DEPARTB:(ENT mlfhg&‘le 1941 MISSOUR! STATE BOARD' OF HEALTH
STANDARD CERTIFICATE OF DEATH

BuURERAU oF THE CENSUS

1069

Staie File No.

Registration Distrct No.............:.ég..g......__... Primary Registration District No__l99_2-~ Registrar's No.
1. PLACE OF DEATH: JaCkSOH 2, USUAL RESIDENCE OF DECEASED: E ' '::’; h
{a) County. ¥
Kansas City (o State_Missouri @) County_dackson. . Al
{#) City or town
© N b p](;]iunuilda dtyﬂu town limits, write “RURAL" and nams of township) Kansas Ci ty
¢) Name of hospital or inatitution: . Cit to S
411 West 42nd Te b o o [ @ v ortowa {If outside ity or town limits, write *RURAL") 6
{If oot in hospital ar institution, write atrest numher or location) 41 1 ¥est 42nd Terrace ~

{d) Length of stay; Ia hospleal or institution

Specify wheth
25 years (Spucify whether

Tn this community.
yoars, months ar dayw)

(d) Street No.

(If raral, give location)

() If foreign born, how longin 1J, S. A.2 e

MEDICAL CERTIFICATION

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

Inez Wilson

.16. (a) Informant
(8) Address 411 West 42nd Terrace
17, (o) _Lemoyal. (b) Date thereof 1/6/41

{(Month) {Day) (Year)
Atchison, Kapsas

{Burial, cremation, or removal)
{¢)} Place: burlal or cremation

18, (o) Signature of funeral
1729 Lydia ~

() Address
19, (a) Jan 3, 194%) . b7 . W
(Dato roceived kocal registzar) { Rogistrar's signature}

3. (a} PRINT J R
FULLNAME ames W. Wilson
20. DATE OF DEATH: Month__ JANRATY day lst -
3. (b If veteran, 3. (c) Social Security J ag] ] 29 A y
b J— hour.__..... SOVUPURORIRRIR o . |3:1. 1 7 - --M.
name war. None No..None . = -
I hereby certi: 7 ttended the deceased from
Male | Cooror 6. (#) Single, widowed, married, W 5 9%() — [ m.f,{/
4 sex_ . 2C | et COLal  divorced LMATTIEA || tnne 1Yost saw halprvativeon.... ot 2o =B L 19.64.£)
6. (5) Nameof husbandorwife___ . 6. {s} Age of husband or wife if || and that death occurred on the date and hour stated above. Duratios
Inez Wilson alive . BE6 . years|| Immediatecause of death e
r
7. Birth date of deceased Febrmary 28 1870 oAl ) T T
(Month) (Bay) {Year) i
8. AGE: Yeam Months Days I less than one day Due I
0 | 10| 3 . M .-._MILJS,W?..,
i Due to. S
. 9. Birthp! Shelbyville Ky, ../ o o=
{City, town, or county) {State or loreign country) ” v
10, Usual cccupation finister . Other conditiona - Va l) {A./
. D (Foclude pr within 3 of death) ‘
11. Industry or business PHYSICIAN
] M. findings: :
& { (2, MName Inimown T A
g : Underline
2 | 13. Birthplace Unknown % the cause to
{City, tawn, of county} . (Stats o furatgn conntry) Of auto — - :‘g‘l’cgl%e%tg
E 14. Maiden name_..._m,.nwn Dy charged sta-
tistically.
15. Birthplace Unknown 9
= (City, town, or county) {Stato or foreign eountry)

22, If death was due to external causes, fill in *he fa[lowlng%’_.
{a) Accident, sulcide, or homidde (specify)
{b) Date of occurrence

{¢) Where did Injury occur?. o) 5 ;
ty or to nt;
(&) Did Injury ocrur in or about home, on farm‘.rrn Ind p!n;e in public place?

] 1 pla
g AR T -

My D, or other).ce.
_ Date =

=7/




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

Regxstered rentice No

.wbrking under my personal supervision. ; ! '
Signed : W

Lice Ernbalmean \_? ?7) /
P, 0. Address L o2 4 /f 0?\5’/2,/

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

\ S If this imdy is not embalmed, fact should be so stated above. ) . o




