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MISSOURI STATE BOARD OF HEALTH

TN

DEPAR ENT OF COMMERCE -~
‘Tﬁ@ SUF“1% 194 STANDARD CERTIFICATE OF DEATH

399

Registration District No..._

Primary Registration District No._.. ... -

20661
2278

State File No,

1002

Registrar's No.

1. PLACE OF DEATH:
Jackson
o) County. KENSas CItY

(¥ City or tow'n
If outside city or.town limite, writs “RUJRAL® and nams of townghif)
{¢} Name of hospital ot imtimtmn.wn d

229 West- 73rd Terrace -

) (If not in hoapital or ingtitution, weits streot number or location)
(4) Length of stay: Ir hospital or institution

Qver. 50 _vears.

In this community
years. monthy or days)

(Specify whether |

2. USUAL RESEDENCE OF DECEASED:

Missouri Jackson

(&) County.

{a) State.
U

Kansas City
(11 outaide city or town limits, write “RURAL")

229 West 73rd Terrace

(If rural, give location)

(¢} City or town.

(d) Street No.

{ey If foreign born, how long in U. S. A.2. vears.

8. (o) PRINT  Mrs, Cléra F. Mayhood aa’/)

8. (¢) Social Securlty

8. (¥ If veteran,
- Mo None

name war.

MEDICAL CERTIFICATION

20. DATE OF DEATH Month, 3 U13€ ey ond

year.... 1940 4 cnate. 1O P enr
v, { {939

hour,

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

21, 1 hereby_certify_that T attended the deceased fro 4
5. Color qr 6. (a) Slngle, widpwed, married, ) 19
4. Sex Femabe cﬁhi te divoreed a I‘I‘ieC. to_ bl - SR Y. &
YOI CRE e e that I last saw hfa .. allve on._ . R - = 5//
{5) Name of husband or wife_____ ... ... 6. {c) Age of husband or wife if || and that death occurred on_the date and h stated above,
Duration
D Curtis Majhood ative 72 vers|| 1mmegiate cause of death ura
7. Birth date of d .. May 1st 1863 M Q_L_‘&-a.‘g_ %&_‘_‘:’
(Month} {Day) (Year)
8. AGE: Yearg Months Days If lese than one day Due to ? f: ”
14
I? 7 1 l hr. min
Due to.
* 9. Birthplace R -lowa 4. . - :
{City, town, or 1it:umt,) {SBiate or foreign conntry)
O i . - 1] Oth ditlons.
10. Usual occupation € : ,’7* (lﬂuggnmonnm‘ within 3 months of death)
,1,51' Industry or business ' . PHYSICIAN
. M: findinga: . J—
E 12 Name Fel”guson : A a](t;; owc'mn ey Undesli
. . ] erline
& 1s. Birthplace . .pont't Know ’ = the cause to
{City. vown, or county) (Stats ar forefgn country) || Of auto ?houldube
ﬁ { 14. Maiden name. ontt Kn O - pay. - — . sta-
i Don ! now s tistically.
E 18. Birthplace {Civy, town, ot county, LK (q?,“ or foreign cowatry) || 22- If death was due to external canses, £l in the fellowing: '
5. @ tuformane_D+_CUTELS Mayhood” () Acdent, uide, o homicide (pecy)
o Addrmmm,wml&m?.c_?a_._m__ (b) Date of occurrence
. . A - ?
17, (a) —"bu"r i'iL (8) Date thereof, 6 4: -O (@) Where did infury occar (City or town) {County) (State)
.+ (Burisl, sewation, or removal} (Month) (Day} (Year) (d) Did injury occur in or about home, on farm, in industrial place, in public place?
** (e}’ Place: burial or eremation_~._MEia _MorTiah ]
18. (o) Sighature of funeral director_ =L e N5 Whiteatwork? ooty “wﬁé.:e o {njury. 7
(5) Address__. .’a ” ¥ - a Q@MQ/{ 7
1/ 23, Sigaature (M. D. or other}.____
9. @ __Mane 3, 194Q) _ .
¢ (Date roceived localrogisirar) {Registrar's signatars) Address # ﬂ"f / % 1{/1 M Date dmﬁd.(l.,;_lia

{Licensed Embalmer*s Statement on Reverse Side)
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\ ; STATEMENT BY LICENSED EMBALMER . ©

I hereby cgl'—t‘ilfy_t_hag*the Bqdy whose name is recorded on the reverse side of this cert:ﬁcate was embalmed by me, or by

» Registered IApprentice No i

. working under m;, personal supervision.

B s
'
3

-
C - %
Licensed Embi_;.!mer No. (’ -—'?/7 rg

{
¢

POAddma e : -

Note: The above MUST BE SIGNED BY THE LICENSED E.MBALRIER in his OWN HANDWRITING. (lelz to comply with
the above constitutes grounds for revocat!on of license,)

If this body is-not embalmed, above space should be left blank. - (.




