V. 8. No. 2
OM—9-4-41
ev. 5-17-39
el X20484

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

DEPARTMENT, OF COMMERCE
EAU OF THE Cnnsus
FILED"AUE <5 94

Regiétration District No..........

/

STANDARD CERTIFICATE OF DEATH

MISSOURI STATE BOARD OF HEALTH
State File No.

27997

Primary Registration District No/da’._. Registrer's No.

35(}6

l_. PLACE OF DEATH: 2. USUAL RESIDENCE OF DECEASED: ,f
{8) County. .o "’J’A ON {c) Smtr_MlSSQURI ,,,,,,,,,, () County.......A tl A,GK_SON f
(8} . City or town. KANSAS CITY -
(_H‘ outside cily or town limits, write “RURAL™ and nams of towaship) (¢) City or town KANDAS CITY
() Name of hospital or institution: (If outasids city or town limits, write “RURAL") =
e GENERAL HOSPITAL NO.. 2 @ Street No....... 2405 _PASED : F
(If not io hospital or nsul.u!.mn, writs street nutaber or loeaunn) (If raral, give location} d
(d) Length of stay: In hospital or instleutign.......... 3 HRS ¢ eocecrcrricerecee NO
{Specify whether {e) Citizen of fareign country? {Yes or No)
In this community. »
yeors, montha or dayn) 7 If yes, name country,
3. (s) PRINT %/ MEDICAL CERTIFICATION
FULL NAME WILLIAMS
4 : : 20. DATE OF DEATH: Month.... . MAY.: day......Sd.p
3. (b) H veteran, 7 3. () Soclal Security
name war Py No...£ e . year.... L1947 .. hour 62 minute.. Q9. L. M
21, 1 hereby certiiy that I attended the deceased frommx .......................
3. Color DNr'mRD 6. {8} Single, mdowed alilm_‘E ( Q?' 19_LTto MAY 27, 19__1_1»1;
6, (b) Name of husband of Wife......ooecieccsncenee. 6. (¢} Age of husband or wife if || 2nd that death occurred on the date and hour stated above. Durati
uralion
Ve e _years || Immediate cause of death___. CIRCULATORY COLLAPSE "~
7. Birth date of deceased..._. MAY. ols 1947 .
- {Month} {Day) {Year}
8. AGE: Years Months Days _1f less than one day Due to..corerreee PREMATURTITY.
9..!11' bOmm ~ -
Due to
9. Bitholice..... KANSAS CITY o MISSOURI {2
. City, town, or county) = tate or loreign country)
., Other conditions 4'6’
10. Usual ocoupation. e (lnclu:le pregnnucy witkin 3 montha of desth) b ,
11. Indusiry or business Ko ﬁ i ; i PHYSICIAN
o ajor findings: -
&) 12. Name.... .L.EDN.ARD ..... HILLIMS C , Of operations = Underline
= . . e 3]
%\ 15. Birehptace.. TIFTON , L3SOURL (e cause to
{CiLy, town, or county; Stata or foreign country, Of autopsy........ should be
E‘. 14. Maiden name.......... G B FOWT ER o"‘ pe d sta-
= |tistically.
s 15. Birthplace...... ..0 HISSQURI .......... s R
= (G, cown, o coantrl (Suu - conntry) 22. If death was due to external causes, fill in the following:
16. (o) Informant. GENEVIE WILLIAMS __(HQTHER)_ _____ (a) Accident, suicide, or homicide (specify) T
® 05_.PASEQ __ . ’7 () Date of oocurreacs
{c) Where did injury occur?.
17. (G) ther:of..f st Cit tow ) (Co 1 ) (s“u)
(Burial, cremation, ar removal) (Mmh) (D-v) (& Did injury ocour In or about home. on farim, fa industrial place, in public place?
(c) Place: burial or cremation.” g
A
18. (e) Signature of E?l divector. ) While at wor  (Gpec fr(lgw °r°:°gf Injury...
() Addr )
19. (a) “/ M Stgnature- oS nag o AN, - N 200 (M. D, or other).. M D .
) e T ¥ Woginrars izt idvess... GENERAL: HOSPITAL NO., Date signea. 5/ 2847

{Licensed Embalmer’s Statement on Reverse Side)




STATEMENT BY LICENSED EMBALMER

1 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.

Licensed Embalmer No.

P. O. Address
Note: Theé 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 embalmc:d', fact should be so stated above.




