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WRITE PLAINLY~-USE UNFADING BLACK INK—MAKE A PERMANENT RECORD
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BureaU of THE CENSUS
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THE STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

. —

State File No. ‘ﬁ ‘)r‘:p‘q

1547

Registration District No....—........ /L. F-. Primary Registration District No—.laa--j_ Registrar’s No.
1. PLACE OF DEATH: 2. USUAL RESIDENCE OF DECEASED,
Co Jackson, Mis souri o
(2) County (a) State () County.............JaOKBON ..
(® City or town Kans.a.&...ﬂi%..t....._.._..__.__._...._.._... G
{If ovtaide city or town limits, writs “RURAL” and name of tawnship) (¢} City or town Kansas City -
(¢} Name of hospital or institution: (If outaide city or town limits, write “RURAL") g
1811 Myrtle (e, | 5941 Paseo
(If Dot in hospital or institation, writs strest nom! location} 4,! (I raral, give location)
(d) Length of stay: In hospital rinsutution._ﬁ
mth of stay: In hospital o mecity wiibiier || () Citizen of forelgn country? no. /) ves or Noy
In this community........S. & '&LM
years, months or daye) If yes, name country. X
MEDI BRI ATION
3. (o) PRINT .
Full NAME_._._..._.Mlﬁ.s....M_QlliQm.SﬂB-rtz W .9
R, 3. (2) Social Semd 20. DATE OF DEATH: Montl day.
3. I 1 ., . (e a ty .
(3} 1f veteran { year 194 5 hour. minute. P M.
name war. No.__ S
1. I hereby ify that I attended the d d from
I 5. Colar or 6. () Single, widowed, married, || ) .-'l.or 4SS o " =2 . 190,585
. N ke g e 19U
4. SeL_F..emgl_e_'_ race.. VN1t {,dxvorced_.___.gsle that I last saw h.4=ls. alive on él_ 10585
6. (5 Name of husband or w-iI- 6. (¢} Age of husband or wife if || 2nd that death occurred on the} 33512;0“7 stated above, Durati
uyration
allve.._...___._.._._._._._._ Immediate cause of death
7. Birth date of deceased.. QL# Z} “
(Month)
8. AGE: Years Months Days I{ less than one day
7 7 I X - hr. min
-
9, Birthplace........... S =) -
(City, wn,a}tﬂ (Suu or foreign eoum.ry) . )
. Qther conditiony
10. Usual occupation... . LAAA__1o et (Inclode prognandf within 3 months of dleath) L/
11. Industry or business 4 PHYSICIAN
o Mmcg.; findings: A (!‘ r ,—
. u L STLEL T 1 .
g { 12, Name operations ’ |V hUnderline
...... - the cause to
& 0 13. Birthplace... - / . i bwlichdeath -
o Ly, town, or ogffnty) Of autopsy...... should be
14, Maiden nam A J— charged sta-
E . tistically.
15. Birth; SO - i ings
= place. Py ————rt a0 forsion coam sy 22, If death was due to external causes, §11in the following:
16. (o) Tnformant Fred Ml 1_8118__1“ N . (o) Accldent, sulcide, or homicide (specify)
@) Address_ 9941 Paseo, Kansag City, Mo, (%) Date of ocrurrence
3 2,
1. @ _Burial () Date thereof._, 3 || @ Where did injury occur PP et
{Buzial, cremation, or remov. (&) Did injury occur in or about home, on farm, in industrial place, In pubhc plalx?
{¢) Place: burial or cremation £ ) “#"?" AW )
. . { place) .
18. (@)* Signature of funeral director. Stime | _MnClurﬂ ,.__........J. While a ___ - __________(_S_T:ri_' typac l;a.ns of Injury.__ £%.
_Gillhem Plgan, Ky £., Mo .. Ny - P X
(%) Address.. 230 G » . 2. Signature -“‘4/(M D. or other). K 0
19. 0 L= Y- N () R« I A— A 53
@ (Dates received loce] registzar) \ (Re, Addrcss é l‘a . Date signed.”. ‘3 "S‘

(Liccnsed Embalmer’s Statement on Reverse Side)
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Note: The above I\‘IUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HAND ITlN i mpl¥ with

i the above constllutes grounds for: rcvocatmn of license.)
R N I L
2t =If this body ia not cmba]med fact should be so stated above.
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