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1. PLACE OF DEATH
' Jackson
(a) County.

{3 City or town Kansas_Gity

/

(If cutside city o town Limits, Writs "RURAL" aud nams of township)

(¢} Name of hosﬁlm or institntion:

C.General Hospital No,l

{If not in bo-piul or icgtitation, writa strast o: loontion)
(d) Length of stay: pital or tmdtndonj_la S

{Specily whether

In this community.. ‘ "')"(S ff//

yenrs, months ar days)

2. USUAL RESIDENCE OF DECEASED:

(QQ,R,MS souri @ County._d2CKSON
(¢} City or town Kansas City

(If ootide city or town limits writs “"RURAL"™)

614 Main St,

(d) Street No
{If rural, give location)

(e} If forefgn born, how loagin U. 8 A.? years.

5. @ YRINT  JOHN LEONARD

8. () If veteran, I/
pame war.

3. {¢) Social Security
No

5. Color or 6. (a) Single, widm{ed. married,

A r
1 muﬁdé&ﬁ’";_ dlvoroed.ﬁdaﬁ{l__
wife If

MEDICAL CERTIFICATION

20. DATE OF DEATH: Month Dec, day 23rd

ym.lgb.g..._._._..__.honr 12 mlmao AoM- M,
21. I bereby certify that I attended the deceased from i

].2—16-‘&0 19, .. to, 12"'23-l$0 19
that I last saw Fj‘m alive on 12-23-40

19....;

168, (a) Informant
{b) Address

() Address

19. (aiﬁ:ﬁ?ﬁiﬁ

15, Birthptace 2. ﬂ”J
7

4

s
{Date received localregistrar) {Regiytrar's slznatore}

1

22_ If death was due to external causes, fill in the following:
{a) Accident, sulcide, or homidde {specify)

(b} Date of occurrence.
Where did injury occur?
@ . epp— (Coants)  (Brata)
[T)] D[}l [rd? ry occur it or abeut home, on farm, in indmt.rial plaoe In public place?

6. (b)) Nameof hushandorwife . ___ 6, (¢) Age of husband and that death oceurred on the date and hour atated above. Durats
. uration
i alive____ Immediate cause of death
7. Birth date of decsased..... Db A Cerébral hemorrhage
(Month) (Day} (Year) )
8. AGE: " Years | Months | Daya If iess than one day DU 10,0 oty oo e T —~~
. Xl 2
Z ‘5 yi hr. min bd
- Due to.
8 Binhphw‘_MM \ q s
City? town, or county) (Btate or foreign country)
. N4 . Oth ditd n.s_. EMMQIM— e
10. Usual occupatio: m * ﬁ (ln:{udu;':t!tlflnﬂ within 3 montha of dea —
11. Industry or business . 3 PHYSICIAN
fé q Majoor ﬁndlnﬂ;-.
f P , operations. :
E { 12. Name:. ﬁ’ W 7? 1 ’ Underline
;‘, 13 Bll'ﬂlnlnrp 5 & P ; gj‘:gg;:ag
: 3, town, or conaty] - tate or o conatry, . hoak

& ]4 Malden nama//fj / Of autopay shon dnb;
E tistically.
=

2
3‘\? i - {Specify typs of
While at work e o e cinseen.
28, Signatu; ot other),
Addresa 8 m.Hosp ) L&;ij
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I hereby certify that the body whose name is recorded on the reverse side ol'\tli:ia certificate was embalmed by me, or by

Y
LN

Registered Apprentice No
- 4

working under my personal supervision. . ey .
. ~ . Lo ot ‘

[ ) , RO T

Signed... : SRR
? . ' . LY. B Y
Y L . . e o Lo

N - *  Licensed Embalmer No
v otag

4 L |

oL S POAddress

R
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Note: The above MUST BE SIGNED BY THE LICENSED E“BAL\IER in hls OWN: HANDWR]TIN . (Tailure to comply with

-~

- -the-above const:tutes grounds for re\ocatmn of license.) LY e e e e el

f ] « If this body 15 not embalmed, above space should be left blank. ' e




