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

DEPARTMENT OF COMMERCE
Burmau or THE CENSUS

Lmingugn]l-)iagﬁg N!m%ﬁ..___

STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

: 30950

Staie File No

Regisirar's N o.n-...é'_g}'_o.g_____

1. PLACE OF DEATH;
(a) County Jackson

@} City ortown.___.__Bansas City, Mo.
[H outside city or tawnlimu-l writs “"NURAL" and nams of toweahip)
() Name of hospital or institution: /

2, USUAL RESIDENCE OF DECEASED: 5‘/ 07

(@) stateMigsourd @ coumy_ Jackson =2

(c) Cityor town....-_.Ka-.nﬂQ:_s__g.i_tx....MOC
(If outaide eity or own limits, writs “RURAL"} b

{Dats received local reristear) {Regisirnr’s signnture)

_______ 42186 8% John (@) Street No._.4216_8t John
(If ot 1n bospital or institution, write streer nn.Tr oz location} €1f raral, give location)
(d) Length of stay: In hospital or institution
{Specify whetber [| (¢} Citizen of foreign country?. (Yes or No)
In this community. __ ) years
years, months or duy) If yer, name country.
MEDICAL CERTIFICATION
3. PRINT
Uit NAME Alexmnder Soott Sent 17
T " T 20, DATE OF DEATH: Month. RODGCe day
B veteran, 3. (¢) Social urity a0 P
”...J.Qia___._h u 1 mintte, M.
name war. Nona No._None — e our .
21, I hereby certify that I attended the d from
5. Color or o. (o) Single, wi d, 7 19/ 5 m yd 7 19._{7_{_3
Se Male ,Zdi ‘W’ {ﬁ %ﬁ [ N / !
4. Sex race. "°r‘:°d---—-----—---—- - || that I last saw alive on 7 e 19.9735;
6. (5) Name of husband or wife.......vocoeeorroe. _ 6. (c) Age of husband or wife if || and that death occurred on the date and hbur stated above, Duration
Vina Scott nﬂve__.‘___g__e_ B _years Iﬁmc iate cause of d .
azrwz,,,/ Z t.af/f O&M )
7. Birth date of deceased.... Mar.oh. Da 1859 : 2 %
(Month) (Day) (Yeur) y
8. AGE: Years Montha Daya 1f less than one day Due to /‘%‘”’z""""’"‘ il W 2%2_
B4 | 6 12 /. f
hr. min, i o
ue to
9. Birthplace , Nova Scotia J -
. (City. town. or covnty, - {State or fureign comniry) B < W_
Oth dit Gﬂw orothty.d Va X/ P!
10. Usual secupation Ret ired (In:Il:m:gl;l:g::::r witkin 3 months of death} ﬂ
11, Industry or business B PHYSICIAN
o ajor Andings: _
% { 12, Name Timothy Scott Of operations..... L Lzt I ’5_. o
= W = : T . ) nderline
2\ 13. Birthplace Nova Scotia F L hich deas
{City. twwwn, or couat. State or foreign country)} Tl d
& { 14. Maiden name o Recard Of autapsy shovld be
S N R dy tistically.
15. Birthplac. oot e o_facord /£ ng: i
g P T e—— Ginta forsinn comanedy ™ || 22 If death was due to external causes, fill ln_:he followlng: i
16. () Informan Maprtin Soott ) {a) Accident, suicide, or homicide (specify)
(#) Address. ... 4218.St. John.. _K‘_G_‘Mo‘.________ 2 45 {8} Date of occturence. -
17. (@) Burial — (%) Date thereof Sept. 0- {c) Where did injury occur? o o o
(Burisl, crematiodk or removal) (Month) (Day) (Year) {#) Did injury occur in or about home, on farm, in industral place, In public place?
{c) Place: burial or cremation Mt washingt on
18. (s} Signature of funeral diregjog Shei 1 Fune ral H-oma While at uurk?-.___. . ___(f’“_f’ trpe of ':;; Of IMJUIY e,
®) Address e S g %&mﬁ-ﬁ-/z/ 8 010, croue
. 23, t S
w0 @ L=(97%3 o =¥ _2- L_[;.j_'_":m"m Qﬁ—a e !

Address. 700 ’M ﬂ{j?;'(am Date dgned? =/ 843
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{Licensed Embalmer’s Statement on Reverse Side)
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STATEMENT BY LICENSED EMBALMER

-

I hereby certify that the body whose name is recorded an the reverse side, of this certlﬁcate was embalmed by me, or by-

, Registered Apprentice No - e ,

working under my personal supervision. ..
:

Signedl a— fo W .-
R . VLlcensed Embalmer No.......... 3 C ...... 7r ......................

’ - P 0, Address

Note: The above MUST BE SIGNED BY THE L[CENSED EMBALN[ER in his OWN HANDWRITING. (Fallure to comp]y with

the above constitutes grounda for revocation of license.)
. If this body is not.embalmed, fact should be so stated above.




