DEPARTMENT OF COMMERCE THE STATE BCARD OF HEALTH OF MISSOURI 40 51}7
»

FILIEIDm ‘DEC 41948 STANDARD CERTIFICATE OF DEATH Stoe ite

Registration District No............./....z - Primary Registration District No._........q/..a..a..a-— Registrar's No. 5191 )
1, PLACE OF DEATH: 2, USUAL RESIDENCE OF DECEASED: ;Zj
(@) County..Jackson © State_ M i ssouri ®) County Jackson >
(b) City or town Koansas Clty KanSaS Clt ’ ~
{If cutsida city or town limits, write * HIIRAL" nnd name of township) (&) City or town y
{c) Name of hospital or institution: If ow qu or town Limits, write “RURAL")
3035 Main ’ (@) Street No 30j
{1f not in hospital or institution, write strest nmber or locaticn) {[t rural, give location)
(d) Length of stay: In hospital or institution N
2 Y (3pecify whetber || {¢) Citizen of foreign country?. Q (Ves or No)
In this community ‘ZP .1ears ﬁ
years, months or days) " If yes, name country. 7
MEDICAL CERTIFICATION -
3. (2) PRINT .
FuLL NameE___JAMES COQPER Dec 7
20. DATE OF Month > day
3. (b) If veteran, - 3. (c) Social Securi f §78 11 . A.
name war 21D ! NAS'? 16 917C hour. minute M
- 2]. I hereby certify that I attended the deceased from
5. Coloror 6. (a) Single, widowed, married, || 19, to 19
Me O ‘hit Marrled T o
rsaMale ¥ | = e divorced . =-=-"1 that I last saw h.____ alive
6. (b) Name of husband or wife..—oocoee. 6. (€) Age of hushand or wife if || 2nd that death occurred or
Ruth Cooper alive 21 ears
7. Birth date of deceased.... L8« 3 1902
{Month) {Day} {Year)
8. AGE: Years Months Daya If less than one day
44 1 0 1 ’19/ ?[ ____________ _hr. ———l N D
[ e o
0. Birtholace. JIKNIOWN 4 - - s —
{City, town, cr conoty) {Stats or [oreiizn coontry}
- . i Other conditions..
10. Usual occupation q?lomndn (laclod within 3 months of death) N } : . —
11. Industry or business__!. ! il Al 6"" PHYSICIAX
Lk s W . : Major findinga: - . . L . . T —
12.” Name - Unmown Of operations 3 - ! { T
- i Underline
= . Unknovn Vl A the cause to
& \ 13, Birthplace @ ® - : 5 : Iwhich death
it tats cr farcign couniry Of aut . 2 . should be
5 14, Malden name UHRIGWEY y e Z z charged sta-
= - Unknown L V\ ------------ B o LA A Ld _SRRERS— tistically.
S | 15. Birthplace. 22. If death was due to extcmal causes, fill in the following:
E 'ﬁ((hl.y. lmrn. or oounty) o . a8 l;u or fareign mun.\r,)
16 (a) Informant - &‘W (¢} Accident, suicide, or homlcide (specify)
‘(b) .AddBm 3 \303_5 fﬁa 11 {b) Date of occurrence.
17. (2) 1al ) Date thereot.,_J Lo 10 = y@ {c} Where did injury occur? e e
- (Burial, m““‘““ remmml) (Manth) (Day) (Year) (d) Did injury occur in or about home, on farm, in industrial place, in public plaoe?
= (e} Place buna] or cremation Ood La‘m K C hd K )

, . o }
18. (a)” Signature of funeral director. (?'////V!" r‘ﬁ /Vf/“""" t.c/ While at worz: f:

¢ Address_ 20, ®. Linwood -

10, .Z. - 'é E{ﬂ)
i {Date received local registrar)

23, sznature ______
Address

(I\eﬁauu'-_;isnum)

(Licensed Embalmer’s Statement on Reverse Sxdc) 4




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, afbper .

, Registered Apprentice Now....ooooooooooeeeeee

working under my personal supervision,

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

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




