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

DEPARTMENT OF COMMERCE
. BureaU oF THE CENSUS

FILED 047
Redstmﬁn[vmoaglct%\lgzgi_

MISSCURI STATE BCARD OF HEALTH

STANDARD CERTIFICATE OF DEATH
Primary Reglatration District No._é_ﬂz_mz.._\s_,j

sue h3EY714

Regésirar’s Ne. / ?3

L. PLACE OF DE’%OD

(a) County.

®) Cley or town._BUTA1, Washi _n;;t_"on Tovmship

(If outaide ¢ity or town limits, write “RURAL" and name of lowﬂlhip)

r institution:

{¢) Name of hospital
igspital, #3

State

el

(If not in hoapita)l or inatitotion, writs strest number or location)

(d) Length of stay:

In this community.

In bospital or institution .7 T00Sa_ 7. G8Y S
7 montks, 7 days

{Specify whether

2. USUAL RESIDENCE OF DECFASED,
Jackson ‘l{}

J
U

) State Missouri

) (b} County.

Kansas City
(If ocataido city or town limits, writa “RURAL"™)

4317 E. 39%h

{If roral, give location)

(c) City or town.

(d) Street No.

b

yanrs, months or days) 4 (e) If toreign born, how long in U. 8. AP, NO . vears.
MEDICAL CERTIFICATION
3 . Martin R. Scott : .
2 v TR 20. DATE OF DEATH: Month ov. day___9th
8 v N 3 Social
ceran N ety year. th!L'7 hour. 8 minute. 5 P M.
name war, vt No an - Laa -
a 21, I herebyZcertify_that T attended the deceased from.
6. Coloror 6. (a) Single, widowed, married, ADl‘. 2 19 J NOV. g 19 L 2-
4 sex. Male e White aiboreed__ Midowed - )
' var that I last saw h.. 171 _alive on Nov. 9 1947
6. (b) Name of husband or wife___ == _______ 8. {¢) Age of husband or wife if {] and that death occurred on’the date and hour lmted above, Duratlon
UT
aHve....ooeoeeceeeyears || Immediate cause of death
7. Birth date of deceased___J UNE 27 1869 .brteriosclerosis
(Month)} (Day) {Year)
8, AGE: Years Months Days If lesz than one day Due to. vyt
78 l; 14 hr. min
N Due to. o
9. Birthplace._lNOVASCOt 18 : vl T
(City. town, o7 county) {State ot foreign country) m
10. Usual occupation _Jahly or - ) ¥, Y] :QOther conditiona Hypert ension
) v (Include within 8 be of dexth)
11, Industry or bus - PHYSICIAN
g 12. Name T imothy Scotl fj Ma:gr %E\Trx:%?rtmq - " ' U:d—
5 . Unknown / . (A \ the cacee to
& % 18. Birthplace (City, (Stato or forelsn country) No hd l v Thichdrath
g 14. Malden pame ?ﬁaslér QB“ éhl‘l ck . Of autapsy. 11 ’lhuu'dl ';f
E { 15. Birthplace Unknowmn o - tistically. -
1 (City, town, or comaty) State or foreiem country) 22, If death was due to external causes, 6l i
16. {a) Informant. Hospital Record 7 (a) Accident, suicide, or homiclde {
(b Addgess.. Doy A0, (&) Datc of occurrence :
17, (a) : (t) Date Lhetmf_I_I_‘_'.'_I_ =47 (| @ Whete didinjury [Gits ov tama) {Comtn)
{ cramatlon, af remeval) (Monsh) (Duy) (Year) (d) Did injury

Kansas™City, Mo.

(&) Place: burlal or cremation
18. (a) Signature of funeral director

Sheil Puneral Home

Kansas City, Missourl

(&) Address
o el oty o Pl Yot

n or about home, (ym’ in Industrisl p!a?‘ln pubhc pim!

type of plecs)
(¢) Means of infury.

{Licenned Embulmer's Staterment on Reverse Side)




T E 1’?, ey Ol 3 -.au:\s a
EFETLR o et OHOIC
TAC R EREREL

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.

Signed. Ll 4L

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

If this body is not embalmed, above space should be left blank.



