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

DEPARTMENT OF COMMERCE:--

m&&gullsm BOARD OF HEALTH

3L173

{8} County. -
Kansas Uity

(b} City or town.
(I{ outside city o town limits, write "RURAL’ and nams of townghip)
(c) Name of hospital or institution:

K,C.CGeneral Hospital Na, .1 .
{If not in hospital or {ostitation, write strest number or location) /

(&) Length of stay: In hospltal or institutio davs
(Specify wlmr.l:er
7] ,—c;yxr—v

In this community.

BurnAv oF mx Casus STANDARD CERTIFICATE OF DEATH State File m."m.__.._
Registration District Nu..__":i_g_? S Primary Registration District No._._.___Lg..Q_g....... Registrar’s No (i
1. PLACE OF DEATRH: 2. USUAL RESIDENCE OF DECEASED:
Jackson

¥issouri Jackson

{a) State () County.

© Gity or town__Kansas Uity
(Tt putida city or town limit: write "RURAL")}
QStreet No.

1303 Harrison

(I{ rursl, give location)

14. Maiden name.
16. Birthplace.

(Stats or foreign muntrr)

Frect Ceppen
/50 3 W

{B) Date thetenf..... - 274
ﬁ! ) (Day) - (Year)
18, (a) Signature of lun:tal

(%) Address ’%%ﬁ;;ﬁ /E €,

I 19. (a) 9 26-40 (b

16, (a) Informant
()] Addtﬂm
11. (a)

(Burial, cremation, or ummr;d)
" {¢) Place: barial or c:umatio

(Data recaived localregistrar) (nnmm a ngnnm)

years, taonthe or daya) () If forelgn born, how long in L. 8. A.7. years.
MEDICAL CERTIFICATION
8. {a) PRINT 2
FULL NAME Oliie Dyke 25th
o T o - 20. DATE OF DEATH: Month....S@ptp-——day
. veteran, . {6 Security
g — yw___l._%..m...._.__honf 12 minute. 22 oM.
name war. No.. e e
- 21, I hereby certify that I attended the d d from.
3&,,.4,‘!/‘ " Cojo:m & (o) Slagle, wlpwed, marmed | - S.’S—m—‘l&t’hm- IQL‘-Q« tO._,S' -enf 2 l;+ h 19'1*'0;
4. Sex divorced. LRI that I Jast saw h...&X%.. alive on_‘s.eg)t.,_zggth _,..l..gm_____, 19___:
Namc of h dotwife oo 6, (gj Age of husband or wife if || and that death occurred on the date hour stated above .
g Q%P ’ é . i . P . Y | | Duration
alive___ ¥, Imnll!edmte L i16é of deatti
] - A
7. Birth date of dec .»(Lﬂ—'«— ‘7 /58 ( . )
(AMont) (Dsx) (Yeur) Acute mycotic aortitis
8. AGE: Vears Months | Days If less than one day Due to , IL i
Bf— 7 y é hr. min
Due to
9. Birthplace - , 7y O _
City, tpwo. or county, ~ _ (Btate or forsign country, " M
Wkﬁr D et condivions.. 02T COMa_of_small intestine
10. Usual occupation ... / q~ (Inetude pregnancy withie 3 months of death)
11, Industry or busipesa ‘ - Gerebral embolism PHYSICIAN
& M A || Mosor fndiogy —
2 § 12. Name - Of operations. Underts
nderline
> . 2z e, the cause to
= \ 18, Birthplace. which death
] ﬂ (% wﬁ)w—(ﬂau or forelim ountry) - Of autopsy. should be
S charged sta-
E ee above charged

22, If death was due to external causes, fill in the following:
(8} Accident, sulcide, ot homicide (specify)..

(&) Date of occurrent
(¢) Where did injury occur?.
(City or town) {County) (8tate)
() Dld mm.ry pccur in or about home, oa farm. in Industrial place, in public place?
(Specify type of place)

3%113 at WK e m )
- E (M. D. orothu)__._._

Admmmm Date signed

(Licensed Embalmer’s Statement on Reverse Side)




D STATEMENT BY LICENSED EMBALMER = - -~

. ) b .

1 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

Signed z‘f’// s

. | Lo ) oncnsedEmbalmu'No ‘25 )d

S S e :‘ﬁ__POAddrtﬂ—)A:.é_’l

Note: HThe ahove R[UST BE SIGNED BY THE LICENSED E\IBAL“ER in bis OWN HANDWRITING.
the above conal:ltutea grounds l'or revocation of license.)

dan

working under my personal supervision,

-4

[(Failare to comp

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