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BurgaU OF THE CENSUS

THE STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH
Primary Registration District NOBQ/_Z

20135
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State File No.

Registration Distret No._ Registrar’s No.
1. PLACE OF DEATH: 2. USUAL RESIDENCE OF DECEASED; 4 ?
(a) County Clay. Missouri Jacks ‘
{a) State () Count on
(6) City or town._.__. EKQQJ.SJ.Q:B_ ﬁpr . _MQ_.____ ............ . ) iy ¥]
(If outsids city or town limits, write “R oand nama of townahip) (¢) City or town.. Kansa 8 Clty T
{¢) Name of hospltal or inatitution: e uu!.mda city or town limits, write “RURAL" ) 7
Veterans Administration Facility 7/ ||, sceetno. 1018 Lydia y “
(If ot in hospital or institation, write street gumber or locatign) ) b {If cural, give location)
(¢} Length of stay: In hospital or institution yrs . MO8, 15 days " ﬂo /
{Specily whotber {e) Citizen of foreign l:oun!.ry? {Yes or No)
In this community 2 YX'Se 3 1119_&0 15 dEYS_____M S s
years, months or days) If yes. name country.
MEDICAL CERTIFICATION .,
3uf3) PRINT James B, Edwards S
June 30 ..
T S (o) Sodal et 20. DATE OF DEATH: Month urn day :
3. If veteran, . (£} Socia urity
wame war_Horld War I No_1€3,n0t remembered: 1942 bour..... 2310 minute. . Ba__ M.
21, [ hereby certify that I attended the deceased from
5. Color or 6. (a) Single, widowed, married, [[ March 15 ... 10436 June 30 1085,
N¥ale 9 Colore b Married i
4. Sex....fihbly .| race W i divorced.. #2dh LW that I'last eaw h.. 40 _ aliveon June 30.. 19[4. .4
6. (b} Name of husbandorwife._ ... 6. (¢} Age of hushand or wile if || and that death occurred on the date and hour stated above. Duration
Catherine Edwards alive.. 30 _years || Immediate cause of death
7. Birth date of deceased.._re€DrUAry 19, 1896 —.Iuberculosis, pulmonary, chronic, | ...
(Month) (Day) e ||..far_advanced, active UnNKNown..
8. AGE: Years Months Days It le;a than one day Due to
l|'9 "‘ 11 hr. min
Due to
5. Bhthp!ac&.._.__....ShrﬁIﬁpQ!‘.h?._LB.-._._... e l *
=" {Cily, town, tate ign countr
“Portor 7 orforstemeommt?) I her conditions. Meningitis, tuberculous  approx,
10. Usual occupation Q er. {Include pregoancy wilkin 3 months of death) 3—
11. Industry or business Ba er Shop l PHYSICIAN
g Louis Edwards . M 2t
E 12., Name " T \ ) FY Underline
=1 13. Birthplace Shreveport Louisiana |/ \ the cause Lo
- (ﬁlﬂv- town, or copgty) {State or foreign country) Of autopsy AS shown above should be
5, 14, Maiden mame.. HALLIE Shanom I charged sta-
- stically.
g 15. Birthplace_ (Gfl‘?‘:ﬁ::eport Louifnana vy~ || 22 1€ death was due to external causes. il in the following:
13 ) oreign coun!
16. (o) Informant Hosplt&l Records,- ' Veterans Adminis=ccident, suicide, or homicide (specify) ‘—--
o) adaress brabion, Excelsior Springs, Mo. () Date of occurrence -
17, @ ___ Removal (5 Date thermf__ﬁ-_'iQ_-_hS ..... {e) Where did injury occur? Gy ioes " Com S
- (Barial, eraﬂr%movﬂ - y (&) Did injury occur in or about home, on farm, in indostrial plac: in pubhc phace?
{c) .Place: borisonerens dun:-"'
¥ 1 J—
18. (@) B>  While at work? /7 .(Spmfv ‘il)n ‘i? s £ injusyfr o
() Address_._ Excelsgio o 2 (M. D, orolher).._..._
- (a) {Data received Im:l wistrar) xf.%l .ﬁg &ﬂcd Bmhs
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(Licensed Embalmer’s Statement on Roverse Sldemxce s:.or Sprlngs > Mo,
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I hereby certify that the body whose name is recorded on the reverse side of thlS ccrtlﬁcatc was embalmed by mé; ol- by
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