WRITE PLAINLY—USE UNFADING BLACK INK—MAKF, A PERMANENT RECORD

DEPARTMENT OF COMMERCE
BUREAU oF THE Crnsus

FILED DEC L9

Reglistration District No ___._/_..Ifz._

THE STATE BOARD OF HEALTH OF MISSOQURI

STANDARD CERTIFICATE OF DEATH

Primary Registration District No...__.__._j/_a__a.:_\

40498
2046

Stale File No.

Registrer's No,

1. PLACE OF DEATH:

vackson

{a) County. .

(d) City ot town .t{.an 8488 [ 1 t’ v

(¢} Name of b (Haﬂnmdln n:‘t:, o town limits, write * numu." &nd name of township)
enera 087ital No. /f] _

(If not in hospital or institation, write strest number or location) /

{d) Length of stay: In hospital or {nstitution.. L. NS ... 110, ,miﬂm .

2. USUAL RESIDENCE OF DECEASED:

Jackson %Jf

Missourl
{a) State & .
. Kangas CIty %
{c} City or town
623 ‘Eﬂ&‘iﬂ:ﬁr town Limita, write “RUBRAL") j
(d) Street No.

{If rural, give locotion)~

Unknown

(Yes or No)

(Specily whather (#) Citizen of forelgn country?,
In this community Un Rnown H :
years, months or days) ' If yes, name country.
{ -
3. {a!)' PRINT Pe‘be C arlson ! MEDICAL CERTIFICATION
FULL NAME. ' w N 24
PRSI AR e—— 20. DATE OF DEATH: Month Og . day. FEp
+ 3. veteran, . {c al Security M .
name War Unknown No Un kn own year 1 9 46 hour, 1 minute 5 M.
' 21, I hereby certify that 1 at ended the deceased from......... / ..................................
O 5. Color or 6. (a} Single, widowed, married, ‘)] // _7_ ¥ _ wile
4 Sex mee. 1 tE divoreed. _S1RE 18 | ot 110e saw B alwe on Y ‘ 19_2_ "?

I
Qc) Age of husband or v;rife if

and that death occurféd on the date and hour stated above b

118

6. (b) Name of husband erwife_.._._ ... _.___ N
) Immedjate cause of death Duration
. [ E0 SO, years
7. Birth date of deceased About 79.(1869 roachopneumonia
(Month} (Day) (Year)
8. AGE: Yearg Months Days If less than one day Due to.,
Atout 75 | -
Due to.._..
-9, Birthplace: - Un Known- - - a j -"e T - T T . )
{City, town, or county) (Stale cr foreign countey) Fi
. Unknown Other conditiona. .- ~
10, Usual occcupation {lnclod within 3 ¥ea of death) \ U
11. Industryor b Niarer L PHYSICIAN
R [ : di - . o ’ —_
. Nem . Unknown o || o B o |
: v o - Underline
13. Birtholace Unknown ‘ . — the cause to
(City, tows, o= (Stats or foreign coudtry) Of aut one - hould b
g 14, Ma.iden name U"ﬁﬁnown i autopsy . . R ) .ot .:hgeduaf
: (A tistically.
g 15. Birthplace T — wgﬁfnown Stmie o forsimr oo™ 1| 22, If death was due to external causes, fill in the following:
e .o . (8t t
16.. (o) Tnformane__D€8COTA Clerk . : u‘( () Accident, suicide, or homicide (specify)
(b)\-Add. A K. C . Ge neral HOSD. #1 A {8} Date of occurrence
. ‘Anatomical () Date thereot.__ LamAm4 Q. |9 Wheredidinjury occur? {City or towm) (Connty) {State)
. (Barial, cremetign, or removal) (Mozth} {(Day) (Year) (d) Did injury occur in or about home, on farm, in industrial place, in pubhc place?

) .(5). Place: burial ér cremation St [ ] Margaret <] HOSP »
(o3 Sinature of funerat director W@ 11621 Funeral Hormg
® addren___KaNsas City. Mo
(a) bt e

18.

19,

{Data received local registrar)

’ (Smlv 'tv?e of place} -

- While nt work?... ns of Igjury ..

55 5 }Zdo"‘ﬂ mmmmm J.

Ad dress

J .

o
L
1 FO sp Date sumcd

{Liccnaed Embalmer’s Statement on Reverse Side)

N\



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 Apprentice No.........\{

working under my personal supervision.

" Licensed Embalmer No...: ..............................................

P. 0. Address...mmceome St Q)j/b ......

Note: The above MUST BE SIGNED BY THE LICENSED E'\IBALI\IER in his OWN HAI\DWRIT]NG. (Failure to comply wit
the above constitutes grounds for revocation of license.)

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




