MISSOURI STATE BOARD OF HEALTH n
H0 9CT 15 1938 launuu OF VITAL STATISTICS 31276

CERTIFICATE OF DEATH
1. PLACE OF DEATH 3 7 f Do not use thly space.

(» County... Jaclkson I Registratlon Disirict No.
Y d

.
() Township.. KAW Primary Registration Distriet Non..........oooootr g 2. Reglsiered No......... 35?3 .......
© oy Kansas City @ swees o St _Josephis Hospital "
(If death occurred in Hospital or Institution, writs [ts name instead of street and number)

ctolpy

CAUSE OF DEATH in plain terms, so that it may be properly classified. Exact statement of OCCUPATION is very important.

.

{e) Length of reaidence in ciiy or town where death occurred e mos. ds. (f) Howlong In U. 8.,if of forelgn birth? yra, mes, da.

2. PRINT FULL NAME. John W.. Burke b 2.4
(a) Residence, Now..oo....ooovcr. 4013 Clark.. ... st D

(Usual plaei of abode, if 1o street address, write county or city)

(If nonresident, give city or town and State)

PERSONAL AND STATISTICAL PARTICULARS MEDICAL CERTIFICATE OF, DEATH

Fd
3, SEX 4. COLOR OR RACE | 5. SINGLE. MARRIED, WIDOWED, OR / / ‘3 /
Dwgzim g:iué the ward) 21, DATE OF DEATH (MONTH, DAY, AND YEAR) v L .19
Male ¥hite - n =
22, I HEREBY CERT ¥, That I attended decessed from
1@

5A, IF MARRIED, WIDOWED, OR DIVORCED -
HUSBAND oF Plcscd. 52 19905, to... |

(oR) WIFE OF _—— Iy '
Ilast saw b/ €Y. alive on. . lé.(Dmth ia maid

6. DATE OF BIRTH (MOXTH, DAY, AND YEAR) Augus t 23 2 1904 to have o ed on the date stated sbove, .t..l.J........ﬁ..m.
7. AGE YEARS MONTHS Davs If LESS than 1 || The principal cause of death and related causes of Importance wera as follows:

34 / f dnz, woeen s

or..........min.
8. ‘Frade, profession, or particular kind of
work done, assawyer, bookkeeper, ote............ Clerk ..............................

9. Industry or husi in which
:M don;ru s:?lm}.‘ll,wb:nk‘.'oaﬂ..ﬂ.‘]. bt Penderga 5 t
10. Date deceased last workedat Lo qmuﬂ.ﬂmy
this occupation (month and - spent in this
FOBIY v rvt s setsssreastsastessensenee crsmes sesemes s mvines oeeupatlon.....e s

Date of onset

GQCCUPATION

-
N

. BI(FSI'TI':‘II_IZI...QC‘EO(&;\R' %R Town)..Ka.ns,a.s.....crty.; ....... M .i.ss.our.:

information should be carefully supplied. AGE should be stated EXACTLY. PHYSICIANS should

E 13, NAME Thomas Burke @ ....................
i E | 14. BIRTHPLACE (ciTY OR TOWN). AT

™ { STATE OR COUNTRY) Ire 1 and N

? 15. MAIDEN NAME Maria Audley 3 23, If death was due to external causes (vlLlence), fil} in also the loﬂoa

| : . Accident, suicide, or homicide? Date of iBjury......ccoverrrvennr 219,

O | 16. BIRTHPLACE (CITY OR TOWN)........... g T gmoymy i resermesnasesnrrrssssssrsanssssans seessocee

and

b3 (STATE OR COUNTRY) Trel Where did injury oecur? i ey e
k] 17. INFORMANT Thomas Burke Specify whether injury occurred in Industry, in home, or in publle plzce.
g (ooress) 7 013 CTark p—
"ép 18. BURIAL, CREMATION, OR REMOVAL o Nutora ot injury

e Ot. Marys Cem. .. Sept. 13 3

Y 1 R. Wan disense or Injury {n any way related to occupation of dmmdr.A/,CD
19. FUNERAL DIRECTOR (NAME).. QUIRK & TOBIN CUZEN Lu 50, Specify T e . \//?d . /1

(ADDRESS) Kansas Uily, MO, signed).. LT M/

...... o i (Address)......... L BLE. /}e%‘ q

N.B.—Eve
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(14 d Embalmer's Siat t on Reverse Bide)
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STATEMENT BY LICENSED EMBALMER
1 hereby certify that the body whose name is recorded on the reverse side of this certificate was embaimed by me,
. - or by : e
- ’ '.a . - ' '

Registered Apprentice No

, working under my personal supervision.

v PN ; Lo Signed
tu, L * Licensed Embalmer No
. ‘ .l g A P. 0. Address

Note: The nbove MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING'.‘

(Failure to compis
with the above constitutes grounds for revocation of license.) . . . et

If this body is not embalmed, above space should be left blalnlf. : .




