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

DEPARTMEEJ"J' 9;3 EOM MERCE
FICED 0CT 8™ 1047

Registration District No. __....7 3

STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

Primary Registration Distriet No._ Z.2.0 % .

Stats File No. _.._3_()-}218

Registrar's No. ......ﬁ..‘?.‘ eepe e sstessmnateseaes

1. PLACE OF DEATH, it
Clay
Liberty

(r on;.tido city or town timits, writs “RURAL" and namo of township)
{&) N m5e of hospual or institution: /

La8t Kansas

(I1 not En hoapital or institotion, write street gumber or locatlon)

{d) Length of stay: In hospital or institution
In thia oommunily...___12 ye &I‘ =]

yeara, monihs or daya)

(a) County
() City or town

{Specify wheiher

2. USUAL RESIDENCE OF DECEASED: ‘
(a) State Missouri Lo ()] éounty. Clay ;2%
City or town Ilj:berty :

(ll’ outside eity or towan limits, write “RURAL™)

)

(4 Street No 15 E,. Kansas — /
© {Mfrural, give locatinn) d
(¢} Citizen of foreign country?. NO (Yes or No}

If yes, name country.

MEDICAL CERTIFICATION

dole PRI Alice McKee Ray
:Ul::' ;MMF - — 20. DATE OF DEATH: Month _Septembers, lth
QO Hveemn N v year. 1947 .. hour.ll. minute 58 Pa M.
name war 21. 1 hereby certify that I attended the deceased from..&... Au.guaLl&i’Z
s. Color or 46. () Single, widowed, married, ’? y) 19._..te.l8_September. 1947,
4. e,,ferﬂa 1e / race. whit divorced..Z Wid Owed that ! last saw h_8X__ aliveon. 18 September s 19, _4.7
6. (5) Name of hr.lsband ar MICH__E_»_»]"__'_V__?_Y__ 6. (&) Age of busband or wife if || and that death occurred on the date and hour stated abave. ~ Duration
Veac ay aliven o years || Immediate cause of deanaaspinax.nry....failm..dua to " g
7. Birth date of deceased.. OV EMbOT 16 1867 -Multiple cerabral heworrhages. . . | 6 wks:
{Month) (Duy} (Yenr)
8. AGE: Years Months Days If less than one day Due to. HYpartenseion and generalized..  |.._ —
79 10 2 . ol Raripheral srteriosclerosis
- T. —_.mih,
" Due to
9. Birthplace Cairo Idlinois /
(Cll.y.Iimrn wcounwif “Z7- - "(Stats or foreign country) {{- - N ~ -
h nditiona
10. Usual occupation ousew e - O(L‘zl"ld‘-':‘ pu;mm TS e oF derti) )
11. Industey or business__B.%__NQME. i i PHYSICIAN
B (12 neme_ dohn Viillison MecKee ~—, jiMigidee: AN
= : ra——— 7 ‘ : Ve ‘< .o Py g’\ - e '+ & | Underline
<\ 12. Binmpmee_Allegeny County, Penn., “& G the cante to
ty. taw! coant: {Stots or forsign country)
g { 14, baiden maBl 8 LETL P HAm Oy - Of astopey. - AR
istically.
E 15. Birthplace Cecﬂ';bf'? 223;3'}8 (Isl}nluj;fd?nﬁ‘“) 22. If death was due to external causes, fill (n the following:
16. (@) Informant Mrs. Russell Ray (a) Accident, suicide, or homicide (specify}
@ Adirem_. 1D _E, Kansas, Liberty, Mo, | ® Date of occurrence
17, @REMOVAL - () Date thereol. 9@ Rla .20/ 47T Where did niury occur? FreTep— o yrT
(Burial, cremation, or removal) (Moath) (Day} (Year) (d) Did injury occur in or about home, on I'arm. in lndustnal place in public place?
(&) Place: burial or cremation Fo I‘ASt,. Hill 2 m . Mo
(Specil'y type of place)
18. (o) Signature of funeral director. . = AP While at.work?._. (¢) Means of (njury. A
® Adgrenll9 Eo Fr ._L ibefty, Mo o ﬁn - hed
19. (a) . 3] Ay, A { . or other) . il
(Data relleived kocal registrar) (Rextstrer's siaghtore)  fn Cho - Date dmeﬂl’_ )

{Licensed Embalmdr's Statement on Reverse Side)




RECEIVED )
@lGﬂ"Qt Health

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, os-by

Licensed Emy 3 ? od /(/
| P. 0. Addres: M W&-’
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failire to comply with

the above constitutes grounds for revoeation of license.)

If this body is not embalmed, fact should be =0 stated above.



