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

DEPARTMENT OF COMMERCE

LY e s STANDARD CERTIFICATE OF DEATH st 2 m

AUG 17 194

STATE BOARD OF HEALTH OF MISSOURI 2 3 8 8 7

D( 4
Registration District No...... (/ ? Primary Registration District No_Z_DQZ_ . Registrar's No, ‘J;%'?
1. PLACE OF DEATH: 2. USUAL RESIDENCE OF DECEASED; . f 5‘ ﬁ'
Jackson !
(@ C?unty K s Cit {a) State Missaouri {8) County Jackson
[43] C:ty or town.,, ansa Y l}ansas bity -
{1f outside city oz town limits, write "AURAL' and nama of township} (¢c) City of town...... i |

(¢} Name of hospital or institution:

o KoCoGenera) Hospital No,l ﬂ

{If not io bospital or institution, wrile street cumber or Iucumn)

(d) Length of stay: In hospital or institution. ... &k LIs

In this community...,.... 12 years

days ...

(Specily whulh;;‘“

years, mouths or days)

(If outeide city or town Hmits, write “RURAL")}

() Street No........... 709 Washington

(ITTural, give location)

() Citizen of foreign country? Ll (Yes or No)

If yes. name country.

3. () PRINT
full Name.... Weorst, George

3, () If veteran,

name war...,....[u)_.-.I.‘BC.Qlfd...................

3. {¢) Social Security
Mo.record.

5. Color or 6. (a) Single, widowed, married,

4. Sex.HaleQ.. race. By rsenend

[}
divorced_ No..record

MEDICAL CERTIFICATION

20, DATE OF DEATH: Month July day. 23rd
yea.r_.lgjiz..........,...........-holrr 9 minn1-5 A . M * M
21. I hereby certify that I attended the d d from
5'21):!}2 19, to 7=-23-42 19,
that I last saw h..im.. alive on 1=2 3-1‘2 19}

6. (3 Name of husband or wife....cooooee. 6. () Age of busband or wife if || @nd that death occurred on the date and hour stated above. Duration
allve.. ... Immediate cause of death
7. Birth date of 4 i.No.record CEREBRAL HEMORRHAGE
. {Month} {Day) {Year) \
A}
8. ACKE: Years Months Days If less than one day Due to Q 7\ ‘{./
77 2 ? ﬁ d
) D P .t TR .12 v
Due to
9. Birthplace Indliana ,
{City. town, or county) (State or furcign country) N
it 4 Other conditions

10. Usual occupation None {lnclude pregnancy within 3 months of deathy

11, Industry or business % = PHYSICIAN
- ajor findings: -
& ( 12. Name No record —~ Of operationa..........
E 7 (7 . Underline
g 13, Birthplace. 1] 1L ‘twllhci:::glcli:catg
o (City, wwn or county) (State or forelgn conntry) Of 3UtOPEY ... . ahould be
w3 { 14. Maiden name....1 o |charzed sta-
= y yltistically.
S| 15 Birthplace It I 22. If death was due to external causes, fill in the following: B
= (City, tawn, or eounty) {State or foreign country} L

16, (a) Informa.nt.."RBCQI‘.d clerk... .

K .C.General Hospita]

(b} Address
17. (a} W
urial, cremation, or removal)

() Place: burial or cremation._. #o
18. {a)
@
19, (a)

{6) Accident, suicide, or homldde (specify)

(8} Date of oceurrence
(¢) Where did injury occur?.
(City or town) (County) (State}
{d) Did injury occurin or abotit home, on farm in industrial place. in public place?

(Sp-_lry type of place)
SO Means of injury:....coemens .7.\.. .........

(M.D.or otlk’r{..........
Date signed......ocmivers

ed.Dir,K,C.Gen,Hospital




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

» Registered Apprentice No.... .

working under my personal supervision.

Signed.. . S e reene

Licensed Embalmer No.......o oot

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 license.)

.

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




