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DEPARTMENT OF COMMERCE
BUREAU OF THE Cx.‘.sus

LED MAR 25K

THE STATE BOARD OF HEALTH OF MISSOURI

-' STANDARD CERTIFICATE OF DEATH

Primary Registration District No/ﬁQJ-.u

9499
1154

State Fite No

Registrar's No.

1. PLACE OF DEATH:

{a) County
{b) City or town

Registration District No.............
Jackson

Kansas Cilty
{If outside city or town limits, writs “RURAL" ond name of township)
{¢) Name of hospital or inatitution: d

a1 .Tn'qnnh ann‘lfg'l

{[f oot in hogpital or in:tl.wlhn. 'rlu #ireet pumber
{d) Length of stay: In hospital or institution_______#-

2, USUAL RESIDENCE OF DECEASED:

¥p

(a) State M j- ggour 1 {d) County JaCkS on

(¢} City or town Kansas Citv :)
(I qutside city or town limita, write “RURAL") el

@ Strest No........ o b2t Hlghland . F

(I rural, give location)

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

. (Stato or forcign country}

Williama.
Mo,

(Chy, town, or oounl.
6. () Informant.._ MT'.. __Alfred_ Hal

@ Addresso..... DO _. Highland, K. G.
17. (o) ..Qiemoyvyal (b) Date thereof. 3 12 47

{Barial, mmuﬂn. or removal) {Month) {(Day) {Year)
‘(c) P‘laoe burial er cremation.. Kinsas.. Cj..t.y A Kansas.
18, (¢} Signature of funeral d:mtoMEllOdy-MG:ille.y Ey:.l
1

K

® Addrmm..,.ﬂan gsag Uity, LLS-SQ

19, ()
(Registrar's xignatore}

(D-u recaived local refristrar)

. (¢) Citlzen of foreign country? no {Ves or No)
In this community. L.m ohths
yoars, months or days) If yes, name country.
s} PRINT D i MEDICAL CERTIFICATION
NaME___.. Donna. Marie WILLIAMS . .
3. (b} If veteran, 3 o) Soclal Seeumit 20. DATE OF DE“)Ih Momn March Sdave. I S
] ve! . . Ae a urity 1 q 7 4 O
h
name war no NoLONE year. our. __[ Z:. P-_A*.:Ennute [._ .._P M.
21. I hereby cerufy that I attended the deceased from.
A 5. Color or ) 6. (g) Single, widowed, mamch/, | l?..ll’._l, o W [} ’ - 1911
i safemale /| nthite. . divoreed - BINELECH 1ot 11ast saw h @1 alive o WAkatta, 1] 10M7.;
6. (b) Name of husband orwife.. . . _ 6. (&) Age of husband or wife if || and that death occurred on the date and hour stated above. Duration
alive . ___years Immediate cause of death
7. Birth date of deceased........ Qetober.. ... _28.,1_..__.. 19‘4.'6_ = P’WW [ A‘]/
{Monih} {Day} (Year)
8. AGE: Years Months Days If less than one day Due to @mm 7 M"
O 1+ 13 hr, min
R Due to - - - - ~
*9, - Birthplack.....ci. 20888 C1Ly, _.Kansﬁ&_.l_.,n. o - ~ -
(City, town, or connty)} . (State or foreign country)
10. Usual occupation In f an t Other cnndlﬁﬂﬂ'l, v.;thm 8 months of death)
11. Industry or busi i Fal PHYSICIAN
ajor findings: . I
: g { 12. Name.._....Alfred Homer Williams . ()|  of operaticns.... -\ iy, \‘ adortine
=\ 13. Birtbplace.._. ﬂaynesnﬂle.,.w., __..Mj.ﬂao.ur.i + the cause to
{City, town, or county’ tats or foreign conntry) Of autopsy. should be
a 14, Malden name.. Ap}na__Mar .ie_ S.l'IlL et e e s ) chm-g:ﬂ Bta-
tistically.
s 15. Birthplace....K o E'-S»mc-ii'»;‘fa o /...,. 22, If death was due to external causes, fill in the following:

Accident, suicide, or homicide {(speciiy)

{a)

(b} Date of occtirrence
() Where did injury occur?.
(City or town} (County)
{d) Did injury occur in or about home, on farm, in industrial place. in puhhc plaoei‘
A
(Speécify typa of place}
L S ();) (iiuns of i Lmury............, ....._g_}.._.__...

While at wor?‘ .
- Signature«L At (M.D.

PR —
it Mot ...é"_a._{#___._. Date signed f‘fl‘:’qr

(Licensed Embalmics’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 Apprentice No.....
working under my personal supervision. ’ R} , . .
. 5 '// \ o
Signed gy S, X z y JJ\/
Pai W A
S 707
¥ Licensed Enttalmer Nou.eoeeoeee

. )
P. O, Address ) /(Q

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

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




