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

-

16 1941

DEPARTMENT OF COMMIRCE
BuUREAU oF THE CENSUS

Registration District Nu.m....é..z.j_......

EILtB MAYMISSOURI STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH

Primary Registratlon District No..— L.

13407
1788

State File No.

Registrar's No,

1. PLACE OF DEATH:
{a) County Jackson

(b} City or town Kansas Uitsr
(If ontxide gity of town l.lm'.{u. write “RURAL’ and name of tmrnlhlp)
espitalNo,

{¢) Name of hospital or institution:
{If 5ot tn bespitat or 1mmuuon. S e o

K. oo
() Length of stay: In hospltal or institution davs -
A5 Xrs.

In this community
years, months or daya)

2. USUAL RESIDENCE OF DECEASED,
Eissouri ®) County..d2ckson

Kansas City
(If ontalde city or town Umits, writs “RURAL")

77

2

{a) State

{¢} City ortown

(@ susno 20?2 Indiana ¢/
(I rurs], yive location) 0
{¢) Citizen of foreign country? (Yes or No)

If yesa, name country ..................’\

3. (a} PRINT
FULL NAME

Frank! M JONES.

3. (b)) Ii veteran, 3. (¢) Social Security

MEDICAL CERTIFICATION
7th

min“h-?n A - ll:' M.

20. DATE OF DEATH; Month........ARLLL _ day
year. 1911.1 bour. 8

name war No. .
21. I hereby certify that I attended the deceased from
5. Color or 6. (o) Single. widowed, martied / L-bh-=43 19.....to L=, 19
s seaMale mee_tinite. divareedllg 221 04 7 that I lnst saw b 1M alive on. L=7_}1 W
6. {b) Name of husband or wife .o 6. (&) Age of husband or wife it || and that death occurred on the date and hour stated above. Duration
liargaret Jones alive....... years I;mmedit?tetca_un of death
rostatic H
7. Binh date of decensed___NOVEDbEr 29%h, - - ic hypertrophy and adenoma;
(Menth) (D) (e liCwstitis; Pericvstic ahaspse snd divaek
8. AGE: Years Months |  Days If less thar one day Due to._bicula, Hydroureters and HMephroled g
70 4 & ) :
T, min 4 Dae to ) Q\ r I
o, Bishonace P EKLD I1linois / AL
- nlv) (Stata or foreign conntry)
gb ikt Other conditions.. LT
10. Usual occupation {Include preguancy wiihin 3 months of dexth) i’;}" 0‘
11, Industry or business._ oo Co C T Terminal B R. T — ! PHYSICIAN
-] oT nEs:
E{ . J : el Jone § Of opersont Underline
h
A P _Illinois / e
I L1 or
& /16 saiden same.. BT ST ETEYh Syl e ey Of autopay o
;‘{ : La"g 11e See agbove dstically.
ace a ——a 3 -
§ 15. Birthpl T T —— Bt o p——— 22, 1f death was due to external canses, fill in the following:

Marcaret Jones.

16. {a} Infor &
@ Adien_ 2022 _Indiana Ave.
1. @ . Burial ® Date thereot_ =/ 9/, ]

{Barial, eremation, or remove] (Month) (Day) (Year)

Accident, sulcide, or homlcdde {specify)

Date of occurrence,

L=

(a
L]

(¢} Where did injury ococur?
(0]

(City or wswo) {County} (State)
Did injury occur Ln or about home, oa farm, in industsial pla:e. fn public plnc:?

18. (a} ngnature of funeral dircctor..... Mﬁl lDdV—IdQGill.QL..

. ¥
o o LT T wﬁ?rm

Dataseceived localrech! (Registras's sisnatare)

(Bpecify type of place)

7 :)u % ,____i/} ........

eans of injury...
{M.D.orother)o......

plte Bmaddh)_

{Licensod Embalmer’s Statement on Roverse Side)




. = ‘
STATEMENT BY LICENSED EMBALMER

working under my personal supervision.

P. Q. Address

Note: The al:ovo MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HAI\DWRITING (Failure to comply wi
the above constitiites grounds for revocation of license.} C

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



