/. 8. No. 2 DEPARTMENT OF COMMERCE THE STATE BOARD OF HEALTH OF MISSOURI

s | FICES N TS 16 STANDARD CERTIFICATE OF DEATH sate ite ... 23 22) .

1 X36671 =
Registration District No.............. /.. A Primary Registration District Noé..o__g_.?_::.._ Registrar's No. 2000
1. PLACE OF DEATH: 2. USUAL RESIDENCE OF DECEASED:
(@) County Jackson @ se.. Missouri o c Jackson %{
@) City or town Kansas.Clty TSRS S, (B) County
If ootaids o wn limits, write “RURAL" washi ;
© Name of hosétit::l orin;&{l:l:l:n imits, write AL" and name of township) (¢) City ot town_...... Jnsami uga;E:{. B T ERGRATR .,
General Hospital No. 1 @ &) Street No..... DL 17 HonpsoH [7g
{f 2ot [n Bospital or bnstitution, writa straet wamber or Locatinn) (d) Street No A raral, ove s Z
(&) Length of stay: In hospital or institution 1100 .13 _days. . . 0
(Specify whather || (¢} Citizen of foreign country?. no (Yes or No)

In this mmmunizy____/.../.._.zf.m/ -

years, months or days) If yes, name country.

3,65 PRINT Irene Tillotson MEDICAL %;ll‘]FlCATION
20. DATE OF DEATH: Month ___JUNE . day 3
3. () I . " {©) Social Secmi
(&) If veteran, 3. () 2l Security 1 04 n - n e B

name war. 'A'/‘ 0 No. 'A/'f) year

21. I hereby certify that I attended the deceased from

£ SW 6. (o) Single, widowed, married o ADA3] 22 =~ .47, June 5B 19..,‘:&?
1. Sexlul 2T [ AU divoroe PPRMEAY ““e thaf 1 last saw b £ P aliveon___JUINE_5 19.47

6. (c} Age of husband or wife if || 2nd that death occurred on the date and hour stated above.

- L -, S ahve,....._,.. ________ Immediate cause of death mberCUI-OSiS Of Duration
V'3 Birth date of deceased..._ {8 /7 /Pdfp vertekral_ columng left kidney
(Month) (Da) Teft pvonephrosis with peri
8. AGE: Months Days If less than one day Due to nephritic abscess--Uremia

25

- 9. Birthplace.. = _. ...
{Ciry, tow,

T AL b, min

Missouri ("

¥) - (State or foreign coum.ry)

; e T f Tt Other conditions.....2:
10. Usual occupation...- 7 e o """"""“"'“'i“"“““' " {Include pregnancy within 3 months of dealh)

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

11. TIndustry or iness M T . L PHYSICIAN
12, é %@W .. agt?onnnnrtlﬁgn! : P 1. o 1yan N A
Underline
e e
" 3 = (whichdea
Of autopey.... €€ _BLOVE should be
g 14, T od Bta
tiatically,
g 15. Btnts o forcign m:;'” 22. If death was due to external causes, fill in the following:
16. (2} « || {a) Accident, suicide, or hotzicide {specify}
(b Date of ooccurrence.
(¢} Where did injury occur?
{City or town) {County) State)
{4} Did injury occur in or about home, on farm, in mdlut.nnl plaoe in public place?
&
e - ERAS T N /lSqurlmrpha BRI N
'18. (a)" Signature of fi \Vh.\le at work? ________________________ (,) 'id of injpry

R 1]

o : ) T |23 s:gmmn-;/y_‘“? - (M. D or aibes
- (@ (Date leeeivodgrekktnt} " (Rexistrar's sizuature) M Address. . 15€. (io_.le ..Gen'l IJ 105D« pated signed._©

{Licensed Embalmer's Statemcnt on Raverse Side) |




T

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.

.................... <eern.y Registered Apprentice No ,

. ‘ 1
Signed......... ﬁ) obe /4 /QLJZBP .
Licensed Embalmer No. 3 7 /{4‘ '5"

P.O. Address /_/ < _%0_"

working under my personal supervision.

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

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




