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1. PLACE OF DEATH Do not use this space,
‘é' (a) , Registration District No. j ??
B ) Primary Registration Distriet No......£.8.9.27 Reglsiered No....... :&_5&2 ...........
> (0 city..Kansas. City, Moe. (d) Btreet No.............. h11_ S, Denver. ... T eeessean St
it (It death occurred in Hosgpital or Institution, write its namd-instend of streat and number)

(e} Length of resldencein clty or town where death oceurred ¥T8. mos. ds. (f) Howlongln U, 8.,if of forelgn hirth? yra. mos. ds.

2. PRINT FULL NAME. Mrs, Anna McCullech 2 L'[' >

(® Resldence,No.......J3..11. 8. Denver.. 8t. I:I
(Usual place of abode, if no street address, write county or city) {If nonresident, give city or town and State}
PERSONAL AND STATISTICAL PARTICULARS ) MEDICAL CERTIFICATE OF DEATH
3, SEX 4. COLOR OR RACE | 5. SINGLE, MARRIED, WIDOWED, OR
P w DiVORCED {write the word) 21, DATE OF DEATH (MONTH, DAY, AND YEAR) Apr . 6th: 1938 19
Married 22, I HEREBY CERTIFY, That ] sttended deceased from

SA. IF MARRIED, WIDOWED, OR DIVORCED
(om WiFE 5 R. C. MoCulloch IS'F”?‘} '''''''' O g~ %

lastdaw h. LM aliveon ,19. 59)eath ta said

6. DATE OF BIRTH (MONTH, DAY, AND YEAR) mr. 7 ] 1869 to have occurred on the date stted above, at3=h5 .
7. AGE YEARS MONTHS DAYS If LESS than 1

€9 i T

lain terms, so that it may be properly classified. Exact statement of OCCUPATION

F4 8. Trade, profession, or particular kind of
. g work done, usnwyer.bopkkqeper.ntc.-.....,.....House‘.rife ..................
: 9. Industry or business in which work
o was done, as saw mill, bank, etc.
3 | 10. Date deceased lust worked at 11, Total time (vears)
this owupatmn (month and spent in this
8 year) ... " OCEUPBLIONN. .cooevvereceenneveeed oo et s s ereteseseeessseearasesessvassasasasseasasasnsssesssrasansmsseessemmencnnem firecsrarsnbrassimens
12. BIRTHPLACE (CITY OR TOWN) T N Other coniributory causes of [mportance:
g |7y
(STATE OR COUNTRY) Lﬁ ssou ri . R -
E 113 NAME __ Unlmown (1
-
14, BIRTHPLACE (CITY OR TOWN)..... : ? .
P ( STATE OR COUNTRY) Unknown Name of operation
- ‘What test confirmed [T OV S S ' ..
" . R
E-' 15. MAIDEN NAME W 23, 1f death was due to external causes (violence), fill in also tke following:
= Accident, suicide, or homicide?...... N o.cooerrreneeee Date of Injury...ccovimsiinns 219
Q | 16. BIRTHPLACE (CITY OR TOWN), L. 1l Whero aid injury oecur?
RY, ere did injury oeeur?..o oo R s
;' z (STATE OR COUKTRY) WW"’\/ (slatily city or town, county, and State)

Specily whether injury oecurred in industry, in home, or in pablic place.

WRITE PLAINLY, WITH UNFADING INK---THIS IS A PERMANENT RECORD

(aooRess) - 111 $ Denver, K.C.lMoa e of tnfary
18. BURIAL, CREMATION, OR REMOVAL

PLACE. Ausj;in,__Mo P oate,. Apra 8=38 ..

19. FUNERAL DIRECTOR . C,H.Bla.ckman &.Son,. Inc....
uoonesy 2825 "Ing

“ 17. INFORMANT.... Ra_.Ga.. MoCulloch

Natura of injary.
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N. B.—Every item of information should be carefully supplied: AGE should be stated EXACTLY. PHYSICIANS should state
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STATEMENT BY LICENSED EMBALMER - ' ' N
i, - - , Licensed Embalmer No..... .. : -
. ‘ . i ; "~
hereby certify that the body recorded on the reverse side of this certificate was embalmed by - S
L.E : , ‘ — _ N
O S eesnOT DY , .. Registered Apprentice No 2 -
. EERTRE Pl
working under my personal supervision. . B ' . o
| _ Signed : ool ; -
Lo o : Licensed Embalmer No
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRIT[NG. (Fal.lure to oomply with
the above constitutes grounds for revocation of license.)




