WRITE PLAINLY—USE UNFADING BLACK INK—MAKE A PERMANENT RECORD

i

rLr
DEPARTMENT OF COMMERCE

R e YIS

BuzEeavu o THE CENSUS

MISSOURI STATE BCARD OF HEALTH

STANDARD CERTIFICATE OF DEATH

Primary Registration District N’o.._._l_q_o..g.._._......

27591
State Fils Na._a.ge e

(&) City or town
(c) Name of hospital or fnstitution:

Kansas. Cilty
(If outside city or town limits, write “RURAL" and name of township)

In this community.

t. Mary's Hospital \
{If not in hoapital or institution, write stroot numi’? tion) '
(F) Length of stay: In hospital or Institutfon... - a}.r..g....................

60 vears (Specify whether

years, months or days)

Reglatration District No_.;s_?_.g._m Registrar's No.
1. PLA(‘.I‘E“SF DEATH: 2. USUAL RESIDENCE OF DECEASED:
{a) Couaty. Jackson O s .
Missouril @ County__d8CKS0ON

{a) State
' Kansas City

{If outside city or town limits, write "RURAL")

2847 Jarboe

{If rural, give location)

{¢) Clty or town

(d} Street No.

(¢} If forelgn born, how longin U, S, A.?. YCArs.

18.

. (a) Aug_..-.lf);__lgiQ ® 27 iy 2

MEDICAL CERTIFICATION

{¢) Place: barial or eremation St. Mary's Cem.
(a) Signature of funeral director :Zu;»jp . Gl

3. PRINT
FOrLNAME MRS, MARY T. FOLEY / ‘z
20. DATE OF %. Moenth, 27 & _qaev
3. (8) M veteran, 3. () Social Security .. Z p
year. hour.”. - minute__._ — {
name war. NO No one .
21. T hereby certify m/(at ded the d d from
5, Color; . 6. Single, widowed, married, -
Female | * ““White|* ® Wi dowed NV e
4. Sex race. divorced .. (L 1 Q. QWE! that I last saw h ve on 10........ H
6. (b) Name of husband or wife ... oo 6. () Age of husband or wife if || 2ud that death occurred on the date and hour stated above. Duration
Thoma...s... Ls...F Q.l.e.y alive . _....years lmﬁa €aUBE Of GBI ..eiimrmerssesmsmnsrsraghonsimnsscssrnssrssmsrsgtosngons snrsns -l e cne e e
7. Birth date of decensed....... Febr uaI' ' __ﬁ_ 1.85,7 ............. e et L
{Month) (Year}
8. AGE: Years Months Days 1f less than one day Due w&h _________ -
83 6 6 hr. min.
= = - Due mf %W e
9. Birthptace ¥ ﬂ..lﬁl‘.&.eli_[
(City, town, r couaty) {Stata or loreign country)
. Other conditions. > i -
10, Ulsual occupation A t HOHle {Iocinde pe within 8 ha of death) ; \‘\ E_f d
11. Industry or busi 5 — < - PHYSICIAN
g 12. Name Michael. Connell : 'm&r o;ﬂ-:ﬁ:,m“m__m::,-—-——_ﬂ na —
E 5 . D thUnderlh:e
13. Birthplace . 3 —_ e cnuse 1o
=~ T Errrrt e SN /7Y S B
14. Maiden name ——-—--—~—-u- amtopay. B TmTm———— ::‘haof:eﬂ st
15, Birthplace Ireland S Jtistically.
= City, town, ot cODLy (State or forsign country) 22. If death was due to external causes, fill in
;5' (¢) Informant () Accident, snicide, or homisld feily)
(5) Address Zazy (#) Date of oocurrenu._..___._,_ ‘i N
7. (y _Bnrial () Date therect ) || (& Where aid injury cd .@ X
{Burial, cremation, or romoval) {Month) {Day} (Year)

wn) ¥ (Couaty) | (3tam)
{d) Did injury cccor in or about hom; on fa.rm. in industrial place in pub].ic place?

(%) Address LAY A

] (sp.dr,(.:).,..,f,ﬂ.u) Bmﬁ“’w

Data roceivad local registrer) { Reglstrar's o]




STATEMENT BY LICENSED EMBALMER Co -

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

: : ' - ..., Registered Apprentice No I

workigg under my personal supervision. .
L L Cfldrta 21 Sleciiy,
t S Signed.
s - | - _ Licensed Embalmer No “57 ‘7¢

' ' ", P.0O. Address //“2‘“’""@ 2

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

If this body is not embalmed, fact should be so stated a.bove ’ < t-




