o.2 DEPARTMENT OF COMMERCE THE STATE BOARD OF HEALTH OF MISSOURI JGSQS

45 et ®@d  STANDARD CERTIFICATE OF DEATH Stats Pite o
7-39 L
42670 ‘EJMM EEE': No?_.......... /_9_’2 B Primary Registration bistrict No. . £ O.Q 2. Registrar's No... %&_4936

1. PLACE OF DEATH: 2, USUAL RESIDENCE OF DECEASED: /
g (a) County Jac kson ()} State Missouri < () County. Jackson ?
& @) Citvortown.. Kansag Clty i , .
) (I autsido cily or town limits, write “RURAL” and name of townahip) (¢) City or town K sag Clty
g {c} Name of hospital or institution: / (If outsids city or town limits, writo “RURAL"™) f
» 4501 Jackson : {d) Street No 4501 Jacksaon
{If not in hoapital or instilution, write street number or Jocation) (Kf rural, give location)
E {d) Length of atay: In hospital or Institution N
P (Specify whether || (¢) Citlzen of foreign country? ) (Yes ot No)
< In this community A0 years
= years, moaths or days) . H yes, name country No
1 < - MEDICAL CERTIFICATION
<] 3, (o) PRINT
& || FuLL NnamE__ ARMSTID M. ANDERS o
20. DATE OF DEATH: Month _NOV. e . day... 24
< 3. () If veteran, 3. (¢} Social Securlty 1944 1 45
3 hour._.._..A ... weeminute SO L, M,
a name war. o Nu._unjm.o.‘l‘fn......... year our mimte.
< / 5 hereby certify that I attendec! the deceased from 3 lf
5! Color or 6. {a) Single, widowed, married, f' W\
7 Male 1 i Woits woreed MAETA0G AL o8 o '{
z 4. &l._.._.-.. = = race.....Jx. - d'lvom e S that I [ast aaw }Ltﬁ alwc on...|
E 6. (b) Name of husband or wife . ... 6. (¢} Age of husband or wife if || and that death occurred on the date and hour stated above Duration
i _.._,A.l,mgﬁL.!....mdeI:S. alive......_...._e..’_Q.....years Imm“d'é‘e cause Ef‘i""'h /’i - l"s .
ot 7. Birth date of deceasedlulle_ — ........_2,1,,...........,.......1.8.?_6__._ 174 &
5 {Month) (Day) (Year)
= * C f-o
o || & AGE: Years | Months | Days If less than one day Due to M Cailg. ~Vbatinla,!
é 7 O 5 3 ) hr,. mint || 7 T ’
a G _{ Due to
‘Bl 5. Brenptase Oklahama = o i e || T TEE SRR SR TETT L
% {City, town, or connty) (State or forcign country)
2 - Oth ndit 2]
% 10. Usual occupation p;’ n te r (In:lrngeowelmz:::y within 3 months of death) —_—
= [{ 11. Industry or busi ' i PHYSICIAN “
. \ . | . r findings; - A, g Pt ——

’ >I' 12. Name.._John B. Anders. . . .. q M operations AT \ il bk ; ‘
) \ *’) Ay Underline
“ 13. Birthplace Unknown / - the cause to |
— - {Cily, town, or connty) (State or foreign country} of ﬂ;ltopsy.. \ :Vho uldﬁbe
5 E 14, Malden name Unknown ? . T : - Charged st
[N = tistically.

2 BY 1s. Birtsplace..._ JINKDQWRL . P—
E = P {City, town, or county) {Stote or foreign ouu'nt.ry) 22. I death was due to external causes, fill in the following:
2 i 16. (o) Taformant...__ PI‘_Q.S.J.Q.% L_‘ ‘Andera - || (=) Acddent, suicide, or homicide (specify)
=3 &) Address 52 04 windso (b} Date of occurrence
1. (@ Burial & Date thereo__|, [-20-YQ |l © wher aidinjury occur? e T
(Burial, cremation, of removal) G 1 (Moath) ﬂz) (Year) () Did injury occur in or about home. on farm, in industrial place, in pubhc p]ace?
(¢} Place: burial or cremation... ! Pme_@_!}“@jl.'{..,_nﬂ ame ..e....I..'.Y,..._ P
A . . 5 a 7 % o f pl -
18. {(a) Signamrig funeral director.., W;lesFuneI'al_HQmB While at Worp__ e __________(_S:'_’_'_‘:y ?;‘ e m)of e _______U
Address_£521.0.. Linwood K. £, -3 7
@ Kol . 3 23. Saznature___. Y 7 b o (M.D, ssatiser)______

19. (@) //_.ﬁ_S(

te received focal renstnr)

(Rergizar s sigsature) Addms,sa‘ By X B %._ Date sighil 2V0W L

{Licensed Embalmer’s Statement on Reverse Side)




S 386 /du&mx%

STATEMENT BY LICENSED EMBALMER

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

, Registered Apprentice No...

s Choah Lo LU O
“ Licensed Embalm;?\lo Ao

V4
P.O. Address.....( ..... 6%0

Note: The above MUST BE SIGNED BY TIIE LICENSED EMBALMER in his OWN HANDWRITING, (Failure to comply wi
the above constitutes grounds for revocation of license.)

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

working under my personal superviston.




