N. B.—Every item of information should be carefully supplied. AGE should be stated EXACTLY. PHYSICIANS should state
CAUSE OF DEATH in plain terms, so that it may be properly classified. Exact statement of OCCUPATION is very important.

DEPARTMENT OF COMMERCE
BURBAU OF THE CENSUS-

ISER bims

Registration District No, 399

1. PLACE OF DEATH:
{a) County. Jackeon

(5 City or tomhxﬁnm c i ty
(If cutside city or tows limits, write “RURAL" and nome of township)
{¢) Name of hospita!l or institution:

ral Hogpltd #2

(Ef not In heapital or jnatitation, wrile sireet number or location)
{d) Length of stay: In hospital or institutio - -
5 hours

-
(Specily whether
Inthis community.

MISSOURI STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH
Primary Registration Distriet No__1Q08

o 21743

Reglsirag’s No

2. USUAL RESIDENCE OF DECEASED:

(@) SmQ...._MQo__;__ ® County_d.8cK80ON
Kansasg City

{If outside clty or town limits, write “RURAL*Y

@ sweet No.1804% E, 12th 8t.

{If ruml, give location)

(¢) City or town

yoars, montks or days)} (e) If foreign born, how long in T. 8. A.? yeara.
MEDICAL? CERTIFICATION
3. (s) PRINT / 9'7\ .
riig Name._Infant Brown le :
20, DATE OF DEATH: Month 8 day 1l .
8, (b) If veteran, 8. (¢) Boclnl Security *0 0O A
- - Fear..... hour, minute. * M
name war. No,
21, I hereby certily that I attended the d d {from
5. Colar or 6. (@) Stagle, widowed, m.nrrleji-, fulle 16.40,, B-31~ .20
4, SBX_.MBlB__,_.. ra Ne ro dIVOl"ch_......s_i_p_g_e.__. that ] last saw h....i..m allve on 8"’11"" IQA.Q
6. {b) Name of hushand or wife.........._.__ 6. (¢} Ags of husband or wife if || and that death cceurred on the date and hour stated above, Duratio
raion
alive oo yours || Immediate cause of death
7. Birth date of deceased 11 194 Premature Birth
{Month) {Day) {Year)
8. AGE: Yearn Months Days If le=s than one day Dua to
- - - br. 5__hI‘_Bmin. Du
a to.
9, Blrthp!ace_;'_.xﬁ.n_ﬂ ag City MO - 0 - .
(City, town, or county} (State or Corelgn country}
Other conditjons.
1. Usual occupation Hone (Include pregnancy within 3 months of death) f———
11. Industry or business PHYSICIAN
) H Major findingar — o
B { 12, Name.._..._.._.ElliE_Bm_____._._*..—ﬁ— Of operations Underlins
> the
= | 13, Birthpiace . UNENOWN { h , which death
City, towg, or State or foreign country, should be
8 (16 Matdon semo LEROBLE " ENkANS Of autopey charged sta-
g _Arkansas | Loy
15, Birthplace h =1~ - B
= (Citr, town, or county) {State or forelsn countrs) 22, If death was due to e;t:l::ihcausel. fill in the following:
dent, suicide, spocily
16. (o) Informant's own signature. - Elf—....._m.... (@) Accldent o o e o )
) Adar 1tal 2 3 {b) Dateof ence.
- - [ Xe) Where did | occur?
17. (a) Pt e o did injury {Clty o vaw) (Conety) — {eate)
(Baria), cremation, or removal) {d) Did Injury oecur In or about homa, on farm, {n Industrial place, in public place?

(c) Place; burial oy cremation
18. (c) Signature of fyne

+

{Specify typs of place)} }
" While at work?. Means of Injury. :
¥
28, r (MfD, orother)_____

(b) Addres —
Aug, 28, LA AR Y| B S
18- (a)(D-hrwdvd local regtrirar) (Reghtrar's signature) Ad 7 Date dznedﬂz‘@

(Liconsod Embalmer’s Statement on Reverso 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,
, Registered Appréntice No

working under my personal supervision,

Signed : :

Licensed Embalmer l\fo

' ' P. O. Address
(Failure to comply wi

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING.
the above constitutes grounds for revocation of license.
If this body is not embalmed, above space shouid be left blank. '




