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.

DEPARTMENT OF COMMERCE

T O™~ 4) STANDARD CERTIFICATE OF DEATH  suuruene

Registration District No.. .....:.5..9.............

MISSOURI STATE BOARD OF HEALTH 1*764‘1

Primary Registration District No___LQQ8

Reglstrar's No...__.._a._mm

1. PLACE OF DEATH;
(a) County. Jackson

(b) City or town KOANBAS. . CLTY

Ifouuide city or town limits, write “RURAL" snd nams of tomhl.‘)

{e) me of hosp nstituti
enera pital No. 2
{IT not in hoapital or institution, write street nnmhu or locntlo%
(d}) Length of etay: In hospital or iutitutton___ﬁ__ .._...... ’ Al _._2_.5.."4(

Inthis community. 20 years

{8pecily whether

years, months or days)

2. USUAL RESIDENCE OF DECEASED:

(q), State. Mo. ® county__Jdackason
Kansas C1ty

{If outside city or town limits, write “RURAL"}

(e} City or town

1 @ street 901024 Woodland, 1lst floor,

(If raral, give locotion)

(e) If foreign born, howlong in U. 8. A.? .y oars,

8. fo PRINT  1ynn Jackson

750

MEDICAL CERTIFICATION

23

20. DATE OF DEATH: Month S day.

% &) It veteran, No 8@ Sm'ﬁIOSecur{ty year. O hour. 8 minuf.nss A.
mme ™ Ho 21. I hereby ccrtify that I attended the deceased
ertify that I o e S
5. Color or 6. (a) Single, widowed, married, 5 15 if) {é :3 19. _4-9
4. Sex..__.ma.lg..___ raeL..N_e..g.?..Q.. divorced...... iqg_v{e i that T last saw h im alive on 5- 03— : 194
8. { ushandorwile 6. (¢) Age of hushand or wife if || #nd that death occurred on the date and hour stated above. .
Dur
ﬁﬁkﬂ%’p&h alive__... == venars|| Immediste cause of death ation
7. Birth date of deceased ) 13 1847 Circulatory Failure
{Month) (Day) (Year}
8. AGE: Years Monthy Days I{ iess than one day Due to
68 8 10 Probable Cerebral Hemorrhage
hr. min,
Due to.
-9. Birthplace Mi 89, - ! . - - T
{City, town, or county) {State or forelgn conmry)} (" ’) #-/
4in . h nditions.
10. Usaal occup nong o (:,' O:lﬁfga 7 within 8 months of death) ) YA ————
11, Industry or btmlnaus. g S Y - - PHYSICIAN
; 7N Sajor . —
- nknowaa T A1 | |
< Unkno n /4 the cause to
S 18 Binbpiac i = L
Who
B ria Maiden W W Of autopay. . :il;mdst:
| y
E 5. Birthplnce -y nknown j / 22, If death was due to external causes, fill in the {ollowing:

A Gler

(Stats or foreign country)

eneral Hospital No. 2.

Y

‘; 3-Date erBo!....(.a::-..

(a) Accident, suicide, or homicide (specify)
(3} Dato of occurrence
(¢) Where did Injury occur?
(City or town) (State)
{d) Did lnjury oceur in or about horee, oh farm, in industrtn.i pl.ncg' In puhhe plnce?

{Specity ¢ of place)
18. (a) Signature of funeral dire While at work?_ ) eans of injury. !
(5) Addrems d
28. Signat .D.or
19, (o M8y 27, 1940 . = : -
(a)(Dau received local reg 1) (Registoar's signature) Address, Gen. P Date dxneE:za -

t on Reverse Side)

(L d Embal s Stat




|
|
STATEMENT BY LICENSED EMBALMER l

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

: /’fﬁmﬁed Apprentice No

working under my personal supervision,

' ) ' h Llcensed Embalmer No 4/ 2/ % ? e
P.O Address/ %"/ 4/ -

Note: The above MUST BE SIGNED BY THE LICENSED i:ldIZALMER in his OWN HANDWRITING. (Failure to comply wi
b]

the above constitutes grounds for revecation of license.}

+

' 1If this body is not qmbnln:wd, above space should be left




