

MISSOURI STATE BOARD OF HEALTH

-

23712

g MAY™E5 3907 STANDARD CERTIFICATE OF DEATH  suurure -
Registration District No.._ 998 Primary Registration District No.......... 2002 Reglstrar's ‘No.___1424.__..

1. PLACE OF DEATH:
{a)} County. .Tackson
(b) City or town.,..mlgamas

{If cusside city or town limita, write “RURAL" and name of township)
(¢} Name of hospital or institution: /

K,C,General Bospital No,l

(If not in hospital or institution, write strect bamber or location)
{d) Length of stay: In hospitalor institutlon______l._ﬂ.a,y_____

{Specify whather

2. USUAL BESIDENCE OF DECEASED:

Miggsouri () Comnty_Jackson

Kansas City

{If otstaida ¢ity of town Limits, write “RURAL")

5554 Welnut, Apt.#6

(If rural, give location)

{a) State.

(e) :Cllty or town

(d) Street No

. {a) Informant’s own signature RSCOI‘d clerk
®) Address KoCeGen,Hoap, ;K,C.Mo,
. (o) (&) Date thereof.

(Burial, mmntwn, or remnval)
(¢} Place: burial or cramntion.Ki.r

{a) Signatura of funeral duenorﬂﬁilﬁlt_m&l_dm

(®) Address.._@u9s) W%ﬂ%

(a) April 1,
Date received local reghstrar) {Registrar's sixuature)

40
(Mouth) {(Day) (Year)

18.

19.

Inthiscommunity. No record :
years, months or day-) {e) II foreign born, kow longin U. 8. A.?, Venrs.
/
8. PBINT’ r ] MEDICAL CERTIFICATION
B Price , Asbury Merch o, A7t
5 ) I verorem 1 Social Sots 20, DATE OF DEATH: Month e LI AL S
. N . {c ] ¥
name war No rec ord Mo No record year. __1_940 hour. 1 mh-mfas AQ M.
21. 1 g g that I attended the decegf %_ ————
6. Color or 8. (a) Single, vﬁowod, marrie& hg-!i b di;? 19
fale T ©.Isear im 3o 174D
4. Sex race divorced.... s i that I last saw h aliveon 18.;
8. (5) Name of husband or wife. 6. {c) Age of husband or wifeif || and that death occurred en the date and hour stated above. Duratioh
No I'OCOI'CI alive......__.__years || Immediate cause of death
7. Birth date of d d No _record Chronic rephritis with urenia
{Month) {Day) (Year)
8. AGE: Years Manths Days If lexs than one day Due to )3 /
M a’fq No| record . L A
. v y ’ Due to.
9. Birthplace No 1‘9001‘(1 -
{City, town, or connty) {3tate or foreign enn:nl.r;')
’ Oth ditiof
10. Usual occupation___ 1NO Tecard ¥ (l:;:::wm::ﬂ ST S matie of denit) e
11. Industry or business, i PHYSICIAN
=] . % Major findings: am
E{lz' Name. NO mcord ‘( ‘5]; ol]:)ern_g"'“" Underline
% L 13. Birthplace = No record 5 . s ) 2:,!:1 3;3:& gg
w: tats or foreign country. ahou L]
& [ 14. Malden name Ny w&gﬁ f* Gt autopsy No .mm-
E 5. Bistbol No record e, s
= ) ¥ (City, town, or coaaty) (State or foreign country) 22, If de ath was due to external causes, fill in the following:

(a) Accident. snicida, or homiride (zpecify}
(&) Date of occurrence
{c) Where did injury occur?.

{City or town) {County) {Sta pL
(d} Did injury cceur In or about hotne, on farm, ih industriat place, In public plzce?
.
NS (8pocify type of place)} ‘"

(¢) Means of {njury.

‘While at work?.
%3, Sig
Address

.
Date signed .

{Licensed Embalmer’s Stntement 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 embaimed by me, or by

. Registered Apprentice No

working under my personal supervision. { )
. - . v : ] * /
Signed__..m C. L ( U cc_ful_f

* ' Licensed Embalmer Né y 7&(

P. 0. Address 2635/2 M (—)é

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 js pot embalmed, abave gpace should be left blank,

. o




