BRMANENT RECORD

WRITE PLAINLY—USE UNFADING BLACK INK—MAKE A P
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,

T Iym L X19311

DEPARTMENT OF COMMERCE
BuRreaU OF THB CENSUS

JiED FEB 26 1%

MISSOURI STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH

Primary Registration District No.......

TN /T A,
Siate Fils No 1_0} 44‘
Registrar's No&_ . 29

1002

1. PLACE OF DEATH: /
(a} County. Jackaon
(») City or tow an City

(If outsida city or tow's limits, write “RURAL" and name of township)
ital or imstit on;

neral Hospital No,1
(I nos in hoapital et imatitutios, write street number or location}
{d) Length of etay: In hospitalorinstitution. 3 daya .

(3pocify whether
1 year

(¢) Name lﬁ h

In this community.
yenrs, months or days}

2. USUAL RESIDENCE OF DECEABED:

Missouri ) County_Jackson _

Kansas City

{1f outaide city or town limits, write "RURAL™)

(d) Street No._._ 1436 Jarhoe

{If raral, glve locatlon)

{a) State

(¢} City or town

{¢) H foreign botn, how long in U. 8. A1

8. (a) PRINT

FuLL name_ NINA MAE COZINE 2 5 @

MEDICAL CERTIFICATION

3rd

20. DATE OF DEATH: Month ... J8Re__day

8, (b E , 8. ial Securit
( ) f votoran V :) soc * Se Y year. hour, 12 minute. :55 P.MM.
name war. o.
21. I hereby certify that 1 attended the d d {rom
~ 5. Color or Jane. st 19_§9_ to, Jan., 3rd 1940
4. Sﬂ&- m&%' | thatIlastsawh O aliveon.....dan,. 3rd. 1940 19
6. (b) Nameof hushand or wife_...._ ... 6. {c) Age of husbdrd or wife If || abd that death occurred oa the date and hour stated above. Duration
alive. e years IEWN"-P ﬂﬁh””‘ 5
H; NGO =TRACHEO =~
7. Birth date of decensed... s ¥ V4 7,; 7 - (30 0-BRONCHITIS
(Month) (Day) (Yonr] VWITH CONFLUENT BRONCHOPNEUMONIA
8. AGE: Years Months | Days If less than one day Dus to ]@/} 5J
2 _ / 92 )/ . S— |- X [}
R [ K ) . Due to. -
9. Birthp! i ) %M__)_
ity, town, or county, g ar forelgn country,
N ' 1| otter contitions, POST_OPURATIVE TRACHEOTOMY
" patl ’ {Include proguancy within 3 moenths of death)
11. Industry or busines=a - PHYSICIAN
=] P . Major Gndings:
&/ 12. Nome . - - e Of operations Uaderline
E; the cause to
g \ 18. Birthplace : . - which death
¥, town, uni; {Stdts or Loreign conntry, Of sutopsy ) ago up!dd ba
uta.
é 14. Maiden name 5 . See above iatically,
g | 15 Birthplaeo s —S;W— e || 2. Tt death was due to external csuses, 6ll in the followlng:
16. (@) Informant's own signature L4 . (@ Accident, suicide, or homlclde {speciiy)
(8) Address LA 3L T . {8} Date of occurrence.
- ' ¢ ) ’
17. (@) — w reesermemmm—e (B} Diate therco {) Where did injury (City or town) l&C«mm.y) (Stata}
{Burisl, cremation, or remaval) (d) Did injury cccur [n or about home, on farm, {n Industrial place, in public place?

{c) Place: burial or aemuonM

18, {a) Signature of lunern] directcr.
(5) Address i

19. (ﬂ%‘ﬁ:&;ﬁ;ﬁﬁ% @

( Registrar’s signature)

{Specify type of place)

While at wﬁ. —_— ¢} Means of inj
23. Slgnntu.re_K__b 'R' ’ K_—— (M. P.or o'l.her)..............
Addrmupt' b spital 'C‘M%te signed. .

{Licenscd Embalmer’s Statement on Reverse Side)




-
+

STATEMENT BY LICENSED EMBALMER

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

Registered Apprentice No

working under my personal supervision.

Signed... - |
censed Embalmer No // e )'#
P. 0. Address._S477. B, _/fé/ /
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING ‘ailure to compl.y wi

the above constitutes grounds for revocation of license.)
If this body is not embalmed, nbove space should be left blank.

- . . [ ¥ Tes . :



