R

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

FEDERAL SECURITY AGENCY MISSOURI DIVISION OF HEALTH

B TS s STANDARD CERTIFICATE OF DEATH suw re ... G002

Registration District No.. #/.@%.....eooeeees Primary Registration District No&‘gF/._

»
Registrar's No. .Zé....._...._......'......_

1. PLACE OF DEATH: ! .
(a) Comty.._g.lgl.___..ﬁ.»W
(5 City or town..Ha.rln..em.a_ _8.4 LQMMH ......

(1f outaide eity or town limits; write “RURAL’ agd name of township)
(¢) Name of haspital or institution: /

Homes; Harlem. Missouri

v ([l not in hospitnl of jnstitution, writs street nomber or location)
(d) Leagth of stay: In hospital or institution NOIle

2. USUAL RESIDENCE OF DECEASED;
() stae. Missouri ®) County.ClAY

(¢} City or town Rural,

24

@ street No.RR#Z8._ North Kansas City

(If outside city or lown limits, write “RURAL”"} D

{1f rura], give location)

Gpecify whether || (¢) Cliizen of foreign country? No No) *
In this community 60 Yesars e (Yes or No)
years, months or days) If yes, name country. Naone
3: (0 PRINT MEDICAL CERTIFICATION
L NnaME___JOSEPHINE TSABERL WRLIS
- ——— | 20. DATE OF DEATH: Month . JU1Y 4y 8th
3. (b) If wveteran, 3. {¢) Social Security No.
N | v 19AB  hou 3. miowe D A
narte war. one ! None
: 21, I hereby certify that I attended the decensed fmm__.l.s.&.ﬁ.:.%..ﬁ.«»___
/ 5, Color ar 6. (a) Single, widowed, married, .. o ouly 7 19
s selemalel | wdihife |2 dvoced WAAOWEA | ot tiast sawh €T ativeon JULY. 7 1948
6. (}) Nameofhusbandorwife .___________. 6. (c) Age of husband or wifeif || 2nd thz}t d&?th occurred on the date and hour stated above. Duration
Charles Bugard Wells aliv) 2 ¢ 88 S &g || Immediate cause of death
7. Birth date of deceased . LEDTUATY. 26 1864 .. Cerebral vascular accldent | 2 yrs
{Month) (Day) (Year)
8. AGE: Years Months Days If less than one day Due to
84 | 4 |12 | x . x
. . Due to
9. Birthplace.. QT ACH e ; o N
{City, town, or eo-unty) - (State or foreign country)™ S '_'L li t
10. Usual occupation__JOUSOWife || eher conditions. QL L LT 4. ! =
11. Tndustry or business same robable termipal broncho- PHYSICIAN
o - Major findings: pne umotila —
g 12 name. Henry Baleés Q Of operations. : Uadertine
[ + J
1 Betnpeee_ Unknown _Unknown - 7 the cause to
(City, ""f_"-“' qpunty) - (Bateorfoscigncountey) |1 | Of quto; ol )\ A/ should be
& nxnown . o e
g{ 14. Maiden name 7 3 / .::ha:.irg.ﬂ;
3 i known ' =y istically.
G | 15. Birthplace E}E}fgﬂ?&m_ _ CS““H? : o?mw) 22, 1f death was due to external causes, &ll in the following:

16. (o) InformamtMIS.. Bertha Robbing
® Adm&%_& »—North Kansas..City,. Moy

17, (@ _Buria () Date thereot-__ 7/ 11/ V48
(Burisl, cremetion, o removal) (Mooth) (Day) (Year)

(¢) Place: burial or uemﬁoLBr.enne.rmCﬂm.um.mmwm
18. {a) Signature of funeral directdiOTtONn = Smijihf&.E.H.-...

(g} Accident, sulcide, or homicide (specily)

(&) Date of occurrence

{c) Where did injury occur?.
(City or town) {County)

{State)

{d) Did injary occur in or abottt hoste, on farm, in industrial place, in public place?

M o
. P, o -
wift, NOK-C-’ MO, g2 10/48

832 _Armour Bd., gy MO _
Mﬂ » 23, Signature.. M. D.gro
19 (o (Dute :ed locall"mm:) @ - (Registraramigsature) /1 =4 |} Address 202

(X33 (Licensed Embalc{cr's Statement on Roverse Side)




RECEIVED
’hstrict Health Officer No B,

STATEMENT BY LICENSED EMBALMER

ey Reglstered Apprentlce No. ¢¢/7

_working under my personal supervision.

! : _‘ & ‘l‘.x_f::;n;edEmbalmean 39.,2?

.P.0. Address%az%@éé

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply (
the above constitutes grounds for revocatmn of license.) . P . .

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




