DEPARTMENT OF COMMERCE MISSOUR!} STATE BOARD OF HEALTH 5 5 5 4
|

g meoemmcem | STANDARD CERTIFICATE OF DEATH  susmune

§ Registration District No...... 3..?.2_......_ Primary Registration District No..........:.l'...o..g..?.'......._. Registrar's 1‘24‘0.____%_:
'E_ 1. PLACE OF DEATH: 2. USUAIL RESIDENCE OF DECEASED: !

o .

[ (a) County__.xlﬂ_gkﬁm_.____mm o s
.E (b} City or town Rural (o) State. %/ 22 (&) County.

{If outside city or town limits, write "RURAL' and name of township)

(¢) Name of hospital oz jnstitution: n A AL A ot
Kansas 1 'é'y T B Hos pi t'a 1 (e} Clty or town. —‘4%([[0;1 na_cllrot town llmiu.wrht%ﬁl."]

(If not in hospital or Enstitotion, writa street b Ellion)' 4 .
. (d) 8treet No. A L st ot ———
() Lougth of stay: Tn hospital o fnstitutiork ¢ Mo—2 e bttt 2
In thiscommunity... 20 .0 . -
yenrs, months or days) YG&F-B (£} If {orelgn born, how long In U. 8. A.? yeara,
ol 3 4 MEDICAL CERTIFICATION
3 (& PRINT I'Jilllam TMeKeinzey ) y
T o B so 20. DATE OF DEATH: Mont day
N t N t
® vereram, No N nmN ¢ v year. /J ‘1/0 hour. i minuta 2 PM_
name war. No. 0 f
21, I hereby oertlly that I attended the d d from
B. Color or G. (a) Slagle, widowad, married, __M 3 . 193{{“ g F - 19.403
4. 39‘—~—M——-——-——- mcﬁe&m— divorced«Singl&- that I last saw h_‘d.d.oallve on___..._._% 7 - 19.1‘!55?
8. (b) Name of husband or Wife. oo 8. (¢} Age of husband or wife if || and that death occurred on the date and hour stated above. Durati
uration
alive . _____ 2 _years || Immediate cause of death
7. Birth doto of d o August 20 190

| T o
(Month) (Day)4- (¥ear) L~ /7 /M / /&
8. AGE: Years Montha Dg; If less than one day Due te I,{,{ /1/1/ [/
37 5 K

hr. min, }] Q
Due to
" 5. Binhplace. 3€Q r_'get_mw__Lm / ' ol

(City, town, or county) (State or foreign country}
10. Usual cccupation. RO LA

Other conditiona
{Include preg: y within 3 bs of death)

I 11. Industry or business. PHYSICIAN
Major Andings: _
g{lz Nme——-ﬂflllwﬂmy———'r——— Of operations Enderl[na
= L13. Birthplace___ T2 X A0S ; . ) which death
i B, State or foreign country, shoulid be
& ¢ 14 Muiden name_ CLETH “HETTiams Of sutopsy. aroad star
E Texas * / Listically
16. Birthplace : R
= {City, town, or connty) N {State ot foroign country) 22. If death was due to external causes, fill in the lolowing:

(8) Accident, suicide, or homiclde (specify).

() Date of occurrence

[ {¢) Where did injury occur?
(Clty or towo) {Cuonty) (Siata)
(Year (d) Did Injury occur In or about komo, on farm, in industrial place, in public place?

16. {(a) Informant's own n{gnnturo.__K.‘.C_‘_T._...B.‘_Hos_p.l_ta,l__

o ol oy w2l

17. (a} (8) Prte thmot__?-""z'é

(B arial, cremation, or removal)

(¢) Plzca: burial or cremation
18.* () Signature of funeral diregtor.
(b} Addrems

19. (o) .__ 2=26=40 »

{Data rocelved loca! registrar)

WRITE PLAINLY--USE UNFADING BLACK INK—MAKE A PERMANENT RECORD
N. B.—Every item of information should be carefully supplicd. AGE should be stated EXACTLY. PHYSICIANS should state

CAUSE OF DEATH in plain terms, so that it may be properly classified. Exact statement of QCCUPATION
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<1 K195

Rev. 5.17.39

{Registrar's signatare}

(Licensed Embanlmer's Smtcmont on Reverse Sido}
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STATEMENT BY LICEN.}‘:ED EMBALMER

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

working under my personal supervision.

N . . : '

Lu:ansed Embalmer No TT 3 F_ g

neT o ‘ P.0O. Address___..__zz.zc.Jz Cor e .."@_

/
Note: " The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply with
the sbove constitutes grounds for revocation of Llfense L) -

If this body\m not embalmed, above space should be left blnnk
LS ; '-. “, v -
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