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WR[’i‘E PLAINLY—USE UNFADING BLACK INK—MAKE A PERMANENT RECORD

PEPARTMENT OF COMMERCE

Registration District No.___é.g.z..

v
STATE BOARD OF HEALTH OF MISSOURI

UG 26 1SBANDARD CERTIFICATE OF DEATH

BUREAU omm

Primary Reglstration Distet No..__.._ /8.0 2

Stats File No. 2 ?2 8 5
Regisirar's No......... mgégﬂ—

1. PLACE OF Dﬁéackqon

(a) County....

(3 City or town

Ransas Vity

(It outzide e!u or town limits, write “RURAL' snd neme nt townahip)

(<) Name of hospital or institution:

General Hosnital #2 “Vf

(1f not In hoepital or Fnatitution, writs sireet number or location)
(d) Length of stay: In hospital or institution L _G2Y
! (Specify whether
44 Yearg

Iz this community.
yents, mantha or days)

2. USUAL RESIDENCE OF DECEASED:

{a) State }Migsonri t) County._ JaCKSON -
-
() Cityortewn___ Kansas City -
(IT outside city or town limite, write “RURAL™) o
(@ Street No. 1422 _Fores. t_—ApIuL __2-.::.?IL£L il
(If rarel, give location,
(&) Cltizen of foreign cotntry? No (Yes 2-:%)

If yes, name country.

Fuf® FRINT  CLAYTON CARTER

3 It vetera:% Z? ﬂaj{) 3. (0 Sm
name wa No

4 &x.___l\_ﬁ_a_l..e_m_

5, Color or

Znee_Negr

.l

5 Nameof husbandorwife ...

Hlla Carter

6. (a) Eingle, widowed, married,
Sfivorced Mazried

6. (¢} Age of husband or wife if
nllve_......g’“..a..,....yenn

MEDJICAL CERTIFICATION

20, DATE OF DEATH: MonthA2EUSY _ aay 11
year. 1943 hour, ll: 2 5 minute P M.

21. I hereby certify that I attended the deceased from.

Augnst. 11 whBe _August 13 _ 1043
that T Jast saw h im alive on Augu S t 11 19...4....
and that death occurred on the date and hour stated above. ’
Immediatecanse of death__AC UL G _conceative

Duration

7. Birth date of d d Marech 4 1aan ||heaxrt failure
(Month) (Day) (Yenr)
8. AGE: Years Months | Days if Jess than one day peetgHypertensive itype heart diskase
with decompensation
56 5 7 hr. min.
A Due to.... o
9. Birthplace Mlami ..._.M_LS g. O Llr l 0 f;{ ’2 Ij
(City. town, or county) (Stai fureign country) i - N vl B~
’ Other conditions.

1%. Usual occupation

-

Industry or business

4

{laclude pregnancy within 3 monthbs of death)
PHYSICIAN

1z, Name___Bligene Corter

13, Birthplace... MLAIE oo .__"Mi.s.s'_n.ur_iQ

15, Birthplace

Yrginsiall

" MOTHER FATHER =

(City, town, or county)

16. (d) Informant ReGOrd Clerk

S forei untry)
{ 14. Maiden name, (C“,-B‘é‘j. T”'C}f)ave 8 ( u: o foreton comatny
Y

{State ﬁ forelign country)

®) WaL-R

19, (a) ......./...7.4:.. ¢

Date raceived lomal ruktnr)

..General Hosni: tal__ 2 ____/4_/_3

(Dn,)’ (Year)

Major findings: .
Of operations...__..
. Underline

the canse to
which death
Of autopsy ::lm be

sta-
_____ tistically.

22. If death was due to external canses, fill in the followlng:
(a) Accident, suicdde, or homicide (specify)

(¥ Date of occurrence
(¢} Where did injury occur?.
(City or town) {Conaty)
(d) Did injury occtr in or about home, on farm, In industrial place, in pnbllc place?

(Specify Lype of place)
(e

While at work?______

Meansof infury_

RO S o At - (M.QFI?.orothu)M‘
# 2~ o ol Date d:ned_t_ﬂ.‘:.#

X {Registrar's sipnattre)
Sel .

(Liconsed Embelmer’s Statement on Reverse Side)



R T L R N R e
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, R i jp—‘ QM’O
Signed. s . M?O

A - =
o . . AT Licensed Embalimier Noxgyf .................................
) (I ' .
. ':\ . s - 3’
8 oﬁ‘ﬁdjqre“sw_

Note: The obove MUST BE SIGNED BY THE LICENSED EMBALMER in‘ his OWN HANDWRITING. ({Fail

the above constitutes grounds for revocation of license.)

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



