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

1

THE STATE BOARD COF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

Primary Registration District No....

17408
L0032, Registrar's No...»..“.ﬂgﬂﬁs.ﬁ_.._.

DEPARTMENT OF COMMERCE
BURBAU OF THE Clmsus
FILED MAY Z0 1994 i3
1. PLACE OF DEATH:
JACKSCON
Kansss City

Registration District No........_....
(1f ontside city ar town limits, write “RURAL" and name of townahip)
(¢) Name of hospital or institution:

HORTHEAST RESTORIUM

{If not in hospilal or institution, write strett number or location)
(&) Length of stay: In hospital or Inatitntion. ... |t

__Q-OW

{a) County
(&) Clty or town

(Spem Fy whather

In this community........
years, months or days)

Jackson

2. USUAL RESIDENCE OF DECEASED:
Missouri Vo4

State

(a)
{e)

(3) County.
Kensas Clty, Missourd

City or town

outsfde city of town limita, write “RURAL™) ol
7 %a Avenu
@ Street No 5718 riz  Avenue
{If rural, give location} “
(¢} Citlzen of foreign cotintry? o (Yes or No}

If yea, name country.

J
ADELAIDE L. FOLAND

MEDICAL CERTIFICATION

Full NAMR. g
A v 20. DATE OF DEATH: Month.. M8Y day 8th. .
3. (&) I vet . 3. (¢ cia urity — —
(5} 1f veteran NO @ O year. 1947 hour. o) minute .5 .M.
name wWar. Nn i
- 21, I hereby certify that I attended the deceased from..... &€ -
Female / $. Color ?Irhi 6. {a) Single, Wld::{d married, s 2F 1947, 1.2 7_ 1957
4. Sex divorced.. 2ok thAt I last saw W@ A2 aliveon. . . AP7cie AL L 19.ﬁ.-2'
6. (b Name of husband or w:.ft-_ e eenan 6. (c) Age of husband or wife if || and that death occurred on the date and ﬁ;_“a'#d above. A Dumtio;;
William R, allve o Immediate cause of death
5
7. Birth date of deceased Y UI€ 20 1866
{Month) {Day) {Year)
8. AGE: Years Months Days If less than one day
80 10 18 hr. min
o.. Birthplace. . GDEOWN ___Indiana A
: (City, town, or connty) T T (Btave ot foreign countey)’ ~
: Other conditions,
10. Usual occupation At Hom.e_. I A e {1nclude Pregnancy within 3 montha of death)
11. Industry or business R PHYSICIAN
8 (12 vame - 0eorge Byrd miait | 768 oporations
E . 1 N / : ' ’ ‘),’ thUnderlirllg
e cau,
&1 13. Birthplace : & nd:;ar}a 3 5 # ebich death-
. . to Or CO ' . tote or foreign country Of aut . ’ should be
Eﬂ 14, Maiden name Cﬁﬁ‘ Ti Eﬁrns N oSy lcharged sta-
g 1ndi usucally
& | 15. Birthplace - n lfal,la r; 22. If death was due to external causes, fill in the following: Lo
= {City, qu.-or county) .(Slm.eor oreign counl.’ } ) . . .
16. (2) Informant Restorium Record ) L e (a) Accident, suicide, or homicide (specily)
(5 “Address C PN (8 Date of occurrence
17. (@ ‘Remova (3) Date thereaf 5/9/47 {e) Where did injury oocur? iy ociowa " Caumin) TR
. A
', (Burisl, cremalion, or remuval} (Month) (Day) (Year) (d) Did injury occur in or about home, on igarm. in industria! p[ace. in public place?
" () Place: burial or cremation Coffeyville, Kansas

¥reeman Mortuary,., ...

l;s;a (a) Signature of funeral difector.

I|**. While'at work?.:

04 West 42nd S5t. K. C. . Mo.
(&) Address 23 Slmtme._M‘- ¢
19. (a) (Bn_ mdh;m.ézm) 5 (Registror's signature || Addiess et

., {Specify type of place) y
S L Means uf injury. .. mmmrtnrn

(M D nralher) &

Date si ned_.é ?’ .

{Licenscd Embalmer’s Statement on Reverae 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 o

/7/36 2

Licensed Embalmer No. -

P.O. Address/{m @z‘/@ .............

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HAI\DWRITING (Failu mply with
. the above constitutes grounds for revocation of license.) .

working under my personal supervision.

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




