DEPARTMENT OF COMMERCE MISSOURI STATE BOARD OF HEALTH 4 z z J (o

Bueso or T Canaus STANDARD CERTIFICATE OF DEATH  suwsusne

Registratfon Distriet No.......___a__g_g____. ) Primary Registration District Num«lggg.‘ Registrar's No._4m__
1. PLACE OF DEATH: 9} 2. USUAL RESIDENCE OF DECEASED:
{a) County. JaCKSOQ . GQ.A . : 7 )
(b) Cily or town Kansast( 1tV % {a) State Missouri (%) County. Jackson
{If oulsida ¢ity or town limits, write YHURAL" and neme of township} .
(¢) Name of hospital or instituiion: (&) City or town Kansas C lty
St. Josephs Hospital / {IT outaide city or town Limita, write "RURAL")

{Lf not In hoapital or inatitution. write atreet D locetion) .
{d) Length of stay: 1n boapitalor Institution, g‘bmga * (d) Street No 1 5 2 8 POpla r
Life ©" {Specify whetber {11 roral, give Jocation}

In this community
years, months or daye) {¢) 1fforeign born, how long In U. 8. A2 years,

MEDICAL CERTIFICATION

saPRINT  TORENE STEPHENSON 315 | 2 —
20. DATE OF D? onth.......... lr_ d dey..... e

8. (b) II veteran, 3. (c) .Social Security _[
—_— None year..... minute. (< M.
name war. "No 7 - %
21. I hereby certify that' I attended the de d from
6. Color or 6. (a) Single, widowed, married, 19, to. S 2~ / o / %_
it i ‘ i -
4 Sex_Female | ne Yhitdg divorced__laTrie that I last saw h..‘LAAIIVB on b N =i %/ ~ 19

6. {5) Name of hygband 6. (¢) Age of husband or wifa if || and th eath oceurred on the date and hour’utntgn ve.
R w Duration

wife.... P
ay . gt e pHel’l s0n allve. ......} Q____"_yean Im. iate cause of th ~
7. Birth date of decensed Jan.. 23, 1898 _@ﬂma P V22227

(Moath} {Day} (Year) / "

Months Days If less than one day Due to Y W{ W C&MW 6 Ute>.
10§ 12 = =1 . ﬁ’m BAbilrs Jﬁmm 1 m 341~

8. AGE: Years

41

9. Birthplace Kinegston. Mi ssourd : (f//%d,&é
“Housew 3, Suermmee? MW 6/ [ / 3 7 / /
10. Usual occupation Housewife ' Other conditions, A
{1nclude preguancy within % months of death)} -
11, Industry or business O , d‘p_uys":lm

N. B.—Every item of information should be carefully supplied. AGE should be stated EXACTLY. PHYSICIANS should state

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

o ry— ; Wiajor e —
8 [ 12. Name Ben jamin Henricks alor o sertine
=
& \18. Birthplace Caldwell Co., Mo. — Yorich dont
&:lu town, ar county) (Stars or foreign country) Of autops should be
5 14. Malden nams. ﬁ autops i cll;a&eiiyttap
m tist: .
S 15. Binbplace Caldwell Co. N Mo.
= (City, town, og county) (State or foreigo conntry) 22. If death waa due to external causes, ﬂll %llo;nx.
16. (o) Tnlorment's own signatur ;& i {a) Accident, suicide, or homicide
(&) Address veae & {b) Dszte of oceurrence
IJ 17. (o) b'l.lr ial (L) Date thereo!__..l-..z.:z«-ﬂ....« (6) Where did Injury occus? (Civy or town) T tate)
(Burial, eremation, or remaval) . (Month) (Day} (Year) ]| (4) Did injury cecur in or sbout kome, on farm, In industrial place. in pubuc place?
(¢} Place: burial or crematio Z A - hy {
B (Specify type of p!lcu)
18. (a) Slgnature of funeral dhectnrm_t_%:éémz__@ﬂ (& Means
| () Address A1 C., Fhe . I
19. (a) Dec . 6, 1939(5) ‘/77; /7’1 W . Sigoa ¥ .
{Drata receivad local cegisirar) {Neglstrar's signatare) Addresy -4 .. > 3

{Licensed Emhbalmer’s Statement on Reoverse S:dow /




%ru . Wk J/%—w" /ém«g
thay sy,

STATEMENT BY LICENSED EMBALMER

+

.-

1 hereby certify that the body whose name is recorded on the reverse side of this certificate was embalrned by me, orby. e

: . Registered Apprenttce No

working under my personal supervision,

Sigued.., ) PALLALLL 2L LBAALLAL
Licensed Embalmer _No._,.____gg o g

P.0. Address_. LT C. . 2008

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

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




