0. 2 DEPARTMENT OF COMMERCE THE STATE BOARD OF HEALTH OF MISSOURI

s Basmavor e Cesis <+~ STANDARD CERTIFICATE OF DEATH stae £ o301 99
7-39 o 5
X47070 18 BTO_,;E..P..%;# Primary Regiatration District No.._zqol, Regisirar's No. 3832

1. PLACE OF DEATH: 2, USUAL RESIDENCE OF DECEASED: %f
8 || @ county Jackson @ sme_ Missouri Jackson
X ; . ounty.
o () City or town K&n 345 c i tY
s} (1f ontside city oz tawn limits, write "RURAL" nnd name of township) (&) City or town Kansas Cit Yy
= () Name of hospital or institutlon: (If outside city or town limits, wrile “AUNAL"}
= |l -Generel Hospital No. ) /T @ st o 808_Winchester
Eﬂ (IT oot in hospital or institution, write strest numbey or I8§uon) {If rural, give location) J
E {d) Length of stay: In hospital or institntion (
= (3pecify whkether || (¢) Citizen of foreign country? . 110 (Yes or No)
2 In this community 30 yrs
= yeors, months or days) v If yes, name country.
[~ o
E %Uﬁ‘l)‘ gfgg Thoma S C lark MEDICAL CERTIFICATION
« S T T Social oot 20. DATE OF DIiA;H:GMnmh Sept. u 830 v
. veteran, . e al Security 4 -
{E name Wwar. no No. no year hour minute,.... .- "M, .
- - 21, 1 hereby certify that I attended the deceased from. f
b (| s cooror 6. {a) Single, widowed, married. || Seph. 6 1046, Sept. 8 10.46
] . Male Wh ma-risdl/
2 4. Sex | mce el divorced__ike... that 1 last saw h.._ 11 ative on Sept ...B eees 190 4 5
E 6. (b} Name of husband or wife _~ ... 6 (c) AEE of hushand or wife if || 2nd that death occurred an the date and hour stated above., Duration
..J Qs_le C Jﬁﬁk ~~~~~~~~ aliven... 28 years || Immediate cagseof death ..
g 7. Birth date of deceased ll/ 10/ 1876 a4 Cerebral arteriosclerosis
3 ' {Mooth) Doy own withiencephalchnialacia
-]
4 8. AGE: Years Months Days ) If less than one day Due to
Z
= 6 9 9 2 8 hr. min
a ] U Due t? - e
“B o Birthpiace.........LUScamb ia - Mo, L e
% {City, town, or county) -{State or foreign country) y ’)‘ c/
: ! . Othy ditlon: o
uH’ 10. Usual o lon Retired a ':r?u:femna:y within 3 mouths of death) 3 -
=} 11, Industry or business / / SR d PHYSICIAN
A E{ 2, Name. ] oel"Clark Ll | Ol operatons. T ‘ R
= / nderline
A 13. Birthplace Unk the cause to
% (4. Maid {City, town, ar county) UI{?“ or foreign eou.ﬁ:;‘r) Of autopsy S ee abOVe - ) :vll:"oc‘?l%mb&cl
-9 g{ . . ‘_AUnk R 9-7 — i - liqﬁm":_m.
E S 15. i‘r‘"‘“‘r“"' T war o ety ~i (Srhlo oy - m“",) 22. If death was due to external causes, fill in the following:
= 16..(a) TInformant.:.... “Mrs. Jdos ja G lark . ({a) Accident, sulclde, ar homicide (specify)
B @' Mm,,______BOEi Win.chnstcr____.___________ . (e} Date of eccurrence
7. (@) 1 & Date oot 9/ LL/46 [0 Where didiaiury occur (City o town) __ (Comaty)
‘ (Barial, qemation, "'F':"n Qdanth) (Day) (Year) (d) Did injury occur in or about home, on farm, in industrial place, in pubh\. n!ace?
- () Place: burial or cremation......... b Washington .. _
AR 18. (o) Signature of funeral director..... J-Ohn...R,,,.:,Sh.e,_i_]______,,,_V_‘_,__'__ \Vl;ile at wurk?____.___T_;,,,: “Ep::.:frl ?;5)): ud'vhoe)of iy 7 )
y 23, &mtm p2onl M, d

(& Adi ___K.;__C.
19. {a) r@&——i ¢ AddeEd. Dir. Gen'l HOSP- Date signed .

J (Licensed Exnbalmer’s Statement on Reverse Side)




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

, Registered A;gprentice No...

working under my personal supervision,

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in hls OWN IIANDWR NG. (Failure to comply witl
the above constitutes grounds for revocation of license.)

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




