—USE UNFADING BLACK INK—MAKE A PERMANENT RECORD

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

@ 1 X19811

%%f

CAUSE OF DEATH in plain terms, so that it may be properly classified. Exact statement of OCCUPATION is very impor

DEPARTMENT OF COMMERCE

o CTBUTT Y&

Registration District No..____| 399

MISSOUR] STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH

Primary Registration District No...

310472
3605

State File No

1002 .

Regisirar's No

1. PLACE OF DEATH:

(a) County.
{b) City or town

Jackson
Kansas City

{If putside city or town limita, write “RURAL" and name of township}
{c) Name of hospital or institution:
2

1103 Armour Blvd.

(I not in bospital or institntion, write street number or location)
(d) Length of stay: In hospitalor institution

2. USUAL RESIDENCE OF DECEASED:

(@ st Missouri. .. o comy..Jackson
Keneas City

{If outaids city or town limits, write “RURAL")

5538 Virginia

{If rural, give location)

{¢) City or town

(d) Streat No.

o st KaDB888_City. Missouri v

(Ciuy, town, or county) {State or foreign ooun!.ryy

10. Usual ceeupation none

11, Industry or bhusiness !

g{m_mm, Joseph H. Bouldin :

E 13. Birthplace . WYO_LE;BRN i

"o, ts or couniry,

E 14, Maiden name._. Eﬁ ‘;ﬁ K.:Wﬁ..nbeil.é_ - ersarmnanens
16. Birthplaco Kansas

= {City, w'n. or county} (State or, foreign country}

,@,Mmm“,mmﬂ woMT8. Clarence L. Whit

(8) Addres 5638 Virginia
. (a) mBma.l

{Burin), cremation, or removal}

(¢) Place: burial or er

(a) Signature of funeral di.roctor__EI_e._e_m_ag__MQLw

(5} Date thereot.. 3=L8=40
(Month} (Day) (Year)

Elmwood

tion

(Specify whather
In this community. 3 Years .
years, maoihs or days) (£} If foreign born, hew long in U. 5. A.? years.
MEDICAL CERTIFICATION
s@eait  Robert Le Roy Bouldin 7 ol - 1O
20. DATE OF DEATH: Month ¢___ b
8. (b) It vetersn, 8. (c) Social Security 1. ow
aame war none No none Vear. hour. minute, o M.
- 21. I hereby certify attended the deceased from...... st — —_
5. Color or 6, (a) Single, widowed, married, B ’Q’ @ .
— &/ - —i
4. Sex Male race ite divarced_..s_ 1..I}.g...l..e._.. th ant sdw _ / 19, H
6. (b) Nameof husbandorwife_ . 6. (<) Age of hushand or wifeif || an t ed @ date and hour stated above. Duration
reeesreemsnerressres ¥ I ause aath
7. Birth date of @ d September 18’ 1936 .
{Manth) (Day) , (Year)
8. AGE: Years Months Days If less than one day @” ﬂ_&#m’ ........ —
3 11 26 SO . S - || . 8
Due to

{fnclude pregnancy within 3 ﬂglhl of death}

PHYSICIAN

Major ﬂndlng'l: w
Ol operations -t - Underline
. " . thﬁgt&se :g
=g~ w eal
' \? ¢ shoutd be
Of nutopsy........ - charged sta-~
tistically.

22. 1t death was due to external causes, £ill in the following:
{a) Accldent, micide, or homicide (specify)

(d) Date of cecurrence.
{e) Where did inj 7
(&) Did injury oc

unty) Late)
place,in puhlic place?

(Ci town)
in or about home, nn h.rm, in

industrinl

18. : jury.._' —
(8 Address Kaneas Clty, Missouri 2
19, )Sept » 16 194 O(b) - (M. D or other)
. (g, (Dats receivad local registras) (Registrar's cignatare) Address o K""! M Date igned

{Licensed Embalmer’s Statement on Reverse Side)




. — & e am———— -

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 Apprentice No ,

Signed.. %Zﬂe// 2% M ............................

working under my personal supervision.

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

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




