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WRITE PLAINLY—USE iJNFAD]NG BLACK INK—MAKE A PERMANENT RECORD
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DEPARTMENT OF COMMERCE STATE BOARD OF HEALTH OF MISSOURI

Bussao or Tux Cavsos STANDARD CERTIFICATE OF DEATH s s o <0 3

Prm:ary Registration District: Nn _— / 0 6.__L—\ Registrar's No. 2905

1, PLACE OF DEATH:
Jackson

(a) County

/ U

] L

-

ravsag City

(8) City or town

LA

{c} Na ofholpit rinﬁtunon

eneral Hospital #2

(ir nuui-!e city or town limits, write “RURAL" and oame nf l,ovmhlp)

i
LT
-~ M

In this community........

{If not in boapital or institution, write street n7¢ror loca 3 =
(d} Length of stay: In hospital or Institutién... 4-6/§ 14.5 ........
50 Year g {Specity whether

yoars, montha or deya)

2 USUAL RESIDENCE OF DECEASED;

(a) state. ¥15S0RTL . ® Coumy..JBCKSON Z
; »(c),'C!ty or town.. Kansas Cl ty f
;“ A (If cutsida city or town jimits, write "RURAL")
id) Street No.__ 1326 Be 16the-2rd 1.
{If rurnl, give location)
{¢) Cltizen of foreign country?. No {Yes pr No)
1f yes. name cotntry, d’

Full Rame. AMANDA DOUGLASS S

6. (&) Name of husbapd or wife.

3. (b} If veternn, 3. {¢) Social Security
name war, —’m No
5. Color or 6. (a).Single, widowed, ed,
sex sl R0 . 3mg.._Hegro‘ divorced. £ -

6. (c) Age of husband or wife if

MEDICAL CERTIFICATION

20. DATE OF DEATH: Month.... sl JANQ. . day 23
ymr__....19.4.5_.~..hom._..4.:..45.‘.........._.minute._.............A....M.

21, I hereby certify that I attended the d d from

_____ ~June -4 1940 June 23 43 .

that T last saw h.. X alive on Ju ne 2 ) 19.4__':.’?:

and that death occurred on the date and hour stated above.

Imuediate canse of death... __ﬂlpe rteﬁ§i16 IID_Q_

Duration

{b}

19, (a)é 32 -

}
o —

. .. ..a’m..— S
18. (o) Signature of fupetal o ....._.._4- i; ‘l';';:__';(

P

M“ﬁhﬂ\ allve .o e
7 Hirch date of deceased Tine 21 i869 | _heert disease with decompensation;
{Mounth) {Day) {Yeor) Chro n 1 c Ne Dhr 1t iS
8. AGE: Years Months Days 1f less than one day Due to.
74 D 2 hr. min.
" Due to I?
9. Birthpace.....-C@arrgllion . ___ Hissourd | [ o
{City, town, or county) (State or loreign country, - f -,/ i
W Othetr conditions.
10. Usual occupation o, (Include pregoancy within 3 months of denth)
11. Industry or business PHYSICIAN
o Major findinga: —_—
E{u Name. .00 0e_Wileox ) { operations......... oot
= . A nderline
=13, Bintbplace o (ghha;s n?m:lq the cause to
- niy tate or foreign conatry, i .
S ( 14. Malden name USTTIE " Brown Of autopsy ihould be
g i Missouri d stically.
g i5. Birthplace TS T ———t e 5& prpe 22. 1f death was due to external causes, fili In the following:
16. {a) [nformant___BeQ ord Clexrk . o |f{® Accident suicide, or homicide (apecily): '. Ko
® Addgeg......3eneral. Hospi ta.l..lfa ............. @) Date of accurrence SR
17. (a) ® hereof < i _j é" | () Where did injury oecur? TP —r (
(Barial, cremation. o removal) onth (Du) (YW) (d) Did injury occur in or about home, on farm, in Industsial n!ane in public pla.ce?
(¢} Place: barial or cremation.... e it - "

roge (Specify type of place)
While at work?...... — - ::)w 1!2;; of inju:yﬁ_..,m..m.m.._..
.
23, Signatg D. orottesica

%éq,sé/cf L0 E T e ieriled

Address._

(Dote recelved local resistrar) % {Rexistrar's elanature)
7 -

{Licensed Embalmar’s Siatement on Reverse Side)

“ !




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, e
N o
.............................. , Registered Apprenfa’:g Y
working under my personal supervision,
:_ Signed
‘o 5 o
.'\"‘"‘ Licensed Embalmer No
’ " ET
: B 0, Address ......

v \~.. / PSR
Note: The above MUST BE SIGNED BY THE LICENSED EMBALI“I‘..RHII h& OWN HANDWRITING, (Failure to comply with

* * the above constitutes gmunds for revoeation of license.) . W

If this body is not embalmed fact should be so stated sbove, o
- - ) ..'. :-_.7'




