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

M

P9 (AN

DEPARTMENT OF COMMERCE
BuRsAU OF

<

MISSQURI STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH

41184
Siate File No. *

Registration District No.......;...g...g.........._.._. Primary Reglstration District No.___lﬂ.ﬂz ..... —_ Registrar's No..___‘1582-_ .......
1. PLACE OF DEATH: 2. USUAL BESIDENCE OF DECEASED: .
H 3 L. S ¢
{a) County Jacksom L. L .t ] ]
Kansas Citv (a) State__Missouri @ Comnty.dackson

(&) City or town
{If ontside city or town LEmits, write *HURAL" and pame of towmhip)
(¢) Name of hospital or inatitution:

K.C,General Hospital No, 1,
(It not in hospital or institution, write street dumber or location)
(d) Length of stay: In hospital or institution 2 Ha:n;

 akite? Pocd

}
(Specify whether

In this community.
years, monibs or days}

Kansas Citv
(1f cutaide city or town limit: write “RURAL™)

(@ @ireet No..3207_ York

{¢) City or town

{1f rural, give location)

{¢) If foreign born, how long in U. S. A.7. yenrs.

8. (a) PRINT

FULL NAME MARY F. FCSTER

3. {c) Social Security

MEDICAL CERTIFICATION

20. DATE OF DEATH: Month_ Novemher day._30th

15. Birthplace Ho record

22, If death was due to external eauses, 51 in the following:

8. (&) If veteran,
name war. A ke o ke o ok No. sk o ok %k % ok % year. 1940 hour. 12 minute...3. ‘l!‘ oM.
21. 1 hereby certify that I attended the d d from .
5. Coloror 6. (o} Single, widowed, married, 11.-28-40 19 to..11=30-40 LI
Fomal White fidow
4. Sex race. divorced. e[ that I fast saw h. @ aliveon . .. L1200 00 L [T
6. (5) Name of husband 0 Wife.oeocoeerwceee. 8. (£) Age of husband or wife if || and that death occurred on the date and hour stated above. Duration
Samue] M.Foster alive ... vears || Immediate cause of death Cerebral thrombosis
7. Birth date of deceased Mar. 7.1R76 Terminal bronchonneumonia,
(Month) (Dwy) {Year) PR ]
v T .
8. AGE: Yeara Montha Daya If less than one day Due to ‘g 4;” rD
64 8 2 3 hr. min
. . 0 Due to
9. Birthplace Missouri ¥
(City. town, or connty)} {State or forcign country)
: Other conditiona
10. Usual occupation At Home ? (Inclods peagnancy within § mostbe of death)
11, Industry or business, - |PHYBICIAN
[} Ma]or findings: ——
i { 12. Name.._.Thomas Swartz....—iommee f operationa  Cnaetion
B
= U 18. Birthplace _Nn_mnnnd___ the cause to
L 'which death
(City, town, ot count (State or foreign country) Of autopsy. should be
é 14. Malden name NOTBUOP kv P
g tistically.
=

{

(City, town, or county) .. (State or Eoreign country)
16. () Informant Homer W.Foster
(8) Address 3007 York

17. (@ ...l:iux::.&lw_m__ ® Date thereof.. Do 4

_2
Barial, cremation, or remaval) {Moutb) (Day) (Year)

(¢) Flace: burial or mmaﬁon,ﬂt_ﬂashingtan......._.__'_
18. {a) Signature of funeral director MEs CaL.Forster ..
918 Brooklvn.

(a) Accident, sulcide, or homicide (specify)
(&) Date of occurrence
c) Where did injury occur?
@ e (City or town) (County)} (State)
{d) Did injury occur in or about home, on fa.rm. im indnstrial place, in public place?

(Specify mn of place)

of injury.

(b)) Address
28 Signal (M. D. or other)—.__
19, (o) 1l2=2=40 ) hy . W‘
(Dats received kocalregistrar) {Registrar's signatare) Add 2 Date signed ..

{Licensed Embalmer’s Statement on Reverse Side)




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate wag-embalmed by me, oty 7.

, Registered Appreatice No

o

-;..ioensed Exbalmer No.. 22 2.2
P. 0. Address 7/%

Note: The above MUST BE SIGNED BY THE LICENSED EbeALl\IER in l:ua oOwN HANDWRITI“{G. (Failure to comply with
tho above constitutes grounds for revocation of license.)

working under my personal supervision.

r

" I this body ia not embalmed, abore space shiould be left blank. . T




