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

LED SEP 7

DEPARTMENT OF COMMERCE

Registration District No..

STATE BOARD OF HEALTH OF MISSCURI

STANDARD CERTIFICATE OF DEATH

Primary Registration District No...

27519

State File No

—™
Registrar's No.__.._..___&._ﬂ.ﬁ.x;' ;"‘) 3

/00 )

BurEav or 1HE CEX
1. PLACE OF DEATH:

Jackson

2. USUAL RESIDENCE OF DECEASED:

{s) County 1 e Missouri Jackson
® Cityorwwn____kansas City @ Stac @) Teuty Z
111 gatside city or town Hlmits, write “RURAL” and oame of townsbip) || (s} Clty or town Kansas City £
{¢} Name of hospital or institution: . : {I cutaide city or town Himits, writs *“RURAL") [
Kansas City General¢/Hospital @ Street No...... 3003
{If not In hospital itotion, writs strest b 8' location) Tee (If rural, give locatisn)
Length of In b u GAYS .o
() Length of stay: In °ﬂﬁ% Fpuggon- I:Té;.c;f, whetber || (e) Citizen of foreign countr#¥L0 (Ve gr No)
In this community. 4 J bf('e no
yoars, months or days) If yes, name country.
MEDICAL CERTIFICATION
iull Mame___Florence Woodard
FULL NAME
— . 20. DATE OF DEATH: Momn__ AUZUSY ., 20th
3. (B 1f veteran,. 3. (c) Social Securlty vear 194 . 4 mimnee. 69 Pey
name war. no No. no
21, I hereby certify that I attended the deceased from.
fe 5. Color th 6. {a) Single, v.-idcwqi.d:aw'g. August 14 ;9,,‘_%,?? w.August 20 194_3.
4. Sex race | /zd[vorced........_..._......_._______ that I last saw b__S.L. alive on. August 20 19_&5?
6. ( hi ifx... 6. fvhusband or wife if || @nd that death occurred on the date and hour stated above. i
3 ARy WSE‘&EY“F‘(“DEGG%:‘&? ¥ ot s ot g Fractured femur Duration
Mar R X ¥ i
7. Birth date of d arcr ccidental fall in home
{Month) (Day} {Year)
8, AGE: Year Moenths Days if lesy than one day Due to
;
hr. min
7& 5 15 d Due to | g é‘ At
9. Birthplace innesota /s [ /
{City, town, or county) {State or foreign conntry) I
Other conditions Al
10, Usual occuDatlou................Mua.1.@....!Ile.&ehe.p..........._.,....m............_..._ {Inchule pregoatcy within 3 manthe of desth) ll-b
11. Industry or business PHYSICIAN
= James M. McNamara Majer findings: —
l:,—: { 12, Name................,....................Ir.é.ran d ‘? P Underline
Z the cause to
w | 13. Binthplace . . 'which death
i (City._ tuwn, or county) (State or foreign cofiniry) Of antopsy should be
= { 14. Maiden name.oo. . M P-Z AP 04— CORTROI oo charged sta-
stically.
§ 15, Blrlhplac&..__.( iaﬂekzg,rvk .Cit :&ﬂ‘gﬁ PR 22. If death was due to external causes, fill in the followings ™
16, (a) Informant . McN (6} Accident, suiclde, or homicide (epecify), .
‘ ~2H06 Aghes - 2=
() Add gn . oy Ll @ Date of occtirrence . £ Ff :
ﬁur ial : AU €2 1Y) Where did injury cccur?.. A =l ... g
17, {a) (%) Date thereof. 3 or tawn) (County) (State)
(Barial. cremation, or removal) (Month) (Day) (Year) (d) Did injury occur !/n.;-bout fo! farm in Industrial pl.me in public place?
(o) Place: burial or cremation...... Elumaod. Cemetery ” . o
18. (o) Signature of funeral director Eylar Funeral Home While at wol\?.__ .(Sp-c_d'-: Ypeciplas) miury_M._......
® Addres__.—IBOQ-—Lia ~BLYd ey bmu—v, V2 AW oenr '
79’ 23, Signature. - D,
19, (a) = (b) N —
ta received bocal rexistrar) « (Rexistrar's mawn} Address =

{Licensed Embalnier’s Statement on Reverse Side) -

74

! Date dzued.&'__ﬂ.nyj

o



Trime

STATEMENT BY LICENSED EMBALMEKR

! hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by

. i

= ; . , Registered Apprentice No...oiaen.

working under niy personal supervision.
—

Licensed Embalmer No. ﬁ

P. 0. Address_..x_.zq a0

Note: The above MUbT BE SIGNED BY THE LICENSED EMBALMER in his OWN HA‘\IDWRI’I INC. (Failure to comply with
the above constitutes gruunds fr revocation of license.)

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




