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8. No. 2 DEPARTMENT OF COMMERCE THE STATE BOARD OF HEALTH OF MISSOURI N Y

‘s | FILED “WPR™IT 1945 STANDARD CERTIFICATE OF DEATH Stte Fite o

o I X36671
Registration District No.___.._.{ i(j Primary Registration District No..—.__.Z.0 0 2 __ Registrar’s No. 139 4
{ 1. PLACE OF DEATH: 2, USUAL RESIDENCE OF DECEASED: y
' @ County......Jackson @ saee. Missouri ) Coumty_ dBCKSON Q’
() City or town Kanses. City -
{If outside city or town Limits, write "AURAL" and pame of toweship) (¢} City or town I{an g98S C 1 tv .
{¢} Name of hospital or institution: . T (If outsids city or town limits, writs  RURAL"} ?
K..C. General Hospital No, 1 A | creeno 2219 Porest ,
{If not in hoapite] or institntion, write strest Dumber or Iical.ua) (1f rural, give location)
H HANTIE I S &
(d} Length of stay: In hospltal or institution. (Spu::fy wiminr || (& Cittzen of forelgn cotntry? ‘Zw ' /) (Yes or No)
In this community.....J 7 “ry.
years, months or days) (f If yea, name gountry. L
' MEDICAL CERTIFICATION
a) PRINT
Albert ph d__
NAME. oot e e She M\ Social Sec 20. DATE OF DEATH: Month NIaTCh day. 23
3. (#) i veteran, 3. () Soclal Security year—. 1945 hour_ B ot e M.
name wnr‘?.lso.'l-l.l._.___._.._ No..  ZAO-stln s ..

21. [ hereby certify that I attended the deceased from

5. Color or 6. {a) Single married, _____Mal‘_gh____z_z___________ 19__%_ 5.... I'ﬁ.ar c h 2 3 19_%'5
race. LAY ... divoroed . || that 11ast saw b JTh alive on March 23 2
6. (¢) Age of husband or wife if and that death occurred on the date and hour stated above.

PP o W/ R

6. () Name of husband or wife, Duration
X y alive oo Immediate cause of death......... di ac_._d eeompen- . ..
7. Birth date of deceased ... - L8 3 J'f' -sation
{Day)
8. AGE: Years Months Daya If less than one day Due to '},/
o
(90 a / 8 hr. min e u
T / Due'to 3
9. Birthplace.... .1 .:I:Mmﬁ.gm _‘Z’MAAA;_\,_ - I7 ¥ D
{City, town, or conn (State or forsign country 1”4 l
* . ; Other conditions
10. Usual occupation £ & L~ A, - T Toclude pr within 3 tnonths of daath)

11. Industry or busi RO~ A ; PEYSICIAN

. . . Major findings: . . f , ) —_—
g-{-lz,- Name.:. w lé“ O e Aot 2 e 4 e ot e e+ Of operations...... T o ' “Underline

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

(/ the cause to
ﬁ 13. Birthplace LY N'ij_e which death
{Ciy, tow, “Ea [y Braws o fomiem couziiry) Of atitopsy........ should be
14. Maiden name.. A . i charged sta-
g : T tistically. .
Eg 15. Birthplace (C\u pm————— — wmu” 22. If death was due to external causes, fill in the following: .
'y WIL, ) J
- ¢ 16 (') Tnt + e (a) Accident, suicide, or homicide (apeciiy)
. (a; ‘ormant., - ,.:go/.,\w. B MEAARA A
(&) Address k&.m& ‘ () Date of occurrence
ress.... Rt s aneCobadrns, OO
i7. (a) . . - (®) Date Lhcreof 3 IS{:‘.?.. | (> Where did injury occur? {City or tawn) {County) (Aate)
T+, (Bria), cremation, or removal) (Da: “(Year) (&) Did injury occur in ar about home, on farm, in industrial place, in public place?

() Place: berinimgt-cremation..... W
t- 18. (o) Signature of funeral director. \U Aot.h s En#rm ( HC’ m z

) Address_ SBet 08 () v—o-cb Btrormdn . ...
19. () B_rale M ®) __,72,__8_.-

{Dute reccived bocal re: {Registrar’ lnmlm) i
{Lictnsed Embalmer’s Statement on Reverao Side)
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STATEI\IENT BY LICENSED EMBALMER * ' . , ST L Cooantt '
. . "o
. . . F . _ PR S
I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by . : oot
_____ N ‘ i ) ) e Registered__épprentice. Nc;, o A 3,

working under my personal supervision,

Tt

' o : _ R \ \P. 0. Address: ‘, g Q- 7%@

R
Note: The above MUST BE SIGNED BY THE LICENSED FMBALN[ER in h:s OWN HANDWRITING. (Failufe to comply with
the above constltutes grounds for revocation of license.) . oL R L e .
It thls body -is not emba]med, fact bhould be so st;ated above. L. : .




