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N. B.—Every item of information should be carefully supplied. AGE should be stated EXACTLY., PHYSICIANS should stat:

CAUSE OF DEATH In plain terms, so that it may be properly classified. Exact statement of OCCUPATION is very important.
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STANDARD CERTIFICATE OF DEATH Stot P No..——_
1002 2412

Primary Reglatration Distelet No.. "~ ~_ Regisirar's No

1. PLACE OF
(a) County.

(¥ City or town
(e}, Noame of h 1nsm

enera

D%?éokqon

/

City

Il' outaida city or town limlits, write “RURAL™ and name of township)

Ta1 #2

(If notin I:mpn.ll ar inatltution, writs
{d) Length of stay: In hospltalor institution

Boyefg=E2o-40

2. USUAL BESIDENCE OF DECEASED:

(a) State. MO ° (b) County JaCkson

Kangaa City
(£ outaida city or town Umits, write "RURAL™)

1602 Paseo, JSrd fl,

(1f rural, give location)

{c) City or town

(d) Street No

{Specify wharher
In this community. month 8
yenrs, months or deys} {e) I [oreign born, how long In 1. 8. A.T, years.
v MEDICAL CERTIFICATION
3. (a) PRINT
foprte Elalne Willlams LLs e 6 9
. 20, DATE OF DEATH: Month day.
B, (b) If veteran, 8. (¢) Soclal Security 8 P
W/ year. hour. minute bl M.
name War No.
21 certily that I attended the d d Iro
6. Colo 6. (a) Single, widowed, marr{ed é".i ;’ w40 éﬂ-g* 19 4Q
sabromale Negro divorced S1NIE1E er Bl “AF
ox VOreRt— .. that Ilastsaw h aliveon. . 19 5
6. (¥} Name of husbhand or wife.. 6. (¢) Age of husband or wife if || 2and that death occurred on the date and hour stated above. Duratio
wralion
aljve....e. earn || Jmmediate cause of death
7. Bih date of decemmed 10 IS0 Bronchiel Pneumonie.
{Month} (Day) {Year)
8. AGE: Yeamn Months Days If |esn than one day Due to. Tuberculous Meningit is
7 /
'é P -t 8 min. 7’47
- Due to.
9. Blrthplace Kans&s Clt‘y Mo. /)
(City. town, or couaty) {State or foreign country)
pation none C e Other conditiona.
10. Usual oceupatd g {Include pregoancy within 3 months of death) e
11. Industry or husiness . PHYSICIAN
=] . A findings: .
B (. nome Herschel Williamg {) || Melor Gnding:
E . u Underline
= O« the cause to
= A 13, Birthplace which death
» Géfreta~tradkey Cweommeal || ofwuopey should be
) charged sta-
E Ho. tiatically
=

14. Maiden name
16. Birthplace

{City, tows, oz forsign coontry)
e gedord Clerk i}

18, () Informant's gwn signature,

eneral Hogpltal #2

r

(b} A%m
17. (a)

(Burial, cremation. or remaral}

() Placu burial ar cremt.io ol Y JJf

18. (a} Slznnture of funeral dir

19. (a)

_5”5"322!!!37
W MY E

() Dato l.heraol_ 43#_~
) ) (Vay) (Year)

(Dato recei rad bocal registrar)

(Registrar's signatore)

22. 1 death was due to external causes, fili [n the following:
(a) Accldent, sulcide, or homicide (specify)

(b) Date of occurrence

{¢) Where did [njury occur?.
(City or town) County) {Stats)
(d) Did Injury occur in or about home, on tarm, in industrial place, In publle place?

{Speciy type of place)
While at work?. ﬂ Meana of [njury.
23, Siznltur\qs::ﬂ_—_ D.or ol.her)....,l_.I

Address Gen- HO Sp * Date a{gned.................

{Licensod Embalmer’s Statement on Reverse Side)
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STATEMENT BY LICENSED EMBALMER c

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

.

Registered Apprentice No

Signm_ﬁ_mw.....___...........................F..,._.‘
Licensed Embalmer No._H.0_lo
P. 0. Address ] 72 9 fund o, Ko SN\ 4|

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

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

Y

working under my personal supervision.




