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

DEPARTMENT OF COMMERCE STATE BOARD OF HEALTH OF MISSOURI ’ 1 26 8

Bures on T Conevs STANDARD CERTIFICATE OF DEATH e racisn s T
FILED FEB 28 002, S

Rezistration District No.__ L. _[.. - ’ Primary Registration District No.....£ ¥ 7 £ ™ Registrar's No
1. PLACE OF DEATH: 2, USUAL RESIDENCE OF DECEASED: yf
(@) County__dackson @ saeMisSsouri ® Coumty_s8CKgON 72
() Cityor town........}.{a (SO
(1T ootaide cu.y o tawn ll.mfl vé{l “RURAL™ and nams of f townghip) (¢) City or town Ka nsas C i t-v :
(e}, Nnmé of hos; d;xtal or institution: ‘) ("ww. city or w““mm. wriz “RURALT)  of
eneral HospitalUNo. . 3031 E. 10 St
(&) Street No. '} 1.
(11 not [a boapital or Institution, writs strees nmhat or loca ) (I vural, glve Jocation)
(d) Length of stay: In bospital ot Institution mo. days )
12 Years (Specily whether [] (¢} Citizen of foreign country? (Yes or No)
In this community 2
years, months or days) If yes, name cotintry.
Hgss
3. (s} PRINT A 1 h B kle MEDICAL CERTIFICATION
Fult NaMe. 2L DO EUCKLEW Januar 1
. I 3. (¢) Social Secturd 20. DATE OF DEATH: Month Yo day.c A
N veteran, . {¢ ci curity 19 44 1 l : 35 .
name war. No o lone g} S SN hour. : minute M,
21. I hereby certify that I attended the d d from.
olor or 6. () Single, widowed, mamied, || November 28 1w 45 danuary 1 lé4’.
4. SeLF..cm..a..le..._ rmceiiite . aZ/durnrced ..... Widow || that 11am awh. Sl aiveop d.80LATY 1 19‘3:4
6. (b) Nameof husband orwife.. ... 5. . 6. {¢) Age of busband or wife if || 28d that death occurred on thy date and hour atated above. . Durati
Fucllev : ub-phrenic uration
ucilicw allve.._ X% ___ _vears || Tmmediate cause of death
. Bt doee ot deeed._ June  Gth. 1885 fbscess '
(Month) (Day) (Yoer)
8. AGE: Years Months Days If lesa than one day h Due to Q ﬁi
r
08 5 2 7 hr. min.
Due to
9. Birthplace Hissouri 77
- (Cnr.ta-rn.aeou_my] - . {State or foreigm country) A - - ) B -
10. Usual occupation Housewife ?:2:;2::2?:1::, within 3 months of death)
t1l. Industry ot business S Pra PHYSICIAN
e 2101 hindings: e——
E{ 12, Name...._. Tohn .‘:Tl 1 son a Of operations : Underline
& : YT . Vo . i )
= | 13. Birthptace Wrsgourl ¥ the cause to
b (City. u.._’vu.g_ennn (Sl.lll or {oreiga country) Of autopsy be e abO ve rﬁﬁ?l%ﬁﬁ
& [ 14. Malden pame wattle Spatser : B charged ata-
E Missouri ﬂ titically.
15. Birthplage 85 : = - -
g {City. vowny ur connry) (State or foreles covatrn] 22. If death was due to external causes, fill in the following:
16. (a) Informant___ ¥ dJeATilson {9) Accident, sulcide, or homicide {specify)
() Address 3905 5t. John (5) Date of occurrence.
17. (@ —.Burial - @ Date thereor. 2o 3=1944 €) Where did injury occur? iy v vl {Canin) {Seate)
(Burial, cremation, or removnl) {Montk) (Day) (Year) (d) Did injury occtr in or about home, on farm, in Indestrial place, in puhr.ic place?
(¢) Place: burial or cremation.....QﬂlKﬁI',‘,L.C_em.e._tﬂl’_‘,}’.’.__..._...,,_.m...
18, (¢} Slgnature of funem! director_ 1l S . (ia L. Forster While at work?_ (3pecily iy il Yoo
dd.reu -..Fansas CJJ; Missouri |l 2, g ) m L
. ® M 23. Signature....— M i ' (M. D, o st o
: DL receiv rexiatra — (Reﬂ-mr s aixnature) ‘|1 Address Med * Dlr‘ l HOSD Dﬂtl.-llg'na-_é.4

j (ﬂ / {Liconsed Embalmer’s Siatement on Reverse S:de)




STATEMENT BY LICENSED EMBALMER

ismE

I hereby oer-tif y that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or-sy.

, Registered Apprentice No

Licenged Embalmer NOQZ_7..27/¢
P. O. Address W Y B

Note: The above MUST BE SIGNED BY THE LICENSED E.MBALMER in his OWN HANDWRITING. (Fallure to comply wil
" the above constitutes grounds for revocation of license,) . . . . .

working under my persqnal supervision,

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




