No, 2
1$-10-3¢
3-17-39
I X21492

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

SELERHANE of HARN,

Burasau op '.I.'EIS CBNIUI

399

Registration District No.. e

MISSOUR| STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH s e mea 31 1'%

Primary Registration District No..oooo 1002 Regixtrar's Nn.zz_g_z_._.__

1. PLACF. OF DEATH:
(5) County. J acknon

(d) City or to
{If oatside city or towa
(¢) Name of hospital or fostitution:

e KaCabeneral Hospital

writs “RURAL"™ aod name of lo"lnhr:)

write stroes b

San)

{If not i hagpital or

(d) Length of stay: In hospital or institu

In this commaunity.

Be.

e Mo & 1 day
Yr (Bpecify w]

2, USUAL RESIDENCE OF DECEASED:

8 State___Missouri @ CoumyJACKkBOR

(@ City or wown_____Kansag G1 v
(If outaids city or town Himit writs “RURAL")

(@) Street No 3817 East 18th St,

{It rural, give locatian)

yeurs, moaths or days} (2) If foreign borp, how longin U. 8. A.? Years,
MEDICAL CERTIFICATION
8. PRINT (ﬂ
@t Bertha  FRAZIER > Taly som

3. (») If veteran,

-~ & (¢) Social ty
5. Color or 6. {a) Single, widowed, married,
wscbmale - white dmml_g_a_.ggie&

20. DATE OF DEATH); Month day.
year. 1940 hour.._ 4. o33 P .

21. 1 hereby certify that I attended the d d from

June 4th, 1940 5 July 5th, 1949

il that Tlast saw h. QX alive ou.....m.._ulx_ﬁ.th.,_l%ﬁ_____ 19.....,._,

8. {&) Name of hushand or wife ... 8. () Ageof b & or wile if || and that death occurred on the date and hour stated above. Dur
__Ill__Q_n_ D_EEE_A;.QL_ afive years || Immediate canse of death ation
%, Bith date of deceared__HBTCR_11th, 1887 Post_operative coromery occlusionm .|

. {Magth) {Day) (Year) operated 7- l-‘J;Q__Qthﬁcya tao tomy. P
8. AGE: Years Months Daya If less than one day Due to. :
58 . 3 21"‘ hr. o min.
Due to }
0. Binhplace_oanngag City . Missourl /;
{City, town, or county) (Stata or foreign covntry)
17 b it __é&'m_@ et
10. Usnal occupation, A L Home ﬁ. O(ii er condi Dii—, s mn—mnmdﬁlm«ﬁm—m o denih) e
11, Tndustry or buiness O%GStiMJ_EmL_thnchn_pnmmonia_.w PHYSICIAN
% {12 veme_Charles A. Blckell/ 2| e tone : e
23 PA— Canada the e 5
d
g e BS?EMW%GI'&W (3tate o torelen oountry) Of antopsy., should ha
ﬁ{ I See above ] charged sta.
not Tenn. : tistically.
§ 15. Bire (City, town, or coumty) (Stata or torstgn country) || 22- 1f death was due to external ceuses, £ll in the following: -

18, (o) Informant

th Btr

cet.

{¢) Flace: burlal or crematl
18. (o) Signature of funeral director.
{b) Address

(5) Date thereof —H/E/E0 “

(Month) (Dsy) (Year)

To7s w1

19. @ Suly 8, 194Q,

M
%’hc Ho.

(Dute received local rexistrer)

(Ru!-:ur’- aign

)
aturs) ll

(@) Acddent, suidde, or homidde {(spediy)
(&) Date of occurrence.
(¢} Where did Injury occur?.
{City or town} (County, (Stata}
{d) Did infury occnr in or about home, nn larm in [ndustrial placc. 1o public place?

(Spacify type of place)
) Means of Injury. ’!

* (M. D. or other)____.

