No. 2
1-13-40
-17-39
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WRITE PLAINLY-USE UNFADING BLACK INK—-MAKE A PERMANENT RECORD

DEPARTMENT QF COMMERCE
BurEAy 0 THE CENSUS

sEp ocT 11 1990

Registration District No........... 299 ...

MISSOURI STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH

Primary Registration District No...__lgga_...._.__

31044
S607

State File No

Registrar’s No

1. PLACE OF DEATH:
(@) County. Jaclkaon
Kansas City

{IT outaide dty or town limlu. write “RURAL” and name of township)
(¢} Name of hospital or msuluuon,
7

Eaat 32nd Street
(Specify whether

(§) City or town

{1t not in hoapitnl or inatitution, write street number or location)
{d} Length of stay: In hospital or institution

2. USUAL RESIDENCE OF DECEASED:

© swae. Misgourl . dackson ...

{c) City or town Kansas C it‘?‘
(1 outsida city or town limita, write “RURAL™)

J1 East 32nd Streef. .

(If rural, give location}

(&) County.......

{d)} Street No...

15. Birthplace

22, If death was due to external causes, fill in the following:

In thi -
n,tu; '::3:1::"3,” 8. xear% {¢) If foreign born, how long in U, 5. A.? = years.
MEMCAL CERTIFICATION
3. {s) PRINT c
e Y Mantord. .. OOCEY. oo s ues o g snis SEDE, s 150
3. (b} If veteran, No 3. (¢) Social Secarity year. 1940 our minute 30} by oM.
Name War. - Nﬂne......__......_ o »"“"—"——
- 21. I hereby certify that I attended the d d from :
5. Color or 6. (o) Single, widowed, married, || about Sept. lst _Sept.._15th. ... 4_0
s sexMale. . ..| melhlte. divorced.D..iJI.OI‘_(}ed that I last saw h_._im allve on.. .____S.ap tl L_lith 3. ._..1. 94;_0 ........
6. (4) Name of husband or wif Mrs 6. (&) Age of husband or wife if || and that death occorred on the date and hour stated above. Duration
Mary Ellen Coffey.. .. BYE... oo years || Immediate eﬁéeﬁri G ER A
7. Birth date of deceased......... arch 23 1873
(Munlﬂ {Day) (Year)
8. AGE: Years Months Days If lesa than one day Due to
67 5 23 he. smin
0 Due to
¢, Birthplace. RAV.ENWO O Migssourlid
{CIty, town, or county) (State ar foreign enuntry)/
10, Usnal occupation.. LATAED o:(::zﬂ:m T S g ’2,
i1. Industry or business = G 0 ¢’ PHYSICIAN
M findinga: ——
g { 12. Name—— WA1T 3 8M Wa YOFEOF o || VB i -
nderline
E 13. Birthplace e the cause to
('ﬁi wn, or cogaty) "(Stata or forelgn country) OF auto wl?ichﬁjmhth
E 14. Maiden name........ Za_, o 10 o T au Dﬁ.’one :h:r:ed ote
S Missouri tistically.
=

(Cltr town, or count: {State or foreign country)

16. (a) In.forman?)
(b) Address

{c) Place: burial or, /.
18. (a) Signature of funeral director.

4(@ Where did Injury occur?

() Address. 1401 . . Bruah.. % ___M_.
19. (@) _S_Pt A6, _194@ el A A

Dats received local registrar) {Registrar's signagure}

(a) Accident, suicide, or homicide (specify)

3

(5) Date of occurrence

(Ci town} (County) {Btare)
{d) Didinjury occurin or about home, on farm, in industrial place, in pub[ic place?

{Specify v taee)
While at w e eromeeenane eansof injyry_____ 3 . ..
23. Slz'n.at ! (M. D.or other)
Addressi2€@ . D4ir JK.C .Gen.Hospitgl, ;i

(Licensed Embalmer’s Statement on Reoverse Side)




-

e |} ——

S - A 'STATEMENT BY LICENSED EMBALMER

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

, Registered Apprentn:e No.

___ working under my personal supervision. o
. ) ) | - A o ) S[gned \a)—h/(l‘ 7\/' (04_ \

o l T ‘ POAddrer.a‘ /(@ hro

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

) I_f this pody is hot embalmed, fact should be so stated ahove. '
) .



