NMANENT RECORD

N. B.—Every item of information should be carefully supplied. AGE should be stated EXACTLY. PHYSICIANS should siate

CAUSE OF DEATH in plain terms, so that it may be properly classified. Exact statement of OCCUPATION is very important.
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MISSOURI STATE BOCARD OF HEALTH

STANDARD CERTIFICATE OF DEATH

20799

Siats File No

Registration District Nowweeeeee o~ Primary Registration District No..._.._.;l_'_o_(_)_g__.__ Regisirar’s ‘No 2416
1. PLACE OF DEATHj . ~USUAL BRESIDENCE OF DECEASED:
ackgon /
(@) County. Jackson

Kansgag City

(1f outside oity or town limits, writse “RURAL"™ and uame of townahip)
{¢) Name of hospital or institution:

General Hogpltal #2
{11 ot in hospital or {nstitution, writs ltgibgﬂ_héblo_ﬂgo:)g_ 4 O

(d) Length of stay: In hospitalor institution

(b) City or town

Ho. (b) Couaty
Kansna City

{If outside clty oz town Hrnlts, writa “AURAL')
1206 E 17th:St; .-

(11 rural, give Jocation)

{a) State

(¢) City or town

(d) Street No

(d) Did injury occur in or about home, on farm, in industriat place, in pullic place?

{Specify whather
Inthis community. 1 day
years, mootha or days) (e) If foreign born, howlong in U. 8. A.T. years.
MEDICAL CERTIFICATION
8. PRI
FOLL NAME Infant Crane IA gl) 6 9
= 20. DATE OF DEATH) Month day.
8. (d) It veteran, —e, 8. (¢} Social Security 2 50 P
T—— year. - hour. minute. =M,
name War. No .
21. Iéengy certify that I attended the d “-érnré 4‘0
6. Color 6. (o) Single, widowed, magried, - 192V o - - 193
4. Sex Male race ﬁeng divurcedw.é..'ig_;r_.e_ that I lest saw J'm aliveon 6-9- : 19___..:40
6. (b) Name of husband or wit 6. (¢) Age of husband or wife if || ond that death oecurred oa the date and bour stated above. Duralion
g U
allve. ... ears |} Immedlate cause of death
7. Birth date of d d 6 8 194’0 ﬁemorrhage +8 ‘,',_5?
(Month) (Day} (Year) I [_ﬂ v |
8. AGE: Years Months Days If lezs than one day Due to. |
0 0 1 Cerebrel Compreesion
| P min.
Dus to.
9. Birtbsisce Kangas City Mo. Y
(Cig. loﬁn. or county) (State or forelgn eounl.ry)f
ceupation one Cthi ditions
10. Usual occupat! (l:url:::'pranmncy withio 3 months of death) _
11. Industry or business }! PHYSICIAN
] ¥Major Endings: _
B { 12. Name._B1bErt Crane T Cperations. Uederling
[=
3 Lis. mspin DEEOYE____ Xensas e St
¥, bW r county, ate or 0 coun abhou -]
ﬁ 14, Matden name G' 161 t &' Of autopsy charged sta-
= ) “Lawrence a1 BAE ustically.
E 15. Birthplace (City, tawn, or comnty) (State or forslgn country) 22. 1 death was due to external causes, fill in the following:
16. (g} Informant’s own signature. Record clerk {) Accident, suleide, or homiclda (specily)
) Adirpm General Hospital #2 (5) Dato of oceurrence
ﬁ{ (aAal L) @ Where d1d tnjury occur?
17 ch P —— i 1.4 L]
(u)( arial, cramation, or removal) A 4 / Nyy (e (City or 1own) County) {Sue)
L S A, '

(¢} Place: burial or éremation
18. (a) Signature of

® Adadx‘fﬁe

19. (o)
(Data received local registrar)

. {Epecify Lype of place}

23. Signat . or other)
“den—Hoeps 7o i\ 612

Addresy t Date signed W+ 5

(Licensed Embalmer’s Stotement on Reverse Side)




STATEMENT BY LICENSED EMBALMER - -

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

» Registered Apprentice No

working under my personal supervision. ] N

¥ -

Signed
Licensed Embalzier No
P. O. Address
Note: The ahove MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING, (Failure to comply wit]
the above constitutes grounds for revocation of license.) X

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




