No. 2

-17-39
x32873

FILED

DEPARTMENT OF COMMERCE
Bureavu oF 7HE CENSUS

Registration District No.......

DEC 7 19&2

147

STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

Primary Registration District No__/OD_?.. .

36487
4336

State File No.

Registrar's No.

{g) County.......]
(4} City or town

(¢} Name of hospital or institution:

3220 Eaat 30th Street

" 1. PLACE OF DEATH:

P

Jackgon .*' ' -~ Tap
‘Kansag. CItv

{If outaide city or wwn limits, write "RURAL" and name of township)

/

(d) Length of stay:

In this community_____,
yeurs, moathe or days)

(I not in hospilal or inatitution, write street number or !oc_n&l_ng)_
In hospital or inatitution.

56 Years

{3pecify whather

2, USUAL RESIDENCE OF DECEASED:

{a) State._Missou.xi - (&) County.._..

© Kansasg “ity
(11 putgide city or town limits, write "RUNAL")

Street No.._ 9220 East 30th. Streat
(\Bor No)

74
g

Jackson

City or town

(d

-~

(¢) Citizen of foreign country?

If yes, name country.

3. PRINT
Full NAmE.Mrs. Buth larahes Wynne
3. (b If veteran, 3. (¢} Social Security
name war None No. None
6. (a) Single, widowed, married,
4. Sex mﬁle DZiwotce‘gid‘OHEd____

6. (b) Nameaof husbmd[/%&MT‘
Thomas Frederick Wynne

6. (c) Age of husband or wife if

MEDICAL CERTIFICATION

{1f cural, give location)
No
l9th
30 P

iz
e

20. ber  day

nute.

sedfrutn..._ QL.
L Uy, 9.

that Ilast sawh..” ‘alive on l JA—-lr
and that death occurred on the datr.rnd hour utated above.

Durailion
Immediate cause of death

16. (a)
(b}
17. {(a)

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

(e}
18, (a)
¥
19. (a)

Informant. M188_Ethel. Davis Rynna
Address___ 9220 East 30th Street

Lremation @ Date thereot. Now.21 1042
(Bnrhl.am,luon.ornmvtﬁ) onl.h) (Dly’ {Year)

Place: Vlﬁﬂﬁfcmmﬁun_niﬁ é omer s_Sons 1
Signature of funeral director.

Addresa 1401 Brush.

/2. o 0,574 ,...%ﬁ'::___ﬁ

-u rnmu'ui lou regiatrat} {Registrar's rignature)

alive.. TN T L years ;
7. Birth date of deceased_. ADPTL). a 1853 b f \ J.....x yal
o cate ot dee (Months {Day) (Year) Fin blioa O TVe -Sekidiont [Oyn,
8. AGE: Yeatrs Months Days If less than onc day Due to U A 0
89 7 7 11 = i
hr. mi
- T n Due to (/ [j\‘ \
o. Binthpiace_ADdOVET ohie. ./
é 1y, towa, of county} (State or foreign country)
dit
10. Uesual cocupation ousewife At _Home O(%E:li;:;;;::y within 3 months of death)
11. Industry or business None Yoy Endime " PHYSIGAN
ajor Am H —_—
g 2. Namquggpklin K. I’a-rabee Of operations // Underline
2| 13. Birthplace...... Vermont { which death
Ci ar [ &
% 1e. staiden ame 0 FACELEY. M. Atwdy e smn) || Of sutopey.... s e
tistically.
g{ 13. Birthplace. T (ﬁzzr}z?:ﬁnu{ 22. If death was due to external causes, fill in the following:

Accident, sulcide, or homicide (specify)

Date of cocurrence.

(a}
(&)
(e}
€4}

Where did injury occur?

(City or town) {Coanty) (Stare)
Did injury occur in or abotit home, on farm, in industrial plaoe In publIc place?

While ot um?
. Signature

Address. wa

{Specily of

place)
SAE——L Mwm_ :;r \'_____
(M, D:dr other .
/\-6'1"- Me _________

| Date eigned.. ” 70"‘{'2'

(Licensed Embalmer’s Statement on Reverse Side)



A
#2

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, -

working under my personal supervision.

Signed

T Licensed Embalmér No

 rosiin it ...

Note: The above I\TUST BE SIGNED BY THE LICENSED EMBALMER in his OWN ITANDWRITING. (Failure to comply with
the above constitutes grounds for revocation. of llcense.) .

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




