. Nu.?: DEPARTM E MISSOURI STATE BOARD OF HEALTH B C
o sl LTS 1840 5T ANDARD CERTIFICATE OF DEATH su rar 1o 20881

5-17-39
1 X21432
Registration District Nu.___...ég.g___._. Primary Registration District No..,....__!-g_o_g...._._.. Registrar's No._.%;i&___
1. PLACE OF DEATH: / 20)5“1\[. RESIDENCE OF DECEASED:
(s) County. Jackson S
(® City or town.. Kansag Clty (o) State____Misgourd =~ & comyJackson ... .
{If outside city or town limhl writs “RURAL" and name of township) ci
(¢) Name of hospital of Institution: () City or town Kansas ty
+General Ho spi tal No,l . (If quzalde city or Lown limits wrlts "RURAL™)
{If oot in homh.-l or iostitation, write strest nu.m'fnar location) 1004 Y S
est Zist St
. (4} Street No.
(d)} Length of stay: In hospital or imstituton (spu", - Tt roeet give tomsiond
In this communlty____... 40 %05
yoars, he or days) (¢} I{ foreign horn, how long in U. 5. A2, yoars,
3. %Ll;‘nﬁ'{'p H{m‘ IEFI.ER \ \ ! \n MEDICAL CERTIFICATION
— = 20. DATE OF DEATH: Month June 4, 14th
. . 3 Securit. R
% (0 Mvetersn - y M year___1940 hour 2 minute3 ) P M.
name war, No -
21. 1 hereby certify that I attended the 4 d from.
M 5. Color or - 8. (s) Slngle, widowed, married, June 7th 1940 ., June 14th, 194Q,
4. Sex_.® race.... divorced— Mprp-4ad-|| that Itast saw h. 1M alive on_IllnE_lith. 1240 19 ..,
6. () Name of hushand or wife e 8. {¢) Age of husband or wife if }] and that death occurred on the date and hour stated above. Duration

e DO™R Jofleoxr alive__..

m' Immediate cause of dthBminal_hmmhnpnen I
7. Birth date of deceased Oet. Igth 1863 l

monia; Yremia; Prosta tic abscess;

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

(Manth) {Day) (Yaar) Chronic wvascular neplritis;
[
8. AGE: Vears Mooths | Days IF less than one day Due to.. 080" 1le atherocsclercsis with en-
78 i 26 . - || —-cephalomalacia Al
/ . Due to. l g
9. Birthplace .- : . Ohio - L o
[City. town, or county) (State of for=lgn country)
. {tion:
10. Usnal mmﬂ"”————-ﬂ@a& :; § o(ilt::lrnﬁgﬁe:mn:v within 3 monthy of death)
11, Industry or business . PIYSICIAN
& {12 Name.wio.. Jpknom G M eaons A : —
. - oaer|
& Un]ﬂlown I themusent:
= l1s, Birthplace _ [which death
2 14, Malden name. (Cligy Squn, or eamt 7 {Stata o forelgn conoer) Of autopsy e e - W T
i ——— See.above .. o tatically.
E 15. Bumnlacennnm,w.asmmt’) o o || 22 16 death was due to externat causes, fill in the fotlowing:
6. @ Iaformant.. V8. Dora Lefler . (a) Accident, suicide, or homicide (specify)
N5y Address 1004 Vlgat 21st St. (5) Date of occurrence
17. (a) Bur 1&1 T (b) Date thereof, 661'8-@ {e) Where did injury ? (City or town) {County) {Stata}
(Buarial, eremation, or removal) {Manth) (Dlr) (Year) (d) Did injury occur in or about hame, on farm, in Industxial place, in public place?
{¢) Place: burial or mﬁommhﬂ‘_ﬁ o s
18. {a) Signature of funeral director. WAL ar Whileat work? .. . .. (:;’.Memu oftojury_ 2
® Mdm_._cu,y_.mn%a
28. Signatu D or other)_______
June 28, 1940/27: 277 . CSVW*“ 'MA @‘M‘Qﬂ. h.o
18. (a) te recoived lnulrom:tru) (Registear’s signaturs) bupt hd c s €0, 708 pi ml b !{Ened_________

{Liconsed Embalmer’s Statement on Reversa Sida)
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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, 08 BY oo

working under my personal supervision.

, Registered Apprentice No

- e Licensed Embe;lmér No.._z ﬂ

« . . . P- 0. Address

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply wi
the ahove constitutes grounds for revocntion of license,)

P
1

If this body is not embalmed, above space should be left Blank. ) : .

-




