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WRITE PLAINLY—USE UNFADING ?[Qé}%K—-MAKE A PERMANENT RECORD

DEPARTMENT OF COMMERCE  ~ -
BuarAauU oF THE CENSUS

THE STATE BOARD OF HEALTH OF MISSOURI

FILED JUL 2 19466TANDARD CERTIFICATE OF DEATH

Primary Registration District No..__._....AQ_Q.L.-

20132
=21

State File No

Registrar’s No..........

Registration Distrlct No.............. g A

1. PLACE OF DEATH:)

(a) County Jackson

® City or town..._.. Kenses City

(If cutside city or town limits, write “RURAL” and name of township)
() Name of hospital or institution:

K.C,08teophatic Hospital

(If pot in hoapital or inati write strest ber or L Jon)
(d) Length of stay: In hospital or inatitutIon..._..g._.gx.'.g_o._.._.__

5 HMonths

In this community
years, months or days)

2. USUAL RESIDENCE OF DECEASED;
Migsourt (5 County.
Kansas City

(If outaide cily or town limits, write “RURAL'™)

1221 Admrial

{If rural, give localion)

N2

(a) State Jackson

(¢} City or town

Street No.

)]

{¥es or No)

(e) Citizen of foreign country?

If yes, name country

3, ia) ]l;m

Michael les Anderson

3. {8) If veternn, 3. (¢} Social Security

MEDICAL CERTIFICATION

20. DATE OF DEATH: Month é day. //
year__/Z.Ké__m_’___huur‘“m_g"“m;;_—___g minute. ' M

Migsouri

name war. ND No No
21. I hereby certify that [ attended the deceased from.
S. Color or 6. (o) Single, widowed, married, 19 to
. sex. Male race. White divoroed..o 10BLE _ Hl e sliveon -
6. (b} Name of husband of Wife..... . .cceeees 6. {¢) Age of husband or wifc if || 2nd that death oceurred on the date and hour stated above. Duration
alive. oo years || Immediate cause of death
7. Birth date of decensed..___.___JAn 15 1946 - - S miB I
{Month) {Day)
8. AGE: Vears Months Days If less than one day Due to..
0 5 3 " hr. min
Due to
9. Birthplace..... KBNS&S City Mo. _ . .
{City, town, or cocnty) (State or foreign country) ‘
’ . Other conditions.
10. Ueual mmuon‘""'“‘"“‘""‘lnfant ot 8 {Includs pregnancy within 3 months of death) 0 ‘
11, Industryorb ' MaierE 1 PHYSICIAN
or findings: . —_—
12. Name____Marvin _Anderson: * Of operations........ : L
Underline
S RO — . Mimn. : ehich death
" (G, oty * (Stats or farsign conatry Of autopsy...... =T should be
g 14. Malden name. . ATEQ ﬂ&thﬁ]’[ﬂ . icharged sta-
& _MM_WG,/‘—W |tistically.
=)

15. Birthplace

{City, town, or connty) {State or foreign wunlry)

.

16. {a) Informant . MAarwin Anderson.........
() Address.. .._.122l Admrlal .

17. {a) _Burq.al——-———a-—----

{Burial, cremation, or removal)

(Month) (Day) {Year)
() Place: burial or cremation—__Graen_Lawn_Cem. .

‘18, {a) Signature of funeral direc:lot;_:liitﬁ_.._c_..lu.E,Or_sjlﬁr.._......ﬁ..._.._...
® Adgress__ 918 Brooklyn

19. (@ _ 2 le. »

{Drats mrz!v-d local nmlrlr)

() Date thereof_June_20_ 1946

22. 1f death was due xternal causes, fillin t‘ﬁ: following:

{a) Accident, suicide, or homicide (specify)

(b} Date of occurrence.

{¢) ‘Where did injury occur? .
“  (City o tawn} (County) (State)
{d) Did injury occur in or about home, on farm, in industrial plaoe. in public place?

. (Specify type of place)
‘Vhile at worl.? SRR (] ]




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by

working under my personal supervision.
A"

Signed

_Licensed Embalmer No

. P. Q. Address B

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

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




