DEPARTMENT OF COM’MERCE

Reg{atratlon Distrlct N

MISSOUR! STATE BOARD OF HEALTH

i {;.’,IAH i ;s_ 1807 STANDARD CERTIFICATE OF DEATH

Primary Registration District Nao.

»“

557

State File No

._J:{_)_gg____ Repw.gkn

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

(b} City or town—KBI]a.&B_m&u
f outside city or town limijta, writs “RURAL" and name of township)

(¢) Name of hospital or institution:
No,2 /

% oY

(If not in hospital of institution, writs strest number or locatian)

{d) Length of stay: In hospitalor Imﬁtuﬁon___“_d%
\{ 'y whether

Inthis community. 1.2 EARS

] MARGIN RESERVED FOR BINDING
WRITE PLAINLY—USE UNFADING BLACK INK—MAKE A PERMANENT RECORD
N. B.—Ervery 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 clossified. Exact statement of OCCUPATION is very important.

~ BOM-5-17-39

BT K191t

_Rov. 61739

2. USUAL RESIDENCE OF DECEASED:
Missouri & County_SBCKkSOD
Kensas City

{If cutatde city or town limits, write “RURAL")

4815 East 8th St,

{If rural, give location)

(a) State.

(e) Cltﬁtown

{d) Street No,

years, months or doys) {e) I!{oreign born, how long in 1. 8. A7, e years,
s @ P pmm%‘ ) _0 7. WALSH MEDICAL CERTIFICATION
JBESS TJ. WALS Feb. 18th
8. (3} II veteran, 8. (e) Social Bncu.rity 20. DATE OF DEATH!  Month day ’
- year. hour. 5 mlnute._m_An__M
name war__uﬂ&__n—%&— -
21. I hereby certify that I attended the d d from
5. Color or 8. {a) Single, widowed, married, 1"'30-4.0 10 to. 2-18-&9 19
4 S“—MAA‘E“— rac divorcadﬁém thatTlestpaw R 3D _aliveon. Sw]8-40 19___;
6. (3) Name of husband or 6. (¢) Age of husband or wife if || and that death occurred on the date and hour stated above. Durai
VER DA ALsS It alive__ ears edlsto cauio of d&?h
7. Birth date of decezsed 818 ht bml artery
(Month) {Day) {Year)} 4
8. AGE: Yezra Montha Days If leas than one day Due to JQ lﬁ
t
\5-/ 7 2'0 hr. min,
Dus to
8. Btnhphcem_nm_g%mﬁs - ,/
ty, tolrn, or county) {State or Laralgn country) S
n N;;a 4 1 k[él M Other conditions. .. H
10. Usual occupatie: MAAN ([::m - _“_ oiihtn B months of death) E— ‘
11. Industry or businem___=35 L F Paresis PHYSICIAN
ot ajur Bnd.[nz: —_—
E 12. Nlm“—-‘—-&l — {ozs. Uaderline
- the cause to
m A\ 13. Birthplace which death
(Clty. town, or E {State eountry) Of autopsy . :!I: ] ueldd“::
E { 14. Malden nam . & See above [eicicaliy: ‘
g 15. Birthplace PP — Bt o - 22, If d eath waa due to external causes, fill in the following:
d Y
18. (o) Informant’s owa signatuy : U (a) Accident, suicide, or homicide (specify
@) Address_ALLE B . BFhy ~ K .C. dnp || ® Dateot cccurrence
0 T !
17. (o) vt} (8) Date thereof__<2._~= =4g]| ©@ Where did tojury oceur City or toma)

(Burial, eramation, or removal)
(¢} Place: burlal or eremstion FEumwoon
18. (a) Signature of funeral director.

(b) Addresa
19, (,)Feb 19 1940 (0]

(Dats recelred loca! registrar)

(naﬁ) (Day) (Year)
£mM

Couety) (Stats
1ndmtls.nl ;tlla:e, in publie pE:ca'l

{
{(d) Did injury occur in or about home, on farm, in

(Bpecily type ﬁf place)

‘While at work? z, (¢) Means of lnju.ry
o 0
nsggeie; 6L e : S —
Addreas Date signed_____

{Licensed Embalmer's Statement on Reverse Side}




o ST STATEMENT BY LICENSED EMBALMER

v

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

FF
...... E«@ . M (] Og A , Registered Apprentice No........ =233

L
Signed ' % _
aicensed Embalmer No é 6 9215

P. 0. Address

working undeN my personal supervgén.

.

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

_If thias body is not embalmed, above spacg should be left blank. © .




