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

FEDERAL SECURITY AGENCY
National Office of Vital Statistics

FILED AUG 26 ISI}E/j

MISSOURI DIVISION OF HEALTH

STANDARD CERTIFICATE OF DEATH

26288

eoan 3160

Registration District Now.e.......£_ £ Primary Registration District No... Registrar's No.
1. PLACE OF DEATH: . 2. USUAL RESIDENCE OF DECEASED: / P
(a) County Jackson Wi . J K /
. (a) State..... . MISSOWUTL (5 County acKkson
(b) City or town Kansas Cl'ty Cs
(1f outside city or town limita; write “AURAL" and name of township) (&} City or town Kan a5 '_Ltv .-?
(<) Name of hospital or institution: : {1 outgids city or town limits, writs “RURAL"}
General Hospital No. 1 o) @ Street No 4205 Roancke Rd. v
(If not in hospita) or institution, weite street nn?:r or location) " {1f rural, give locstion) -
(d) Length of stay: In hospital or institution davs 0
{8pocily whother (¢) Citizen of forelgn country? de (Yes or No)
In this community HFO0.nlona s/ .. ‘
years, months or days) ;{Y If yes, name country. .
MEDICAL CERTIFICATION
PRINT
‘L%, NAME Charles Fleener ATE OF DEATH. 18 Aug. 1
20, F th da
3. (b) If veteran, 3. {¢) Social Security No. | 1 Mon 4
name wa No Zo 3 - 3—.Q1 i4_ chr....,.....lgll.a.._.._....hour 8 mimate _ 30 Pan
e war. > Nowmil %% st 8.7
21, I hereby certify that I attended the d 1 from
O 5. Color of 6. (a) Single, widowed, married, July 27 19_.LL6'~6 Aug__ 1 10l B;
. s Male raceWhite divorced,ﬂliidquexé% that I fast saw 110 _ative on Aug, 1 1ol
6. (b) Name of hugpand of Wifew.woer oo 6. (¢} Age of husband or wife if || and that death occurred on the date and hour stated above. Desation
__________ aliVeo.._years || Immediate cause of death _
7. Rirth date of d 3 June 10 18647 Corgnary occlusion
{Month) (Day) (Yoar)
8. AGE: Years Months Days If less than one day Due to
27 l 2 / | I . min,
N Due to
5. Birthplace Clarinda Iowa / -
- (City, towr, or county) (State or forcign country) / )
. . canditions o
10. Usual occupation Eetired 0(:!1!1'! L within 8 moaths of dsath) ?_? P ia g
11. TIndustry or business PHYSICIAN
ot Major findings: —_—
g { 12. Name -Na_record G Of operations .
g / See _abhove the canme to
= 13 Bithplaceooee MO Becord = it deatt
{City, lown, or county) . (S_uu or {oreign country) Of antopsy / should be
g 14. Malden name No_record s e
tigti y.
& | 15 Bistbplace No_record / 22. If death was due to external causes, il In the following:
= {City, town, or Ly) (State or foreign country) " e * wing:
16. (a) Informan F 2 e n e_ Y- {a) Accident, suicide, or homicide (specify)
(5) Address......_! 05 Roanoke Rosd (b} Date of cccurrence
17. (2} Removal. () Date tlmrm[_aj (¢) Where did injury occur?. s o
{Burial, eremation, or removal} {Montk) (Day) (Yoar) (d) Did injury occur in or abont home, on farm, in industrial phc:. in public n!aoe?
() Place: burial or crematio Jow s f_.g, )’ﬁ cg::;_
18. (o) Signature of funeral director.... 4 sl While ot wnrk?...___.___._;_._f_T‘, ‘(’S" of D Tad
® A em....____ _____ J?.Q We .____._ - ) .
=5 A o sepeZt] T 2ok 2 ;ﬂ;
19. s Y v . 1
@ (Dats received local mnsr,nr) (Rlegisirar's siguntare) Add .,.I..A,E....:.. 1. O5Sp- Date s:gn U,

(Licensed Embalmer™ Statement on Reverso 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, a7

¥

, Registered Apprentice No )

ot s/ W 1=

Licensed Embalmer No. ‘7‘ L= '—’/

P.O. Address._ﬁ'm% ).7",/0

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure tdcomply wxlh
the above constitutes grounds for revocation of license.)

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

- working under my personal supervision.




