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

DEPARTMENT OF COMMERCE STATE BOARD OF HEALTH OF MISSOURI ,’ o G")' J-"{

BUREAU OF THE CENSUS STANDARD CERTIFICATE OF DEATH State File No NS

lfem!'t'rl:;t!fn [343&}:\&& Noﬁ_..‘l%?_ Primary Registration District No_.jd,.ﬂ; Registrar's No 5494

1. PLACE OF DEATII: 2, USUAL RESIDENCE OF DECEASED: P
(@) County.....:]2 Rlacs on G o sae. 'igsouri & comty. JACKSON .
(&) City or town nsas LVvity , =

{If outaide city or town limits, writs "NURAL" sad neme of township) (&) City or town.. Kangas City -
{¢) Name of hospital or institution: / {1f cutaide city or town limits, write "WURAL™) rY
+ 109 East a26th Streef @ Strest N0, 17709, Eost 26th Street
{If pot in boapital or institution, write atrest number or lo(.’nuon) (1€ rural. give location)
(d) Length of stay: In hospital or institution . No
(Specify whethor {e) Citizen of foreign cotintry? {Yes or No)
In this community..., 40 Years
years, mooths or days) . If yes, name country.
MEDICAL CERTIFICATION
Fulf NAME... HENRY. 1/00DS ;
20, DATE OF DEATH: Month... 1€, Q o LB day.. -;ﬁnﬁ.ﬁ.@.ﬂ}l...
3. (&) Ii veteran, 3. {¢) Social Security 1945
T year hout. mintite bl M.
name war None No Mmne
21. I herebfceryly that sed fmm
. 5. Calor or 6. (a) Single, w{duwed marded, {| et el N C 19 .
" \ s 1 o SR
wsex linle | ,Z,m«__l\eP;IlQ ‘,Zdivorced ....... ddored] ga e sawh ive on e 19
6. (b) Name of hushand Of Wife....oeeewee 6. (¢) Age of husband or wife if || and Lhat death occurreld on the aafe and hour stated above. Duration
Callie Yoods alive.....—o...yearg || Immedinte causg of death
7. Birth date of rlrrrnmda hT. 3 1 -I ; 1870
(Montk) * {Day) {Yeur) .
8. AGE: Yeara Months Daya If less than one day Due to
73 8 3 ] hr. min
. Dhe to.
9, Birthplace Tonranoxie, Kansas /
{City, town, or conaty) (State or foreign country)
. ] Other conditions.
10. Usual occupation 'T'qn 3 f or {Include pregoancy within 3 months of death)
11, Industry or busi . i ﬁ = PHYSICIAN
e ajor findings:
g 2. Name. Anderson <oods Of operationa.. r Undert
- . . nderline
2\ 5. wrwince . Unlmowm. ( 9) he caee to
ity, lown, cnu,‘ul.y Siate or Eorefgu country, should
E{ . Maiden name..._s2aX wo Od 3 :haorzeﬁ Blba?
y, 4 Itistically.
. Birthplace Tmmo‘m d -
=1 (City. vomn. ot catiaty) i orivn counies) 22. If death was due to external causes, fill in the following:
. @ imformant 1S, Katie Woods (6} Accident. suicide, or homicide (speclfy)
(5) Address 1709 East 26th Street (b) Date of occurrence =
17, (a) purial (&) Date thereof 12 /9 A /A 2 (e) Where did injury occur? {City u, Lown) {County) Sta )
{Burinl, cremation, or removal) (Modth) Doy} (Yoar) (@) Did injury oecur in or about home, on farm, In industrial ptace. in pub!lc place?
{¢) Place: burlal or cremation.. B3 ’:b.l.&"‘ —
. / (“wifr 1ype of place)
18. (o} Signature of fﬁ " While at warkl... Y. see-fomees £) Means of injury.... reermrsssaresrenmaseras
®) Address.. /. A 2. rﬁ. ar : —ﬁ
9. (a) (/ 2 2 o Q é;: 23. Signat s \- (M.D.orother).........

. & . ,3._ . _—

Datereceivad local regi I&S rml K AdAress.....oovnens ,! /??‘) )"’}/—'x- P, J— Daze mgned/&?z,y
T R 82
(Liconsed Embalmer's Statement on l'h-n{-a SI( &= ‘g\




s

- ' STATEMENT BY LICENSED EMBALMER \,

.

.

O N

working under my personal supervision,

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

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




