DEPARTMENT OF COMMERCE MISSOURI STATE BOARD OF HEALTH

o
T mcm}' oy, STANDARD CERTIFICATE OF DEATH  suursr 2 s
Reti.ltmt[on Dhtricrﬂl“R 1 DJYC“ Primary Rathtn_ggn District Nu....._l..‘_)_(_).z_.._.__. Reafatmr':: No_g,(lg—_

1. PLACE OF DEATH: | 2. USUAL RESIDENCE OF DECEASED:

Jackson
(a) County. .
{a} sare_ Mlasoury County__Jackson v

(&) City or town K G4 4
(If autaide ciiy ‘or town limity, w¥ite “HUNAL" and name of township)
{¢} Name of hospital or institution: Kansas City

_*_,_;QA_GM.&l__H.QSm:hal_HQ‘].___ / (), ity or town {If outaids elty or town limits, wriza “RURAL")

(If not In bospital or Inatitation, write street number or location)

(&) Length of stay: In hasplital or Inatitutio (d) Street No......o0l4 Fuller Avenue
pecify whather {11 rurs), give location)

MM

Inthis community. 9 Yrs L]
years, months or d-n) (¢} If toreign born, how long in U. 8. A.? YEAars.
M CAL CERTIFICATION
o 0, PEIN, ~“FRANCES LUCTLLE HOLT e Reb 20 th
20. DATE OF DEATH: Month . day.
8. {(b) If voteran, 8. (&) SoQRl Security
v o Nou v N0 your 1940 bour- 100~ MO M.
21. T hereby certify that I attended the d d from
B, Color or 8. (@) Slnzle, wido - s
Female ki arriad || —1=28=40 1B, 0220 Q- 15
4. Bex race. dlvorced___.______.___.. that1 lant maw b ©F aliveon__ Su20=40 19___;
8. (5) Name of husbond or wifoe eeeooceeeee. 6. (e} Age of husband or wife if || and that death occurred on the date and hour stated above. D .
' uralion
Wm, E.Holt n!jve..___,é.e years || Immediate cause of death_Fracture of laff tibial
7. Birth date of d o May 7th, 1893 due_to accidental fall
{Mooth) (Day) {Yoar) -~ . .
, . El\ U e
8. AGE: Years Months Days If less than one day Due to L -
46 9 13 L
hr. min b iy
ug to. .
9. Birthplaca Altanta Ga, / 7
{City, town, or county) (Stats or forsign country)}

Other conditiom Brown at rophFOf heart.
(Incinds pregnancy withis 3 mosths of dsath
iae deo

e cmpensation, fatiy degeneramsmm

10. Usual occupation___HOUSEW1feE

11. Industty or businem,

P . o oot .LV!‘JI

| E 12. Name, Evans = Dt operations o
2 | 18. Birthptace = Unknown ) . ./f , : :'l';""g:%:ég

ot 1y, tals or mhou [ ]

E { 14. Maiden pame DERROFR. "’""; ;“"’ Ot sutopey g e A

[+5

= 15. Birthplace (Clty, 10 :ﬂ:n‘ﬁ (Btate or farel l"owm) 22, If d eath was due to external causes, fill {n the :

- - ' b
16. (@) Int ot's own var E?l @. det1 é d a £ {a) Accident, sulclde, or homiclde (I;edfy) 7 0
(b) Address 3514 Fuller Ave. @) Date of occurrence MW\

(¢) Where did Injury oceur
17 () — . Borial _ _ (b) Date thereo iy ov wowe) (Crme o
(Burial, cremation, or removal} ( ont (D-!) {Yeas) || (d) Did {njury occur {o or about hnmu, on farm, in inds 7

WRITE PLAINLY—USE UNFADING BLACK INK—MAKE A PERMANENT RECORD
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.

D E (c) Place: burial or cremation | L ‘

? % %
] f 18. (o) Slgnsturs of funeral direetor. 3 While at work?, - (SM,(‘ ?ﬁ‘mgt Iniury W ;

: —n 22 /4

g@ ) Addrem 23. Signatur ﬁ [ (M.D.crother)______

-]

19, (B=

(Data received kocat registrar)

 paa 2upt.Ko U, Gen JHospital K,Colioy,, o,

(Licensed Embalmer's Statement on Reverse Side)
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K ; Lo STATEMENT BY LICENSED EMBALMER 2 , K

- 5 .
- 1 P .

I hereby Eertify that the body whose name ig recordéd on th_e reverse side of this‘certiﬁcate was embalmed by me, or-b'y"/——

, Registered Apprentice No N .

_ Slgned__@,éléﬁ—“)_' |

Licensed Embalmer No.... 2560 :
P. 0. Address. 2915 Linwood Blvd,

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

working under my personal supervision.
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