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DEPARTMENT OF COMMERCE
Bygkau of TAE CENSUS

Ellit DEL 3 1942/ ¥

STATE BOCARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH
_ﬂ Primary Recistration District No.__:/_d__a__..2£'

Regittrar's No,

1. PLACE OF LDEATIH:
@ Couny.....dackson

@ Citvortown . RSNSAS.

{11 outride city or town limits, write *

(¢} Name of hozpital or institution:

Lity..

f tawnship)

......... General Hos it&.l...HQ»..B._.J_.______..

{17 oot In hospital or institution, write street gumber or localiac)

{d} Length of may: [n hospital or institution.l '_'9'..'45." -10-4:3

In this community..... 7

(Specify whether
¥YT.

years, months ur days)

RMANENT R}

4
Kl

Z.

(a)
(e}

(d}

(e)

USUAL RESIDENCE OF DECEASED: y

s:ate..M;iS_ﬁQ.uI:i.ﬂ.,.m_. (3} County dJackson ’?

City or town, Kans as c i ty L%y
{1 putside cil‘g- or town lmity, writs “NURAL") 2]

Street No 1110 Brooklyn

(I rural, give location)

no

Citizen of foreiga country?

(Yes or No)

Tf ves, name country

3, () PRINT CLARA MONTGOMERY

FULL NAME

FAP

-
\9

3, (& I veremo. % .y 4

name war.

3. (¢) Social Security

5. Color or 6. (a) Single, wido
' .«I. sec.fEmale %eﬂﬁgm Odlvorced.
:. 6. (b) Name of husband or wife........commmciicene 8. (€) Age of husband or wife if
V11— years
7. Blrth daté of deceased.. £ S RITVBLY. 5 1909
. {Month) (Day) (Year)

20.

2l

MEDICAL CERTIFICATION

DATE OF DEATIL Monun NOVEMbET,,. 10
year._..__.....19..43.._....hour“..._.g 158 minnte B e M. .-

I hereby certify that i attended the deceased from

—-NMovember. 9. . w43, November 10.. .43
that T last saw h @I alive unNOV:Bm.bﬁrlo_. 19.._43

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

Immediate cause of deathiabetes_Melli._tuS_ Dl_‘_'ﬂ_l_m‘

bl

54 9

AGE!: Years Months Days

If less than one day

5

hr. min

UNFAD!NG' BEACK INK- MAR

PLAINLY—USE

WRITE

.

o

. Bi;thpmce_.m......c.?nteI::l’miam..........‘.,..... Misaour.i....éw

Ciky, town, or county) {State or {oreign country)- -

Due to. / I

we

10. Usual occupation unem p'l oyed ?}2&:531‘1:::, within 3 months of death}

12. Industry or b i i . - ' PHYSICIAN
ajor indings: —_

; 12, Name_.g..d..-ward Kinyoun Of operations... Undert

= ; ! ¢ Ve e ) .o nderline

= ) .

= Bmam.._c?nterximg___..._. M_(%s_s%.u.}:i_di__ the caue to

- Iy, tum g, or copaty. tate or foreign coantry Of autopsy shovid be

&= ( 18, Maiden nama,...id&udemﬁmphﬁ 11 : L m sta-

E Atk Y.

c {15 Blnhplnoe__Bl.a_ckHat_er ________ MLEiguI'_i_.d 22, 1f death was due to external caitses: fill in the following: .

= - {City, wown, of county) {Stawe or foraign country) .

Y6, () Informaiir ) ﬁec ord Cierk (&) Accident, suicide, or homicide (specify)

e (6) AcId-;r:u ‘Ge'nﬁfal HOQ:D itael 'NOI’-. 2 (8) Date of occurrence.

. . 3 o 2
17. (@ / ® Date thereot_dl = £ 2z YR || @ Where did injury accur? S T M P S T

(¢} Place: burial or cremafhon
18, {a) Signature of :
T o address 2z

19. () /{" 2’"

{¥iia roocived local rasistrar)

Did injury occur in or about home, on farm, in industrial place, in public place?

{Specily type of plare)
................ = (¢} Meansof Infwry. oo

..... e Y '._E("M D. orothert=..........
3 #2609 £ 22 v dgneaflzL1=43

P

/5/&) ! (Licensed Embalmer’s Statement on Reversa Sidey




Y

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

stered Apprentice No . R

* working under my personal supervision,

Note: The above MUST BE SIGNED BRY THE LICENSED EMBALMER in his OWN HANDWRITIN G. (Failure
the above constitutes grounds for revocation of license.) [

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



