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

1 x25697 |

DEPARTMENT OF COMMERCE
ﬂw ui-mn CENSUS

Registration District No._ { €T ..

STATE BOARD OF HEALTH CF MISSCURI

STANDARD CERTIFICATE OF DEATH

Primary Registration District No._ £ *—* "

" _‘“n.‘

F 3099

State File No. 7
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7

Registrar’s No.

1. PLACE OF DEATH:
Jackson

Kansas City
(¢} Name of hospital

o limits, write “RURAL" and neme of township)
Research pi g {

{If oot in hocplul or institotion, writs “mi ﬂu or location}
(d) Length of stay: In hospital ?4’1-}‘;5;(%}(

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

uer

2. USUAL RESIDENCE OF DECEASED;

Missouri () County.
Kansas City

(1T outside clty or town limita, writa "RURAL™)
Snyderhof Hotel - 917 QOak Street

(1 ruzel, glve location)

No

74

-

-]
¥

Jackson

(o) State

{c) Cityor town

{d) Street No.

{Specily wherher || (¢} Citizen of forelgn country?. {Yes or No)
In this community..... 35_Years -
yonra, munths or days) If yes, name country.
MEDICAL CERTIFICATION
il RNT Mrs, MabelC, W P ‘
E . Ilson otter
Fm:‘ ':AM * 2 —— 20. DATE OF [iﬁé.\gm Month..September gy 18131:;15 5
3. {8} If veteran, 3. (¢) Social urity
h minnte, b
name war NO No. None year. O, - it M
- 21, I hgreby certify that I attended the deceased from.
Colot ot 6. {a) Single, widowed, married, V) L~ 1098 1o g - 1 1093
s. sex Female / race VN1 YO LavorceaWidowed that I last saw h alive on ,9 it 4 ; 19..‘..’2
6. {») Name of hushand OM’,'/ _B:_I_I_:__._ _______ 6. (¢} Age of husband or wife If and that death occurtred on the date and hour atated above. Duration
oLvier - - Imme?‘ate muzof death Vi
Harr I Pott alive........ Ll years (/ c
7. Dirth date of deceased.___&00EMSY -aa____lBB!im L -
{Maonth) {Yesar) . L raa i
- A
8. AGE: Yeary Months Ds:rt ‘ If lesa than one day Due to_. L
57 0 'E'?' hr. min .I.)-m“ ) ) ’
B} ue to
9. Birthplace.. Bichmond Missouri &
-{City, town, or county) (State & forelgn country) —
Oth diti
10. Usual occupation Nurse ' (1:;313:222«.:;;::, within 8 months of death)
11. Industry or business odombuviond o PHYSIGIAN
ndings: —
8 ( 12 Name William H, Wilson || Of operations - —
e ndetline
b Yoot & = S
L tate
e BERE Ty e | e e
tistically
g 15. Birthplace Of(gu (:'o?f' 8% “Of (ng%w%%o;ng- 22, If death waa due to external causes, fill in the following:
16, (a} Informaner].Aﬁ__E I__—E' 4 Vo A (a) Accldent. sulelde, or he (specify)
@) Address_ S O € ’J_,Lﬁm.anm e | @) Date of occurrence
17. {a) Crem’at ion {» Date lhemf_.s_e_p_t_n.al).lg.g:s. () Where did injury occur? (Clty o town) {County) Srate)
(Burial, eremation, or W"D (Manth} (Day} (Year) rH (d) Did injury occur in or about home, on farm, in industriai pla.ce in public place?
{¢} Place: Mﬁy/mmadon. ) . NeWCOmeI‘ §__SQ£$__.
18. (@) Signature of funera director.®2. s 4 = g P eans of injunr.. . .
® Address 101 Brush Creek Blvd. .
wo@ B-2l=4¥3 o T L, S

{Date receivad loca) reglstrar) {Aegistrar's c[xn:tnre)

(M. D. or other,
... Date signﬁ..__g_s

{Licensed Embalmes™s Statemenl on RHeverse Side)



‘ i
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 e eeeeeeee .

working under my personal supervision,

Licensed Embalmer No

P. O. Address: /%/‘ﬁ % :

e

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply with
the above constitutes grounds for revecation of license.}

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




