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1 Xasss7

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

DEPARTMENT OF COMMERCE
BurrAU oF THE CEXSUS

JILED JAN 20 1948y 9

STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH
Primary Registration District No._._._.é_a_Q_-?— -

g
State Fils Ng 4“‘)5
Ru;.:trar‘s No._fgi_zg_‘._

I, PLACE OF DEATII:

2. USUAL RESIDENCE OF DECEASED:

Le received Jocal

(6) County JACKSON (@ sate _MISSOUBT @ County. JACKSON.._.
(&) City or town KANSAS CITI i N
(T outalde city of tawn limits, write "RURAL" and name of township) {¢) City or town KAN3SAS CITY L
{¢) Name of hoepital or institution: . (If outside ciy or town limits, write "RURAL") .
GENERAL HOSPITAL KO.. 2. @ Steeet No.. 718 CAMPBELL £
(If wot In hospital or inatitution, write stroat number or location) (ICrural, give location} N
(d) Length of stay: In hospital or inatitutiou.........lh';'....n .............. . i
o, (Specily whother )| (¢) Citizen of foreign country? NQ {Yes or No}
In this nity /' %JJA ~
yoars, months or days) If yes, name country.
3. (a) PRINT MEDICAL CERTIFICATION
FULL NAME INEANT TLTAMS .
Y "NFAN' Wl' ";"" Social Seourt 20, DATE OF DEATH: Month DECE;'\IBE'R day. 27 2
: m:::::' ) : :_1.__—— unity year. 1947 hour. 10 : minute 25 P s M
21, T hereby certify that I attended the deceased fro e
NALE } 5. Color or 6. (o) Single, widowed, married, 13, 197 to DECE”BER 27 y1oh7
¢ sex MAL ra aivoreed. . SINGLE (Y oy ttane pow I, siiveon... DEGEMBER 27, b7,
6. (5 Nameof husbandor wife .. _ 6. (¢} Age of husband or wife if || #°d that death occurred on the date and hour stated above. Duration
alive..____years || tmmediate cause of death _EXTREME MALNUTRETTON-|-wrer
7. Birth date of deceucd_._.......g..E..g.EMB ER S, 153 L_._.____]_'9é'_z_
{Moath) {Year)
8. AGE: Years Months Days If less than one day Due to
]J" hr. min
Due to
9. Birthplace . KANSAS CITY MISSOURY .
{City, wown, or county) - {Stata or foreign country) g _ =7
Oth i 2
10. Usual nﬂ"ﬂmﬂnn NONE (ln:!idc:'x;qnong:: within 3 monitks of doath) / ;t;‘ -
11. Industry or busi SR _ 2 PHYSICIAN
-1 ajor findings: —_
& { 12. Name....... FARMER __WILLIAMS || 0 operaioss... —
; oo A . - beig
=\ 1 BMPM“MHQAS___QITI__WM MISS0URT " el
: {City. wwn. or county) . {State of foreign country) Of antopsy. SAME AS ABOVE fﬂcgﬁﬁ:ﬂ
& ( 14. Malden name ROWENA JONES : . . : raed o
E {_’) tistically.
15. Birth laoe..I.ND.EE —rerrsinsnras ,ISS . i .
] rtop (Ciy. rwn o comate) &‘uu m%ﬁ%"u“ﬂ) 22, If death was due to external causes, fill in the following:
16, (2) Info HOHEN AU WILLIAMS (MDTHER.). " (a) Accldent, suiclde, or homicide {specify)
@ Ad _718___CAMPRELL. 1 (3) Date of oceurrence.
17. (@) {6) Date thereof. / ?’7 }/tf () Where did injury occur? {City or town) {County) (Stare)
{Burial, cremastion, or removal) {Month) (Day} (Year) () DId {njury occur In or about home, on farm, in [ndustrial place, in public place?
(¢) Place: borial or eremation
18. (a) Signature of fun director. T of injury......_. o
(&) Address Yt ”
- Y (M.D.orothenn M.},
19, (a) = ) ‘M"""f’
{Registrar's sirnature)

" Date digned. _;“2/_39»67

(Licensed Embelmer’s Statemont on Roverse 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

Iz

working under my personal supervision. .
Signed &//ﬁhfl. 4 y%u}v&-

V4
Licensed Embalmer No. 3 o f 7
P. 0. Address. /],-C. %

Note: The 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 hody is not embalmed, fact should be so stated above.

______ A e eeemeeeeeeemenmeneney. Reegristered Apprentice No

k3



