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1. PLACE OF DEATH:
(a) County. J&CkSOH :
@) City or town____lansas Cityvm Ho.

IT cutelde city or town limits, write “RURAL"™ and neme of towsship)
(¢} Name of hospital or [nstitution:

te Joseph Hospital, K. Co. Mo .. il_

RECORD

2. USUAL RESIDENCE OF DECEASED:

(o) State._Higssouri (#) Comnty___dackson

{¢) City or town Kansas City, Mo,
(If outalde city oe town limity, write “AURAL™)

No Record

15, Birthplace._.

22. If death was due to external causes, fill In the fal.lowing.

(lf not in hnsnh.ul or [natitutlon, write strost nu.m:g_nr tion} o .
E { I.;Cliﬂh of stay: In hospital or inatitution (d) Street No 33 ‘w.es‘b T4th L 5":1" 4 K.C -I‘JO *
= . MBoocily whether {If roral, give location)
5 In this community.... 6 Yenrs,
E yeors, months or gays) ™ {2) If foreign born, how long in U. S, A.2.. YeRrs.
21 s @ PRINT SE"' 2n Fdna Carlile MEDICAL CERTIFICATION
A FULL NAM 2 w b
20. DATE OF DEATH; Month 8 day.. 33 1540
< 8. (&) If veteran, 8. (£) Social Security 1940
5] NO - / N No Yyear. hour minnte 3 (] M
name war. ] 1
E 5 21, Ifigjeby; certify that I attended the mﬁ‘%“uﬁ 23 :
= Femnle 5. Colapgr. . |6 (a) Single, widowed, maricd, % — 0 @_l o 70
é 4. Sex race divorced JAwrawrad [l 0 1 1ast saw b e ativeon 10.558
E 8. (¥ Name of husband or wife..oooeoeeeo . 8. (¢} Ape of husband or wife if ]] and that death occurred on the date and hou/utated above. Duration
» Dayid Carlile allve.. === Immediate cause of death
years -
O || 7 Birth date of deceasea___AuEUst 5th, 1871 2 -
E {Month) (a3) (Your) e, o \1 ,“_Mm‘_? :
o B. AGE: “'esa.raa Months Days If less than one day Due to =t i‘
E 5 2 8 hr. min v‘ h
<) 3
- Due to
] o Bifthplaces....: Lowe e e B -,
(City, town, uteunnr.y) (State or foreign coun: rrrTTrRasy s y
~ . “& Other conditions % dw VV)
i || 10 Ysual occupation At Hore (Lncluds pregaancy withln 3 mooths of death)
g 11131 Industry or businesa._... oo = : 3 . _— - PHYSICIAN
. M 1 3 =
:"‘ E 12. Name__ Robert Long, : ‘f sfor o’;‘é‘,’;ﬁ?m, { Hx—c_ ‘ P
> No Record. : [] Underline
2 1 & Lia. Bintptace < W the cause to
- - { {State or foreign country) Yy <4
< |1 & [ 10 Maiden name e “Reaorar % "‘% EQ'J —{should be
E tstically.
=

18; (t-z)'.Info.rmanL‘. ! Aol - ) 4 K
g @) Address__ 33 _West 74th, Str., K.C.Mo.

O @ Burial " () Date thereat L€ Do 6- 40
{Menth) (Day) (Y
- 8. }qﬁfic; bm?ﬂma (-'}}o,y(New Liberty Cemete;y.uj

18, (a) Signature of IESSOUTL ) Mrs. C. L. Forstef-
(8) Address 918 Brooklyn Avenue, K.C.Mo. 7
19. (a) __......l_i‘eb._-__.__,__l.gfw /h 7/)4 L] y

(Dsteroceived lncal registsar) {Reglatrar's signatore)

Il (&) Where did'injury ocenr?

(s} Acddent, sulelde, or hotnldde (specify)

(&) Date of occurrence.

(City o1 town) {Coanty) (St u)
(d) Did Injury occur in or about home, on fnnn. in lndusu—lal place, in public place?

(Specify tm of place)

While at work?.. _@;7,. ¢) Means of inju.?é_...____.._______
(M. D. or other)__

[#23, Signatorg

'Addm__b 3£ d""'q&— {%y Date dznedL:.'._S::jLa
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- . STATEMENT BY LICENSED EMBALMER

I hereby certlfy that the body whose name is re;oorded on the reverse side of this certificate was embalmed by me, or by M

. 'Registered Apprentice No
working under my personzl supervision, '

Signed. ¢ Z

s . .Lioensed Embalmer No é? ,‘72 y
P. 0, Address__ %M -

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

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