Adarad¥2d,DIT K, C n.Hos&_.zi,C, Torg siemed

{Licertsad Embalmar’s Statement on Reverse Side)




=

3 - .
L .
R . e P
;f‘ LAY .- -
+ - . S [V
2 SR SRR B S 30 TR
K]
I!(. ’
- J . .
STATEMENT BY LICENSED EMBALMER .

-

I hereby certify that the body whose name is recorded on tﬁe reverse side of this certificate was embalmed .by me, OF By

working under my personal supervision.

P. 0. Address,

Notes The above MUST BE SIGNED BY THE [.ICENSED EMBALMER in hlS OWN HANDWRITING. (Failare to comply wi
the above constitutes grounds for revocation of license.) . .

_If this body is not embalmed, gbovc space should be left blank.
- - * . - . L - Y ., v -




V0. 2B MISSOURI STATE BOARD OF HEALTH

2140 || DEPARTMENT OF COMMERCE STANDARD CERTIFICATE OF DEATH State Fite No

| X22659 BUREAU oF THE CENSUS

Registration District Now oo yeee Primary Registration District NOw oo, Regisirar's Naj 7 Z 7 ot

1. PLACE DEATII% 2. USUAL RESIDENCE OF DECEASED:

{z) County... Y.< L X PR Y

{b) City orbwn /II C— - (o) State (&) County
([rnuuldn cily or town limits, writa “RURAL" and nama of township)

{e) Na t hospital or insticuzion: (¢) City or town

{Tf outaide city or town limite writs “RURAL™}

{17 not in bospital or institation, write atreet number or location)
{d) Street No

=
=
o}
5]
-]
2
= (d) Length of atay: In hospital or institution i whies (it vural, give location)
- In this communnity
= yoars, montha or daysl) (e} If foreign born, how Lefigtn U. WA.? years.
ﬁ 3. (a) PRINT CERTIFICATION
B FULL NAM A/W ...................... !? - ¢« p
b e IRY
@ 3. (b) If veteran, yc) Social Security mi“m{ A
e name war. Ne
-
- j 5. Coler or 6. {a) Single, wid%ﬁnarried,
’ EI 4, Bexoad race..... &80 ... divorced.. .
= 6. {b) Name of husband or wife_..........cooeenen 6. (¢) Age of husband, or wile, if
1 1 [, alive. .o ¥€2
b 7. Birth date of deceased
E {Month) (Day) (Y’)
| J--] ‘
L) 8. AGE: 'Years Months Days If lees than ¥ y
& Cholecystect omy.-£0r-0h0le0YBEitE 8|
e Due to
e 9. Birthplace. 4 /7
% {City, town, or county) / i ..... /
- - Other conditions
uﬁﬂ} 10. Usual occupation {Include pregnancy within 3 months of death) / f
o ‘{ 11. Industry or business PHYSICIAN
I = Major findings: —_—
S g 42, Name. Of operations. i
) = . hUnderhx:e
=01s. Birthplace thecause to
E B . {City, town, or couat {State or foreign country) (whichdeath
& % 14, Maiden name Of autopsy. should be
E =) it
£ 15. Birthplace ;" . :
E = {City, towa, or couniy} (State or foreign country) || 22. If death was due to external causes, fill in the following:
) L i)
E 16. (e) Imformant (a) Accident, suicide, or homicide (specify
B (b} Address (&) Date of occurrence
‘here d ?
17, @ () Date thereof {¢) Where did injury occur Eivarionrs s T
(Burial, cremation, or removal)} (Month) {Day) (Year) (d} Did injury occur in or about home, on farm, in industrial place. in pnbhc place?

(¢) Place: burial or cremation,

. . (Spu:ll‘y type of place)
18. {g) Signature gf funeral director. A While at work?. oo (¢) Means of injtry....

19. E:i - ﬁ S - }ﬁfl CSmpea— | 23. Signature (M. D. o1 0ther) . eeeeeeee

b
(Daterecfived Pocalregistrar) (Registrar's signatore) Address Date signed....




.
e e L R . . oo SO
-
S-—’Z_“{H?
1
~ .
3 i
.
- . . -
LESE D ,odnr e T
) -
* El
T
. -




