No. 2

4-13-40 DEPARTMENT OF COMMERCE MISSOURI STATE BOARD OF HEALTH 2)?458
o ey SER s (i STANDARD CERTIFICATE OF DEATH s rae o/
Registration District No_99 Primary Registration District Nu_lpoa. Registrar’s No. "3091
1. PLACE OF DEAT}[: 2. USUAL RESIDENCE OF DECEASED:
v {a) County. &Q.kson M J
e Missouri ackson
(5) City or town._.. 888 Cij; Y. Mo {a) Stat (6) County.
cny or town limits, write “RURAL" and name of towmhip)
() Name of hospital or istitution: (@ Cityortown ... Kansas City,. Mo,

o m=4835 Brooklyn...

None

() Length of stay: In hospital or institution

!15 no} In hospita] or institution, write atreet number or Iocnl.mn)

40 Years.

In this community.

(Specify whether

years, months or days}

{1¢ outside city or I.own Yizuits, write ~RURAL")

(d) Street No...

KaLMge..

4835 _ Brooklgnjmenue

f rurai, give location,

(¢} If foreign born, how long in U. 8. A.? YEears.

3. (e} PRINT
FULLNAME

Elizabeth Mayes,

D)

3. (& If veteran, 3. (&) Socinl Security

MEDICAL CERTIFICATION

July 3lst,

minute g_iQ.@...,E.LI.

20. DATE OF DEATH: Month

year._ 1940

day.

hour.

Clinton T. es,

-
o

. (a) Informant

4835 Brooklyn Avenue, K.C.Mo.

(b} Address

Burial

Apg. 3=40

(b) Date thereof.

Forest Hi(ﬁ .

17, (a)

(Burial, cremntion, or removal)

(¢) Place: burial or cremation,

oih} (Day) (Year)

(5) Address 918 Br-aek]:
19. @ AUBs B, 1940 4

{Date received Iocal registrar)

K.

iafrer's sfgoature)

18, {6) Signature of funeral director.—...Mpg. g Qg -Lyg- Fepster—---

(a) Accident, sulcide, or homiclde (specify)

(b) Date of occurrence.
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v None N

o name war. Na one )

-l 21. I hereby certify that I attended the deceased from >

i

= F 5, Color or 6. {a) Single, widowed, married, R L 5 o 19_&{1/;_ - ]

. s 91'“‘4 . White stvorces.. TATOW . # W

R} . DeX x Lvorced..-2n ot || that 1 last saw e80T alive on., el % ’? AEURUSI L)

Z 6. (b Na:&e of hushand or wife.... 6, {¢) Ageof husband or wife if |} and that death occurred on the dute and hodt stated above. Duration

i hn e8 alive. ....years|| Immediate %use oé death

- 7. Birth date of deceased Se'p‘t 16th /;57 o F 4

E {Monih} (Day) (Year) V4 a

"

w 8, AGE: Years Months Days If less than one day Due “’WI/}M\

Z 80_ - . .

= = 0 : 7

a . / / (RSN || VGO 1 L Due to. p, . n{; s

B 9 Birthplace.._ +11linois ]

% .- {City, towa, ot county) (Stata or loreign country)

\ Other ditions
it {f 10, Uanal occupation Housework . Othet oot )
W= [| 13. Industry or business . ZTTTTTET R PHYSICIAN
o Maj ings:

>L B { i2. Name. BODert Thornberg, ' g Andingy: . e

< " Ghio. i odertine
& { 13. Birthplace the cause to

E ol N {City, town. or county) {State or loreign country) of :Vl?lCh]l:lezbth

3 5 { 14. Maiden name... Gl ixi D‘h l autopay ch:rzndsmc-

=% N : tistically.

i ew_Yo

= § 15 B‘“h"'“e"“““““(5;;;‘_';;;:.—;;’55;""""""""“ Gins ov Boaizwsanmiryy || 22, 1¢ deaths was due to external causes, 1l 1n the following:

ot

=

B

() Where did injury occur?.

{City or towa) {County) (State)}
{d} Did injury occur in or about home, on farm, in industrial place. in publu: place?
{Specily type of placa)
While at work?......eoramvmeremsmmne S 1) ] ns of injury.... I

(M. D. or other). Z

ekl Date signed. 7.7

{Liconsed Embalmer’s Statement on Reverse Side)
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STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose nameé-is recorded on the reverse side of this oertiﬁt'zte was embalmed by me, orby. £ NS L

, Registered -Apprentice No

éﬂ : é >
Slgned .......... ol I B0 2y

- .. L1censedEmbaImerNo -Z 5 )O

S o ’ POAddressf /a&,z’)

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING (Failure te comply wit
the nhove con.stltutes grounds for revocahon of license.)

! If tlns hody is not embalmed, fact should be so stated above.

ﬁrozrking under my personal supervision, - .

- - 2




