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 important.

DEPARTMENT OF COMMERCE

Registrotion Distriet No... 399

MISSOUR! STATE BOARD OF HEALTH

JERT 399y ~ STANDARD CERTIFICATE OF DEATH saerieno 120610

Primary Registration Distries No._k002

Regisirar's No.%_

7

1. PLACE OF DEATH:
(a) County. Jackson

(® Clty or town.._ Wansas City

{If putside city or town hmll-l- writs “RURAL" end name of township)

{¢) Name of hoapital or institution:

K.C.Yeneral Hospital To.l

(If not in bospital ar institution, write u.th T,_ b ur&loail?g) d ay s

{d) Length of stay! In hospitalor Institution

In this community. 59 year 8

(Specify whethsr

yours, months ar deye)

2. USUAL RESIDENCE OF DECEASED:

LZissouri l Jackson

(a) State (b) County.

{c} City or town Kansas City
{If ontsids city or town limits. write “RURAL")

6421 E, 14ath t,

{d} Btrect No.
(1f rusral, zive locution)

(¢) If foreign born, howlong In T. 8. A.7. years.

¥ =

3. (o) PRINT Sally ll..’cDaniels Q~‘3§

8. (b) II veteran,

8. (¢} Social Security

name war N 0. Noeo (y M.é___.._

6. Color or 6. (a) Single, widowed, married,

4. Sex F. rm-nw' divorced MARZLND.
6. (b) Name of husband or wife.......cceiecenace. 8- (€} Age of hushand or wife if

— CHAS. =

MEDANIFILS
7. Birth data of deeeued__f.ﬁ_ﬂdh__uw.(%:gmmwwl(gaq

nliva..___.‘_ﬁ_._yem

MEDICAL CERTIFICATION

20. DATE OF DEATH, Month__.__D_a%i____dﬂOt h

ear. hour minute
¥

B0 A u

21. T hereby certify that 1 attended the deceased from.

¥ov. 17th 182 to Jec. 50th 39,
that I last saw h imnlivenn DGC. SOth’ 1939

and that death cecutred on the date and hour stated above.

Dutation

1 1 fd th-?wa“b_ —_
%??Ifﬁ?émﬁysacar 1ia ibrosis and

(Mooth) cardiac hypertrophy and ascites
8. AGE: Years Months Days If less than one day Chronic passive congest ion of
59 ﬂver with cirrhosis and varices of
/2 / br. min. ||O0ESOPhaus @IS stonEch
B - Due to. o
. Birthplace 3 L ‘ { Ty ( 0o O) "L\,‘,{ “
ity, town, of couoty, Stats or forelgn eonntry, .
Housewife Other contitioms. R &hY hydrot horax
10. Usual occupation - 21:5::-nwasz:;c, withja 3 months of death} e .
11, Industry or bmdnps:n How 6 PHYSICIAN
- M findinge: —_—
& [ 12, Name Frank Yarson o e S
& M the caue to
2 L15. Bintplace . BICKENE R, . - A f e swhich death
tats or gn coantry, hould b
o { 14, Maiden name_ SUSTE "‘"’e‘hi‘é 2] Ot atopey e pr g ‘ Eﬁi‘:’f&?;":
g 15. Birthplace 3’-(!1{:. towa, or mﬁﬁm (Siate uﬁ,;,? country) 22. If dcath was due to external causes, fill in the following:
)
16. (a) Informant's own signatur e IS S (3) Accldent, sulelde or homicide (specify
(®) Addres. ‘ ,lz / g AS T . l# -t (b} Date of occurrence.
{c) Where did injury occur?
{City ar town) County) (State)

17. (@) i!ﬂla VAL . (&) Date thereoLLk#.—cZ—%—
{Barial, cremation, ot remavat) (Mooth) (Day) odr)

{¢) Place: burial or cremnl‘.ion31—.l-l_l

1B. {a) Signature of funersl amm:MMn

® Admmw

A LC.o

19. (a) D86« (&) L

{Dato Teceived uun

(d} Did injury occur in or about kome, on farrm, in industrisl place, in public place?
ﬁ

{Bpecify lypc of place)

L
{Regiatrar's rignatare)

While at workt?eoeo oo {€) Meansofinfury o
H 2. sgmu{&@_@_&ﬂ WJ%Q% . Dﬁqﬁheg
Date i@

(Licensed Embalmer’s Statement on Reverse Side}



ry

' STATEMENT BY LICENSED EMBALMER

[ hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by oo

é_% P/ =
: Y. Y4 , Registered Apprentice No...4 33

working u y personal su| . 2
. . Signed..

Licensed Embalmer No * 8eagL

p.0. Address__ L, & . Do

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

If this body is not embalmed, above space should be left blank.
. . e . -~ ¢ . '




