DEPARTMENT OF COMMERCE

ol SRS

MISSOUR] STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH

State File No 41645

002
| Repistration District No. Primary Registration District No...m}....am..... Registrar's No. J—O 3 ?
i. PLACE OF DEATII: 2. USUAL RESIDENCE OF DECEASED:
{a) County. -_TaC KSOH ars .
rnansas City (a) Smte.w..ﬂllﬁ.ﬁ.glulr.lmmm_ (5) County. Jackson

(4 City or town

(1£ autside ity or town limits, write “RURAL" and name of township)
(¢) Name of ti_ispl tal or Institution:

F_5th

ransas City

{¢) City or town
(If cutaide city or town limity, write “RURAL™)}

. Usual ocenpation.... loUSewife .

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

10
11. Industry or buginess
& { 2. Name__JOSeph _Salemi ___.[_
E 13. B[l’lhnlan-
E 14. Maldes name. nggm%‘?.“c‘tﬂ G CaV%I‘Hd m'")
'5{ 15. Birthplace D S
=3 {City, town, or county) (State ar fareign country)
16. (o) Informant..s.08_ Cali

() Address 1031 E 5th
17 o . Burisl - (8) Date thereof. NI

(Burial, cremation, or removal)} {Mozth}  (Dey) (Year)

tion

{If not in hospital or institution, write streat number or location) Q 1 O
3 Street No. 3 5 5 t h
(d) Length of stay: In hospital or [nstitation (Specify whither {1f cural, give location)
In this community. 30 YyIs 30
years, months or days) {¢} If foreign born, how long in U. S. A.? yenars.
@ prNE o ANTQ’R}: CALI MEDICAL CERTIFICATION
' 20. DATE OF DEATH: Month 7 2= 2 /= /&,
3. (¥ Ii veteran, ) 3 (3 Sodal)geicunty V4 o Pl e & M
name war, No. wal
21. T hereby certify that I attended the deceased from
P 5. Coloror 6. (a) Single, widowed, maraed 19 ,to 19 :
4 -
4. Sex race, 3 divorced.I*. aJlQowe that I last saw h 24 alive on —317.Fe. 19,
6. (B N%Hﬂ tusband or wite . & (¢) Age of husband or wifeif {| 2nd that death occurred on the date and hour stated above. .
Nnown Duration
AV _vears || ITmmediate cause of death s
. Birth date of d d Bct 20 1883 e Al ‘/W
{Moath) (Day) (¥ oar)
8. AGE: Yeara Months Days If less than one day Due to. _/’1 L
5 7 2 ll hr. min
A Due to
9. Birthplace. I Ealy '7
- {City, town, or county) (Stata or foreizn countr#)

Other conditions @M»&M (W«-f. t,/c-,)

(Inciede pregnancy witkin 3 months of death)

PRYSICIAN

Mn]cr findings: ,&M sl e _—

(O operations.
Underline
the cause to
[which death
Of autopsy. should be
_ |charged sta-
2 L. tistically,
22, If death was due to external causes, fill in *he following;

(o) Place: burial or Mt St dary's Cemate

18. () Signature of funeral director.
(b} Address 901 F _&sth
19. (a) 2l =40 ® P Vs, A9>vaea—

{Data received loca! registrar) { Reglstrar's signoture) *

Accident, suldde, or homiclde (specify)
Date of occnrretice

Where did injury oocur?.

DHd injury ccecur io or sbout homé on farm.'rl)i Indnxtrgal plal.r in pnbllc pls)oe?

(a)
)
(e}
4]
:)Ii'

{Specify typo of place)

While at work?.... £)_Means of huunr_____._.________-
e g
Signat m&‘_# - (M. D. or other) ...

?"“% W‘ﬂ Date signed £ =7~ 9‘4/

23,
Address L 1E

(Licensed Embalmer’s Statement on Reverso Side)




|
|
l.f
|
|

Y

STATEMENT BY LICENSED EMBALMER

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

Registered Apprentice No

working under my personal supervision,

Signed

Licensed Enmliba!-m‘er No

P. O. Address

Note: The above MUST BE SIGNED BY THE LICENSED EMBALDIER in his OWN HANDWRITING. (Faﬂure to comply
the above const:tutea grounds for revocation of license.)

If this body is not embalmed, fact should be so stated ahove.

kY -




