0.2 DEPARTMENT OF COMMERCE THE STATE BOARD OF HEALTH OF MISSQURI 88)-?3

e BUREAU OF TUE Consus STANDARD CERTIFICATE OF DEATH State Fite No
7-39
47070 Q&Eum éﬁndznz_l%%z_ ) Primary Registration Distrlct No_............f{ﬂ..d_a-_, Registrar's No. 1231

? 1. PLACE OF DEATH: 2. USUAL RESIDENCE OF DECEASED; . J 3’7

(s) County. Jackson . /

sate Migsouri . _ @ Jackson .
%) City or town_Kanigasg _City (@) State ) (& County :
{If outside city or town limits, write "AURAL" and name of township) (¢} City or town Kansas C 1ty .
{¢) Name of hospital or institution: (I outaids city or own Hmite, weita “HURAL")
Trinity Luthern Hospital ® Seeeito. 1309 Panoyluenis 14

. {1f nat ip hospital or institation, write streat nom| or location) {IT roral, give location)

(d) Length of stay: In hospital or institution__ 9 _UBY S 0
. AN 3y Bpecify whather || () Cltlzen of foreign country? O, (Ves or No)

In this community. aars

° _years, months or days) If yes, name country.

MEDICAL CERTIFICATION
3. PRINT
3l PRI Nora May Potter

5o T 20. DATE OF DEATH; Month_ Margh day__17th,
R veteran, . (e a) urity o
N N year, 1948 hour /O ..__.____minuta&._. M.
name wat. NQ No....one - . 4 =z
225 || 21 T hereby certify that I attended the Jeceased from i
/| cotoror 6. {6} Single, “;'?owed. dea, woo 3 a4 w45
- Fomal ite : idow : M Py
4, Sex ema:o mrjvh divorced.._ T .. that I last saw h. sy alive on _7//,7/ ' 19}%
6. {b) Name of husband or wife...... e 6. (£) Age of husband or wife if || and that death occurred on the date nnd’ hour stated above. .
Fr&.nk NO&h Potter nlive.......:......‘.........years Immediate cause of death . . Duration
. Birth date of d d 5 20 1880 é; -- ---- d 2 : C—EMUZ < AE "; (Frblae R |
{Month) {Day) {Yeoar)
8. AGE: Years Months Days If less than one day Due to
6 7 L 9 2 7 hr, min
- N . \ Due to
== B -9, Birthplace.._._ . _ — .- Missouri- 0 - = - : » i

{City, town, or connty) {Stats or forcign country) ¥ M—’
Housework - : Other condiﬁomM :%rl/

10. Usual occupation {[nclude preguanoy witkin 3 moutbs of death)

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

11. Industry or busi . PHYSICIAN
e . . — . : : dings: R
g 12, Name. v NoahoChambérsr Mﬂigtropl::mﬁggns__._.,,_ L ; | .\ § G
/s ’ nderline
o]
. ﬁ 13. Birthplace p 4 . = E}Sermany [\,ﬂ { ;hﬁgggség
iy 0, of, county) tate or foceign conntry)
E 14. Maiden name ?61TV ay Chambers Of autopey - - - - sho u]d!tl-:
= . tistically.
B Missouri
g 15. Birthpl T We——— iata mr Toraien OOMQ 22. If death was due to external causes, fill in the following:
t6. (@) Informant__ MTSe Ruth Simpson " [} @ Accident, suicide, or homicide (specify) )
(5) Address 1309 Pensylvania . {3} Date of occurrence
17. (a) - Bemoval (3) Date themf..w&!!.mzlm_.._.— () Where did injury occur? {City or town) (County) {State)
. e {Burial, cremation, oz removal) ‘ EM‘""-‘” (Day} (Year) (&) Did Injury occur in or about home, on farm, in industrial place, in public place?
() Place: burial or cremarict@r thage  , Missouri o
15. () Signature of funeral director. HI S+ Cala¥orstor 1 et wortr i ey 40 I
(5) Address Kansas City , Hissouri

19. (e

—

i iaiag PRI W da

{Date received focal r

g AN TR 77 %

(Licensed Embalmer's Statement ocn Reverso Side)




2289 01
eIoWIITBY COOY

J6)06g *Y PIBYSTH *aq

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 '

A Mosaecs

P.O. Address....?.zz.........._..._A b,

L
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply wit

the nbove censtitutes grounds for revocation of license.)

working under my personal supervision.

~If this body is not embalméd,'.faét should be so stated above.




