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Ff 1942
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STANDARD CERTIFICATE OF DEATH State File No.

Primary Registration District No......._. /602—- -~ - Registrar's No..;..:.:.:..;_.BBiS

t. PLACE OF DEATH: 2. USUAL RESIBENCE OF DBECEASED: yf
@ comy....58CKsOD o sme. Missouri Jackson e
(b) City or town........ nansas Clty Kan sa S %“f%y o
(L sutsisle cily of town limila, weite "RUHAL" und aame of toweship) {c} City or town...... s
Il'uu a city or fuwn limils, write "RUKRAL") dr

{c) Nnme§ 1osmtal or inatitylion:

neral Hospital No, 2 59

{d) Length of stay:

In this community ...
years, months or doye)

{If not in bospitel uor inslitution, write nrrgl.

In hospital or institution

years (Specify whathar

B2 0-8-43

1624 farrison
(If rural, give location)

{r) Citizen of foreign country? NO (Yee'or Na)

{d)} Street No.....

H yes, name country.

3. (a)

FULL NAME.

PRINT ROBERT WINN

3. ()

If veteran,

name war.

3. {c) Social Security

No..£ AT R, »..

4, Sex

. Color

6.

6. ()

Male ji“ ﬁegr

Name of husb'and or wife.

6. (¢} Age of hug

{a) Single, widowed, ma.r_xied,

/ divorced. L LLARAAAAA

band or wife if
e TP

{ l)ny) {Year}

“that | last saw h

MEDICAL CERTIFICATION

¥

20. DATE OF DFiAél‘l]: Momh....Q.Q.fC.Q.hGl‘....dny 8

a5 p..

year. hour. minute.

21. [ hereby certjfy that I ttended the deceasedfrom.

September 26 4 AR Uetober B 0 42
imam”m "“Getober B mgg
and that death occurred on the date and hour stated above,

Pulmonary Embolism | Dwaion

Immediate cause of death

8. AGCE: Yeara, Montha Days If less than one day
50' 5 I‘ hr.
9. Birthplace. Shre vepor t LQU.i Si ana. {
{CiLy, town, or wunu) {Sml.u or Fureign country)

and_Infarction .. -
b Subacute.bacter;él endo-"-
ue to...: -
ecarditis
Due to... ) él s

1

Oth dition
10. Usual occupation. one (Tt:fll\-uc!:l;re]gn(:ncqy within 3 months of desth)
11. Indnstiry or busi MR FHYSICIAN
' : —_
% (. nom. DTOAA WiND wj B
E 2. - - I {si / . - hUndcrline
2| 13 Birthplace oulsiana the cause to
(mhwn uetHd (State or foreign country) © Of autopsy...... Sa."le as 8bOVB should be
ﬁ 14. Maiden name. .. Z8 s ton ] charged sta-
= L . s ana/ tistically,
& 15. Birthplace Ooul S_l 22. If death was due to external causes, fill in the following:
{City, tgwn, or count; {SLute or foreign country)
16. (8) Informant ﬁ co I'd Clerk (6) Accident, suicide, or homicide (specify)
® Am General HOSP ital No. () Date of occurrence
Wh id inj 4
17. (@) v/ N Date thereof.. ({ ? A H (@ Where did injury occur (Gity o towal " {Connin) IR
" (Burial, crematian. or removall oath) (Day) (Vear) {£) Did injury oceur in or about home, on {arm, in industrial place, in public place?
(c) Place: burial or cremation.. % ) #

19, (a)

Signature o%&ml yect@ 7%
Addr Yo tey !

e COY,  eatayel 4 ’% y 7 (“pedfr type of place)
While at work? .o () Means of injury...

W s PN "‘/L(b) 07/1 y N @—W-\

Dnl.u ranc“ed local rogistrar}

{Ilegistrar's signature)
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{Licensed Embulmer’s Statement on Heverse Side) V



working under my personal supervision,

P. 0. Addre55
Note: The ahove MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN IIA‘IDWHITING.

the above constitutes grounds for revoeation of license.)

(Fallure to comply with

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



