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MISSOUR] STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH soerneme. 1146

Primary Registration District No.._.____/_.o.fj..?:’_. Registrar’s NB__AQ%

1. PLACE OF DEATH:
(a) County Jackson
® City or town__ fansas City

(If outside city or town Iﬁlh. write “RURAL" and name of township)
{c) Name of hospital or institution:

(d) Length of stay: In hospital or i?
In this community. //

K, C, Ceneral. Hos E e
oot

(¥1 not in hoapital or jnstitatlon, write

or loeotion)
1 day

L S

L2

{Specify whether

years, months or days)

2. USUAL RESIDENCE OF DECEASED:

3. (a)

(@ PRINT TOUTS O'ROARK

3. )

If veteran, __W

nDAMme wWar.

3. (2) Social Securjty
N et i

4, Sex

5. Color or

Y race.

6. {a) Single, widowed, married,

. ” o divoreed_&?ﬁ.
6. (8) Name of husband or wife...c..ccccesscseeer. 6, (¢) Age of husband¥or wife if

by rovest a.l!ve__...________.._)..yea
7. Birt date of deceased - ZC A= /b L850
{Month) (Day) * (Year)
8, AGE: Ym.rs Months Days If less than one day

SPO /0 02/ T hr, ) min

9. Birthplace W

(City sown, or county)

10. Usual occupation ..

11. Industry or bast

{ 12.
13.

17. (a)

18. (o)
&
19, (a

(State or forelgn country) :

Birthplace.

{City, town, or conpt:
. Maiden namL___nA.ﬂ—d-I
. Birthplace W

Nm,_j?%é.,__ﬁ_&gqg_ _____
&M_.._,____

?
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(Statapr foreign conatry)

Ga- AT

{Burinl, cremation, or romoval)

Signature of funeral director

(b} Date thereof /- ?—- ér/'

{Monzh) (D

‘&5’_‘“‘"

@ suare dssouri ® County_.3 gpkson x
(@ Cityortown.....Kansas (’:'Lty i 3
{If outside city or town mits, writs “RURAL'") X
(@ Strest Mo 4917 Fuclid A
(If rural, give location} b
(e} If foreign born, how long in UJ. S. A2 years.
MEDICAL CERTIFICATION
20, DATE OF DEATH: Moxth Jan, = .. 7th
yw........__].-_g.l.l:l-.........._.hour mu_wiww.minutems.ounﬁ.-h‘!.
21. 1 hereby certify that I attended the d d from
1—6-1&1 19 to. 1-7"41 19 ;
that I last saw h_im_ alive °“——v———-—l'“l"‘!-l-l--—--——--—-——-—-----—-——-,------ 19........:,

and that death occurred on the date and hotir stated above. Durati
Immediate cause of dmzh..Capdiac__.hyPe_rtr.gphy .and:_’:.'fl
Dilatation; Chronic adhesive pericarditis;.

Acute._ ﬁlmb stian__and Hdemajl . .
bue toiiate ronc opneumon:l.a ’

P )
L]
Due to d B
c "
u —
Other conditlons.
{Ioclude preguancy within 3 montha of death}
PHYSICIAN
Maj(;:; ﬁnd.iniis:
. tions,
opet Underllne
the cause to
- . which death
Of autopay. should be
charged sta-
"“""“’Saﬁ shaouva tistically.

22. If death waa due to external causes, fill in the following:
(o) Accident, suicide, or homicide (specify)
(b} Date of ocourrence

(c) Where did Injury occur?.

(d) Didinjury occur in or about homes on Iarm.'-ig lndustrLl placz in pllbl(lc pla)ce?

VA

- (Specify type. of place)

While at work}e. of Injury. &,
A v

jbnureu"ﬁ local reglatrar,
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% /7‘7// (a)}"lU)z' (%%‘

(ﬂagntnr s aignatore)
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{Licensed Embalmer’s Statement on Beverse Side)



STATEMENT BY LICENSED EMBALMER

I hereby ’certﬂif_ﬂlat the body whose name is recorded on theazv side of this certificate was embalmed by me, or by
i

working under my personal supervision.

%, Registered Apptentice No.; ...... 7

Sign

P. O. Addresa

7 e 2.
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply wi
the al_)ow"e constitut.es grounds for revocation of license.) .

* If this body is not embalmed, fact should be so stated above.




