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DEPARTMENT OF COMMERCE

APR ™8 1947
FILEDY 29

Registration Distrct No........- / .............. -

THE STATE BOARD OF HEALTH OF MISSOURE

STANDARD CERTIFICATE OF DEATH
Pdmnry Registrmation District No._za_g_.ﬂ':'

9oy

Ua‘f

State File No..._._ .,

Registrar's No.

1. PLACE OF DEATH:
(@) County Jackson
(&) Cityor town__..____..,...,.._I.{.a_ns &B_.._ﬂit ........................ -

(If ontaids city or town limits, writs “NMURAL" and pama of township)
{¢} Name of hospital or institution: /

2417 0live Avenue

2, USUAL RESIDENCE OF DECEASED: \

@ 'sate__Migsouri e County....JI.a.Qks_on..._.._...ﬁ
Kansss City <

(If outside city or town limits, write "RURAL"} y

2417 Olive Avenue )4

() City or town

{If oot in hospital or jastitution, writs streat number or localion) (d’ Smr’-Nn (If cural, give location) ‘a
{d} Length of stay: In hospital or institution ) » ) .
60 -Y {Specily whother (¢)- Citizen of foreign country? No (Yes or No)
In this community. ears
years, months or days) 31 If yes, name country
MEDICAL CERTIFICATION
3. PRINT
S T _Rev. John Washington

20, DATE OF DEATH: Month MAYCH  aay . 22nd

WRITE PLAINLY—USE UNFADING BLACK INK—MAKE A PERMANENT RECORD

3. (b) If veteran, 3. (¢} Social Security
(6} year. 1947 hour. mintte 25 P M.
name war....... Q) e NO ‘
21. I hereby certify that I attended the deceased from
2 5. Color or 6. (o) Single, widowed, married, P e R U A g s 19'{'_”/‘,'
4. Sex. Male— ra‘:"—-ﬂ-eg-ng---- divamed.ﬂid.owg.d. that 1 last saw hemstlative oo a3 = P N
6. (5) Name of husband of wife...—.—eecceee 62 (¢) Age of husband or wife if | and that death occurred on the date and hour stated above. Duration
Unknown alive. oo yearg | | Immediate cause of death , .
7. Birth date of deceased______.___,,,_,e,_ tember. -1 864 W : h‘-—-b |
onLh) ({Day) (Yoar) ‘
8. AGE: Yeara Momnths Days If less than one day Due to MA‘—P'I—‘—-U W
82 6 ~ hr, min i Wy yor
U Due to.. 'ML"’W/
o; Birthplace..... Odessa, Mlssourl - |
|

{City, town, or county) {Stata cr foreign country)

) Otk nditio |
10. Usual occupation Minister. (In:!:!-:pzm-:y within 3 months of death) |
11. Industry or business 3 T ,4’// _.| PHYSICIAN |
o ' .« - ajor findings: * P S Mo RN |
5 { 12. Name.......... JAKDOWD : 4 Of operations... I R Undertine
= - -
2| 13. Bithplace.__Unknown. : - / T : iichdeats

¢ ar Gounty) tats of [oreign country) Of autopsy should be
5 14, Maiden namc..._%llinQWn . R O : . charged sta-
£ Un] o '-7 tistically.
© { 15. Birthplace 22. If death was due to external causes, fill in the following:
=3 {CitLy, town, or county) {Stata or foreign unnnl.ry)
16, (&) Informant._JOS€phine Rucker (6) Accident, suicide, or homicide (apecify)
@ Address’._:2417 0live Avenue (&) Date of oocurrence
Where did i ?

. @ . Burlal " @ Date thereot. 3/26/47 || © Wheredidinjury oocur G S

{Moanth) (Dny) (an)

~Cemej:

(Barial, cremation, ar remaval)
(¢} Place; burial or cremation.. Linco
S.igil;ture of funeral director. z
(¥) Address..

._._._/ ol £ <.

(ﬂnghlur'- l:lml.m) T

(d) Didinjury occur in or about home, on farm, in industrial place, in public place?

f nla - p
Goecity t!m 3 n'\:‘a of, in).:ry .............. - ,_,_____—,___,,J
....f./(M. D.or other)ﬁ[._‘.ﬂ
Date signed.lz:;gé'.",‘?

{Licensed Einbalmer's Statement on Rev;uo Side)




Lo

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,

| P. O. Address 92’52’5 W

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

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




