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

CAUSE OF DEATH in plain terms, so that it may be properly classified. Exact statement of GCCUPATION is very important,

., -

DEPARTMENT OF COMMERCE

MISSOURI STATE BOARD OF HEALTH

37952

BUREAU oF Tith Gnovs STANDARD CERTIFICATE OF DEATH Stat Pt No. g o -
. w ‘l
Registration District No. __3.93___ eglstration Distrlet No...... 1008 Regletrar's Now_ . ~
1. PLACE OF DEATH: 6‘0 2. USUAL RESIDENCE OF DECEASED:
{a) County. Jankﬂon

ansaas City "? ¥

(%) City oftown
(If sutaida city or town limita, write "RURAL" and name of townsf
(¢) Name of hospital or |nstitution:

Geners]l Hospltal #2

Y
(If not in hoapita) or imlltnﬂon. writs strest number or location) '
(d) Length of stay: In hoapital or {nstitntion
7 {Spocily whether
In this community. years

(@ siate___ MO, @ Comty_Jacksnn

Kanasas City
(If cutaide clty or tawn Timits, writs "RURAL")

567 Charlotte

{1f rural, give location}

¢} Clty or town

{d), Stroet No

Y

(&) If [oreign born, how long in 1. 5. A.7.

YEeATH.

yoars, months or days)
8. {a) PRINT

FULL NaME___dJack Feagler

8. (&) I veteran, 5 N & -OF-F5 ¢ 3

8. (¢} Soclal Seecurity

name Wwar. None Ne. Wane
6. Color or 6. (o) Single, widowed, married,
4. Sex...]:‘_{_.al L= mce..._.N.e_g.m divorced_.MaI.‘.]:iEd]
6. (%) Nameof hushandorwife. . B (&) Ageof husband or wife it
C_ar lll.mf"'e 1 er nIIva_.._.....s..@..........yeam
7. Birth date of deceased g A 1885
(Month) {Day) (Year)
8, AGE: Yeara Months Days It less than one day
59 S i lohe min,
. . Ky, {

9. Birthplade .
-

(City, town, or county) (Bl-lll; or foreign countrg)

10. Tsual « thon Lahoarer i
11, Industry or buniness ﬁ
E 12. Name Unkmown ]
E 18. Blirthplace Unknown
s 14 Maiden pame (City. town, or muntg’nlﬁqowﬁ.‘jnm ot foreign ¢ountry)
E{m Birthplaca Unknown
= (Civy, town, or county) (State or foreign country)
18. (a) Informant's own slgnature Rerprd C.T erk
(4 Addres..._ (3818 tal #2 .
17. (a} burial (3 Date thereof. 11[ Swm
{Burial, cremation, or removal) (Moath) (Day} {Year)
(¢} Place: burial or crematfo B dge W
18. (g} Signature of funera! directo e
(%) Address 1729 LVd ia
19, (o) _.11=29=40 77’7 777 (ﬂ—'r—-a—z-t/

(Data received local regiatrar) (Registrar's signature)

MEDICAL CERTIFICATION

20. DATE OF DEATH: Month... 11 day 2]

Year. 40 hour.... ......l.Q......,......_.._.minuta._Eﬁ__ .P M
21. I hereby cortify that I attended the d d from
b Q1 B dQ) 9., t0 11.2] 1040
that I last saw h..lm_. alive on 11-21 19.4._0;
and that death oceurred on the dote and hour stated above.
Duration
Immediate cause of death
Septecemia~Lung skaena
Lollowing Lobar Pneumonia.
Dua to
¥
Dua’ltn A4 D
+
=
Other conditions,
{Include pregnnscy within 3 mooths of death) —
PHYSICIAN
Major findings: —_—
Of operations Underling
Lthe cause to
wl:ﬂch Id;a}:h
mhou °
Ot autopey. charged sta-
tistleally

22. 1f death was due to external czuses, fili in the following:
(a) Accident, sufcide, or hamicide (apecily)

(&) Date of oceurrence

(¢) Where did injury occur?.

(City or town) (County) {State)}
(d) Didinjury occur in or about home, on farm, in industrial ptace, tn puhlic place?

pe of place)
Means of injury.

.orother).__....

uigned.l:z,&

(Licensod Embalmer's Statement on Reverse Sido)

ﬂ




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, ot by il

Signed... =<

working under my personal supervision.

Lu:en Err;b;lmer No jf
P. 0. Address. //‘ng ZJ/E/j

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Fallurc to comply

the above constitutes grounds for revocation of license.)

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