THE DIVISION OF HEALTH OF MISSOURI

. tots | STANDARD CERTIFICATE OF DEATH —— 5/ o “‘W“ 2
'BIRTH NO. .IEG. DIST. NO. l4a PRIMARY REG. DIST. MO, A 1002 Registrar’s No 3607

1. PLACE OF DEARM" ’ .2 USUAL "RESIDENCE (Weare -daconsed lived. 1f inptitution: residence befors

a. COUNTY ¢ . I Eo ;* Lo adinimion) .
: Jackason . e L, 57 b COUNTY imion

b. CITY (I outaide torgiitats limits, wiite RURAL and give. ' | €. LENGTH -OF- e aow nfu-u- M, --nmnn ol give )

towbwhip) | STAY ¢in thi ) e LR

a TOWN Kansas City i e A e

-4 d. FULL NAME OF {1f not in bospital or insthution, give strest sddress or location) d. STREET" {11 saril, mive location)

o | weihar

[&]

<] -

o 3. gE%%ES%% &. (First) ' b. (Middie} ¢. (Last) 4. DATE (Month}  (Dsy) (Yesr)

) { Type or Print) Manford - - Coffey DEATH September 15, 1940

g 5, SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, | 8. DATE OF BIRTH 9. AGE (I yeurs| ¥ UNDER | YEAR | O UwDEn u Hm.

% WIDOWED, DIVORCED (8pecify) Last birthday) Mom.h-l Days | Hours I Min,

< .

= 10a. USUAL OCCUPATION (Givekindof work | 10b, KIND OF BUSINESS OR_IN- | 11, BIRTHPLACE (Btate or forelgn country) 12. CITIZEN OF WHAT

E done during mcet of working life, even if retired) DUSTRY COUNTRY?

oy )

|13a. FATHER'S NAME . 13b. MOTHER™ S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
o - .
1

E I5. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT'S SIGNATU R NAME ADDRESS

< {Y . no, or unknowan) I (If yow, give war or dates &f servics) NO.

L] -

= ‘

;:I; 18, CAUSE OF DEATH conpit MEDICAL CERTIFICATION \\\ mﬁ SETWEEN

) 1. DISEASE OR CONDITION
2 [ e ter o o s vy | DIRECTLY LEADING TO DEATH* (5 (\\Q& \\“ \&
= . ] 1) \
" oy

5 o This dots mot mean | ANTECEDENT CAUSES 0

- the mode of dying, such Morbid conditiona, if any, giving DUE TO (b} \Q.‘ & L=

- o8 heart failure, asthenia, | rise to the above cause (g} mmug \‘{_\ \\ N . . ..

kT ete. It mieans the dis- the underiying cause last. I R il . . L R e

o ease, injury, or complica- DUE T@-“:)Q\ LAY “ i

% || tion twhich caused death. | 1. OTHER SIGNIFICANT. CONDITIQNS ) V\/" R

E " Conditions coniribuling to the d% !mL*:nt\

- related to the disease or eing tal{ﬁé;

f || 19a. DATE OF OPERA- | 13b. MAIOR Fmom&r\@ﬂ'\gu e o T . - | 20. AUTOPSY?

2, .

= i YES D NO D

o [[2ta. ACCIDENT tBowcity) 21b. PHACF OF INJURY te.. inorabot | 2lc. (CITY, TOWN, OR TOWNSHIF) {COUNTY) (STATE)

> SlJiC%gIEDE boma, farm, factory. strest. office bldg..e10.} . C

-y

g vd. TIME (Mocth) (Dwy) (Yer) (Houn | 2le. INSURY OCCURRED | 21r. HOW DID INJURY OCCUR?

T [t o |y e

J L 3 P e

E 2. 1 hereby certify that I altended the deceased from , 19 , lo 19 , that I last saw the decessed

= alive on , 19 , and that death occurred at _________ m., from the couses and on lhe dale stated above.

2 || Ba. SIGNATURE _ - - (Degron or th.le) 23b. ADDRESS CT '| Be. DATE SIGNED
3 [ - . — — . i L ’

H 24s. BURIAL, CREMA- | 24b. DATE z4c NAME OF CEMErEmr OR CREMATORY .| 24d. LOCATION (City. town, or county) {Stats)

~ TiOM, REMOVAL Bpsaity) e : 0 :

¥ {| Reinterment Green Lewm_ Cemetery : N

DATE REC'D BY LOCAL | REGISTRAR'S SIGNATURE . 25 FUNERAL DiRECTOR’ s st anuu ADDREAS
9-16-194 M. M. Crowe . \

Embalmer’s Sunrntm ot Reverse Side)

¢
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STATEMENT BY LICENSED EMBALMER T
e {#

) - . T
I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by e A
. i N .~ Student Embsimer No. . ,
working under my personal supervision. ’ . ! { :

‘ H

. d ! ) . . 14
CoStudent .o.iisenaens Seeeserssascsntitancaen Signe ML NN SO SN g
Student Embatmar ) . . . r s

. _Licensed Embalmer No... s

P. O. Address
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING (Failure to comply with
the above constitutes ‘grounds for revocation of hcme) . )
- If this body is not embalmed, fact should be so nated_ above. ’ o T T T 2y
. e g




