ALY R ARSI Al aS

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

CAUSE OF DEATH In plain terms, so that it may be properly classified. Exact statement of QCCUPATION is ver

y important,

ANTE 1940

DEPARTMENT OF COMMERCE
UREAU OF THE CENSU

Registration Distriet No... M.~ ¥

MISSOURI STATE BOARDP OF HEALTH

STANDARD CERTIFICATE Of DEATH
Primary Registration District Nn._l‘l:oj&’z____

. 42574
4988

Repiztrar’s No.

1, PLACE OF DEATH:
(a) County. Jackeon
{&) City or town...._..... .MQA

(I outside city or town limita, write “RURAL" and name of towmhlp)
(¢) Name ol hospital or institution:

General Hospltal No. 2,

{If not in bospital ar lnstitution, write street number o location)
{d) Length of stay: In hospita! or lnstitutio

-4 _days

-
{Specity whether

Inthis community.
years, months or days)

2. USUAL RESIDENCE OF DECEASED:

(a) Stnte_.___MQ.‘-_..___l__.._.. ®) County_..!I_&Q__s_o k on
() Cityortown______Kanagaa Cl1ty

(If ontalde city or town lim¥ts, write "RURAL")

@ Street No—_ 1014 E,

16th_ 8.

{If rurnl, give locovion}

{8} I foreign born, how long in U. 8. A.1 yenrs.

O M. Infant Henderson 5 A -~

8. {e) Social Security

MEDICAL CERTIFICATION

12 sy 24

20. DATE OF DEATH: Month.

8. () H veteran,
yaar_a_a___________hour 5 minute. 40 A.‘M
name war. No.
21. I hereby certify that I attended the d B d from
5. Color or 6. (a) Single, widowed, married, 12=-20= 1.8, _12-24 L1909
o sexMale | mce_N.eg.nQ.. divarced.Single... that T last saw b4 g alive on 1904 : 1999
6. (b) Name of husband or wie..._.._. 6. (c) Age of husband or wife if || and that death oecurred on the date and hour stated above. Durati
uralion
alive. .. _years || Immediate cause of death
7. Birth date of 4 d 12 20 1939 || —.Terminal. Broncho=Pneumonia
(Mounth) (Day) (Year}
- 4 /
8, AGE: Yearn Months Days If lexs than one day Due to ;/ Z J;r*:n_r,/
0 0 4 . ’ |0 _#
rerarrasnsnansen - min. -
a Due to. / '/ / , _Q(-/’
9. Birthplace_____ : / / i
(City, town, or county) {Stata or foreign mtrr?
Lt . Other conditions.
10. Usual bl tn none ﬁ (Include pregoancy within ) months of death) —
11. Industry or businesa [ PHYSICIAN
= i [ Major findings: ———
unknown erasions
E { 12. Name. Of operatl Enderliue
the cause to
2 | 18. Birthplace " - which death
(City, town. or county) (Btate or forelgm coautry) otamopey_Above mentioned.. phould be
E { 14. Maiden name_..NIEROED, 1 . [charged ata.
15. Birthplace n -
S p (Civy, town, o¢ county) (Biata ox Eovelgn conntry) 22, If d eath was due to external causes, fill in the following: .

16. (a¢) Informant’s own signatur
) Ad

7. (&)
(Burial, cremation, or removai)

(c) FPlace: burial or cremation
18. (o} Signature of fys
@ Address /2

15, (@) Dac._ﬁl,w.lQSQ ®

Deta received local registrar)

{Registrar's signatore)

:)(c) Where @id injury ocewr?.

(a) Accident, sulcide, or homlicide (specify)
(b Date of ocourrence.

{City or town) g anty)
(d) Did injury occur in or about home, on farm, in ind place, In public plm'l

. { plac
¥ (Bpcty "S"ﬁ.ﬁm 2[ fojury.

. ID. or other),

Date signed] D= 29

23. Signatur
sddrem GENETAL

osplta

{Licensed Embalmer’s Statement on Reverse Side)




[y

v

STATEMENT BY LICENSED EMBALMER .

1 hereby certify that the body whose name is recorded on the ‘reverse side of this certificate was embalmed by me, 6r by e

Registered Apprentice No

working under my personal supervision.

1

. Signpﬂ

[:icensed Embalmer No

P. O, Address

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

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

o



