No. 2
—1-4-41
5-17-39

I x26330

Qo

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

DEPARTMENT OF COMMERCE
BUREAU OF THE CENSUS

M SEP 12 104f,,

Regiatration District No.........:

MISSOURI STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH

Primary Registration District No............

State File No.......273_13
Lloe Regisirar’s No..... ﬂ2971

1. PLACE OF DEATH:

(¢} County. Jackson

Ransas “Vily

(5) City or town.

([l‘oumda city or town limita, write "RURAL' and name of kawoship)

(¢} Name of hOSDJtal or institution:

K.Y, General Hospital Ho.l 2\

{If notin honp{l.nl or institution, write ﬂrutﬂumaur or locnhnn’)

(d) Length of stay:

In hospital or institution

{Specify whether
et

In this community.
¥ears, months or daya)

2. USUAL RESIDENCE OF DECEASED:
MiSSOU.I‘i (5) County.

oKansas City

1901, ot g B T a sement

(If rural, give location)

Jackson ¥ 5
¥

¥

22 _(Yes or No)
L

(s} State

(¢) City or town

(d} Street No

{e} Citizen of t’orcijgh country?

I yes, name country

William Hufman

3. (o) PRINT
FULL NAME -
3. (» If veteran, 2 L 3. {¢) Social Security
name war Unko No._.__.._._...u.nk.%.......--.
5. Calor or 6. (a) Single, widowed, married,

divorced.....gg:!.'.’-.!... .

MEDICAL CERTIFICATION

20, DATE OF DEATH: Month....... AUEe __ day_. . Lith
year. 1911,1 hour 6 minute. 15 A ' M_QM
21. I hereby certify that I attended the deceased from
N el 1 to. 8_1"—'!“1 ) £
T BT

that I last saw h alive on

6. (¥} Name of husband of Wile....mmmmmee 6. {c) Age of hushand or wife if || and that death occurred on the date and hour stated above. Duration
alive.oooereoonnen years || Immediate cause of death
s, Bisth date of deceased Unknown Cardiac Decompensation
{Month) {Day) (Your) » ly
8. AGE: Years Moanths Days If lesa than one day . Due to 2 \A
T 83 f’/":‘ ﬁj
- - hr. min, . Lol
Due to.
9. Rirthplace, Un]m'own 7 - - ! ’Fé
{City, town, or county} " _(S\-BI.B or foreign country) ,’ *-7 w
: - Other conditiones.
10. Usual occupation.......J.AR1 tor, (Include pr e g S y
11. Industry or business — PHYSICIAN
Maj ings: —
é 12. Name Unknown =1'1((})1!- ng-:nti:m
8 }f . Underline
= . Unknown the canse to
& L 13. Birthplace ; ey 5 which death
H county) Stata or foreign country, of hounld b
E 14. Maiden name Mm f . autopey gpa?';leﬂ sts;\f
Unlmown tistically.
§ 15. Birthplace 22. If death wasa die to external causes, fill in the following: :
16. (a) Informant () Accident, suicide, or homicide (specify}
. i, 0T oy Sy errcr oo SRR PR SR

(b} Addrags ﬁ,

'4 i
17. (@ ..W._«__m
urial, cremation, of remov

(¢) "Place: burial or cremation.
18. {a) Signature of funeral di

&) Date thertof f_ é f/

{Day,

J2
(B) Addpesy. D
15. (@) 37 \ﬁ?

(Datfraceived local rexistrar)

4
{Hegiatrar's signature)

! H
-\drﬂul ted,Uir, K

(3) Date of occwrrence.
(¢}

(d}

Where did izjury oceur?.

{City or town) {County} {State)
Did injury occur in or about home, on farm, in industrial p!ace in public place?

(Spedfy type of pl
I ) mﬁy“mm"
7 E $ {M.D.or other)‘/)

.CAen, Hospital

Signature,
Date signed. ..o

{Licensod Embalimer’s Statement on Reverse Side)




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is reéo;'ded on the reverse side of this certificate was embalmed by me, or bv ............. LSO

. . , Registered Apprentice No
working under my personal supervision. '

7

. -~
h Licensed Embah%o A2

P. 0. Address.. /)’(}% ____________________________

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

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

‘..\




