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WRITE PLAINLY—USE UNFADING BLACK INK--MAKE A PERMANENT RECORD
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DEPARTMENT OF COMMERCE MISSOURI STATE BOARD OF HEALTH

Bunasu or s Crvsus STANDARD CERTIFICATE OF DEATH s sac vk 0 7 1

Reglatration

Primary Reglstration District No.....

Regisirar's No.,%

1. PLACE OF DEATH:

(o) County._JAaCKann

® City or town...Kansas 3 ty
(If cutaide city or town limits: write “HJRAL" und name of Lo
{c) Name of hospital or institntion:
4119 Wondland Avenie

(If not in howpital or institutlon, write strest number or location)

2, USUAL RESIDENCE OF DECEASED:

(’a) sate. Missonri . @) Commty.Jsclrs on

(¢} Clty or town Kansaa (‘i'hr

{If outslde ity or town limite, write “RURAL"™)

@ street N6. 2119 Woodland Avenwe

{d) Length of stay: In hospltal or Institutfon . == = === —
(Specify whetker {11 rurol, give location)
In this community. 28 Years
years, monthy or days) \H {2} Uf foreign botn, howlong in IJ. S. A2 oo m o oo ....years,

@«

.
(e Place burial o/

18, {s) Sigmature of funeral m:ﬁ&%ﬁﬁ&ﬂ&dﬂ;z

a, - r u
‘FOLLNAME Mps, Mittie Janet Lewls Whife

MEDICAL CERTIFICATION

o) v PRy — 20. DATE OF DEATH: Month.. MAY day.. L OEhH
} veteran, . (&) S urity
T\Tn'nP N T\TOT\P ;'ear__lgqen hour. q minute 1 F) P oM
name svar. > .
T 21. I hereby certify_that 1 at from bl
§. Color or 6. (o) Single, widowed, martied, ™ / 19 ;
. sexFemale. .| relhite divorced_Marrloed that I last / 9 s
6. () Name of hushand or wlfe...MIf.s.............. 8. (¢} Age of husband or wife if || and that d )dﬁ{e and hour stated above. Duration
Lri
Rosgcoe White alive._.ﬁz.._._._fears offdeath
7. Birth date of decmed.mmﬂc.m.hemwﬁ____mlsao._
. Month D Y
(Monct) (Dax) (o) _ﬁﬁ.&_d«.d Mm
8. AGE: Years Months Days If Jesa than one day Duc to
Zmeliadzc K I Bt
59 71 2 by min | =" —e-- r
ue to. n
s mipiace PA L OnaImrg Missouri PV SN PV I AW
{City, town, or eounl.y) {State or foreign country) rremrrnsanss i e D l/ w
on : . Other conditiona
10, Usual occupation.... OV 80w fe 1| a0 s 5 i o By
;l. Industry or business o e ww o ek Maj o PHYSICIAN
g { 12. Name.. James L. Lewis /] Moty ndine —
nderline
& L1s. Birthplace ~Illinols . the cause to
e 14, Malden name. L P(':Il' # w “) (Stato or foreigm conater) Of autopsy. .I:hhaomuelg .E:
E . Ill ino i a tistically.
3 { 15. Birthplace {City. town, ot pounty) {State or faveign covntry) 22, If death was due to externat ca Inthe fallowing:
16, (a) Info mm'% ng % ' & g% (a) Accident, sulcide, of de {specify)
) Arlrlrrqq // {t) Date of
.
1. (0. BRRAaL. ... ® Date thmofMa.',SE_ 2, 194.()] (@ Where did injury occu riTTmp—") Gy [T
{Burinl, aremation, or removal) (Momth) (Day) (Year) (d) Did Injury occur in gfabout home, on farm in {ndustrial plaoe. {n public place? ’

19. (o} pT ? by :
{Datercceived local registrar) {Regtyirar's signature)

7

P

While at wor|

23, Signat .
Address.

(M. D. or other) . __._

¥+ ’.T_M___ Date signed __..._....... —

(Licensed Embaliner™s Statement on Reverne Side)




— -

STATEMENT l-iY LICENSED EMBALMER T -

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

, Registered Apprentice N rieeemsermemaeseesseores

working under my personal supervision.

P.O. z\ddress

Y A i 4

Note-. The above MUST BE SIGNED BY THE LICENSED EMBAL‘VIER in his OWN H.ANDWR]TING. (Failure to comply wi
thie above constitutes grounds for revoeation of license.)} t .

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




