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

DEPARTMENT OF COMMERCE
Bureau oF THE CENSUS

ALED AN 20 lgf‘?j STANDARD CERTIFI

THE STATE BCARD OF HEALTH OF MISSOURI

CATE OF DEATH

State File No.

1026

-

Registration District No.__.._ 7. Primary Registration District No__./..QQ_j'— Registrar's No, __'___133
1. PLACE OF DEATH; 2, USUAL RESIDENCE OF DECEASEYD;
(@) County__....__Jaokson @ State Missouri - Jackson Z%f/
K 24 @ (#) County.
(5) City or town.__..2% 8N8AS - -
([f ontsida city or town limtts, write “RURAL" aod name of township) (¢} City or town Kansa.s c i ty
(¢} Name of hospital ot institution: O (Ut outaida city or town Limite, writs "RURAL™) (
Gensral Hospital #1 @ Street No 2903 Penn -
{If not in hespital or institution, writs street number or localion) (LT rural, give Jocation) [)
(d) Length of stay: In hospital or institution woaks B o
(Specify whather {e) <Citizen of foreign country? (Yes or No)
in this community unknown
yexrs, months or days) If yes, name country,
a. (‘2 PRINT MARY COVEY MEDICAL CERTIFICATION
FULL NAME Jan 10
%) 1 vete 3. (¢) Social Security 20 DATE OF Dea i Mond LAy
3. veteran, .
{ IJO \Ione year. 948 hour. 5 minute. P M,
fname wat, ‘No
21. I hereby certify that I attended the deceased from NOV L]
Pemal 5. Color " 6. (a) Single, widowed, marriad. - 1027 e Jan, 10
emele it dowed U7 R
4 Sex.. T SBELEL e  NOILE divoreed........ LIl - ﬂat Ilast gaw hET. _ alive on Jen. 10
6. (b) Name of husband or wife._____.__ ... 6. () Age of husband or wife if || #0d that death occurred on the date and hour stated above. Duration
C. L. Covey alive. . _._._years || [mmediate cause of death
7. Birth date of deceased Sept, 30, 1862 Senility
{Month) (Day) (Year) szeumcnia b]’.‘onc hial
8. AGE: Vears Montha Days If less than one day Due to... OVBI‘WhB lming infection
85 3 10 hr. ™in
Due to
9. Birthplace Germany L -
{City, town, or county) (State or foreizn country)’
o . N h it
10. TUsual occupation At Home.: . oy :2 05 e:mfdl.t Ops-, ‘within 3 months of death)
11. Industry or busi ST Rdi PHYSICIAN
! . . or findings: .o - g "' .
fé 12. Name...._.. . Don't Know .. . . OF OPETLLONS. ..ot ¥4 97 -
7 A et
E 13. Birthplace (c“ - porm (g;?fﬂi?;geouuﬂ Nohne wlslich&mbtg
¥y tawm, Of autopsy........ shou e
? 14. Maniden name ‘D on’t Knm- atopsy . . . . . |charged sta-
G rm e,L ! “Itistically.
& 15. Birthplace e J 22, If death was due to external causes, fill in the following:
= {City, town, or county) {State or loreizn country)
16. {a) Informant George T, Downs t . |l ¢ Accident, suicide, or homicide (specify}
) Address 320'3 Penn (&) Date of occurrcnce.
- Where did in) occur?.
17. (@ . (5 Date thereof..... L=12=48 {¢) Wherc did injury occur e s e
|, eremation, or removal) (Montl) {Day) (Year) (d) Did injury occur in or about home, on farm, in industrial place, in public place?
(© Place: burial or cremation___aWTence, Kansag
. o L]
18. {a) Signature of funeral director. Fre eman Mortuary’ While at work?,.........
) Address Xansas City, Missouri . e “Z l'“'
/ = f 0 Y . m 33 Sl
19, ~ = 4
() (Date received local fexistrar) (Registrar's ni:mnlu ) =A'Udress I\.edn DlI‘ .. Geﬂ l i"TOSD 'Datlﬂ_‘JLQ 48

{Licensed Embalmer®s Statcwent on Reverse 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...

working under my personal supervision.

Licensed Embalmer No 1 7 3 ?
P. O. Address ﬁ @’ %0 ‘..

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 body is not embalmed, fact should be so stated above.




