S, Ne.'2 DEPA%TMENT OF EOMMERCE MISSOURI STATE BOARD OF HEALTH . 7 ( 6 8
et ] UREAU OF THE CENSUS
11103 STANDARD CERTIFICATE OF DEATH sute mite n 4 9
Pl X210z p '
Reglatration District No.m,mm,.é_?_z. Pﬂ%’sﬂdon District No..._....___._../ e 1../ Registrar's NO.A.S.B.(_;__
. 1. PLACE OF DEA o 2, USUAL RESIDENCE OF DECEASED: :
a ll @ County fackson . I Mo Jackson
s (b} City or town dangas Clty (s} State tihalid # County o
Q {If outsido city or town limits, write “RURAL" and name of s ) . .
O || (4 Name of hospital or Inatitutlon: City or town Kansgsas City
E t. Joseph Ho gpital {If outaide city or town limits write "RURAL")
(1f 5ot in bospital or Institutlon, write sireet psicaber. ) a A
E (d) Length of stay: In hospital or institution 2’ eeks (d) Street No 2802 Park rfve 2.
= l 5 Y rs (Specify whether (Lf rural, give location)
In this community. 2
E yoors, Months of days) {e) If forelgn born, how long in U. 8. A.?. years,
- = . MEDICAL CERTIFICATION
2l @ihnne . 2ola Winn Stewart 2 29
& S — 20. DATE OF DEATH: Month agd- day
< 8. (&) If veteran, I‘I 3. (¢) Socdal Security ’ / Q‘?’O e L';' mix 3 Z
name war. O. No%?é:iﬁi.'zgjaé year " et e M.
g ‘ 21. 1 hereby certify that ! attended the decensed from. 227d). (4 /950
k- 6. Color ar, 6. (a) Single, widowed, married, o Yioo. 29 0.
Zl e FO. ih. seoregMBTTi08 N 020
s race orced— that [ last saw hRAL aliveon Vo 2. D 15.¥0Q
g a. (% Name o;’ husband or wii'e?.‘..___....._...._....... 6. () Age of hushand or wife if{} and that death occurred on the date and hour stated above. D .
& >, Boyd DI‘E ewart AV, years|j Immediate cause of death ration
2 | 7. Birth date of deceased {larch 3 1887 :
g (Month) (Der) {Yeer) _Deide Haeomorbioape Gda,
- 8, ACE:s Years Months Days If legs than one day Due to %IQOCM
2 53 8 2b :
E hr. min, M 92
Q . Due to. Q-7 g2
« || 9. Birthplace Unknovm . . . . lowa. & _ C;a_u . Ve c@/
z “‘?F’a'i't";'?é" 58 (Gner i omaend) —~ /277
PO . . her conditi -
% 10, Usual occupation . :1- C}‘ln::'n“ e tions. - Aot de)
% 11. Induatry or business POYSICIAN
T B { e Nome..o.... .S OB Boydiinn . . . .9 || "5 aperstona, O OgN ‘ﬁ_?:&u_ o
7 11 & Lis. pirthplace Unknown | .(_ﬁo aﬁ.&a ) :gﬁ:??n:;
. place..__ T \J eath
§ % 14. Maiden rame (City. tompy g, - - - (Buata or Lorelgn conntry) Of autopsy.....£E X772 : _ Ishould be
- - . tistically.
< 1 8 { 16. Birtholace Unknown tically
3 (City. town, or county) ign coantry) 22, If death was due to external causes, £l in the following:
Bl ; Dr.o, Boyd btewar {a) Accident, sulcide, or homicide (specify) e
= 18, {a} Informant . —
[~] @) Ad 28 Od Park HV e . C l ty (b) DIrate of occurrence
dm —
B ial - L&=g=2U {c) Where did injury occur?
AT (a) (b} Daf-% thereof {Clty or town) {Coun' g
(Bnﬁ-l. cremstion, of removai) (Mnﬁ!—h) Day) {Year) /] (£) Did injury occur in or about home, on farm, in tnaustrial Dlnne In public DlauP
(¢) Place: burial or cremation . Memorial a]. i
18. (o) Signature of funeral director hylar Funera ome While at worke___ &y P peg “cg:.gf injury—-d
) Address, L8000 Linwood X.U.ilo, S - ];
/‘2‘ . Slgnal M, D, orotheh
18. {a} /N /30 / "fa o . /.)_, o W- 2 t ( /
: (Datereleived lopalregistras (Registrar's sfgnature) - Addresa . Date o
l (Licensed Embalmer’s Statement on Reverse Side)} 7 £




STATEMENT BY LICENSED EMBALMER

b

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

Registered Apprentice NoOw o icimercemvemisserereamssinsmenes |

IV
- Licensed Embalmer N ogé%% .........................
R P.O. Addrm/gaﬁ ................. vpo=r T i

_ Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING/ (Failure to comply wit
the above constitutes grounds for revocation of license.)
If this body is not embalmed, ubove space should be left blank.

working under my personal supervision,




