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WRITE PLAINLY—USE U;NFADING BLACK INK—MAKE A PERMANENT RECORD

HILE Ay 1

DEPARTMENT OF COMMERCE
BUREAY op THE Cm.sus

94y,

Registration District No

Primary Registration District No.......... 00007

MISSOURI STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH

Stae Fite .. 2%4 080

/00 2— Registrar's No

1. PLACE OF DEATH:
Jackson

2. USUAL RESIDENCE OF DECEASED:

Jackson g iL/P

MD Y
{z) County. N 1550Uurl
5 2
(8 City or town Kansas Vity (@) State e ) County 2
© N h (!rinnunlu city or town limita, write “RUHRAL" and name of towoship) fe) Cityertown Kansas Clty f,_j
£, ame of hospital or institution: {17 outsids city or town limits, write “RURAL") [
Hospital No.l ) ‘
C‘General p ._ {d) BStreet No 2021"" Indlana
(If not in hospitsl or institutivn, write street number or location) {1f rural, give location)
{d} Length of stay: In hospital or institution days
{Specify whother (e} Citizen of foreign country? {¥Ycs or No)
In this community. 20 DB.}'IS .
yeura, maonths or days) [ If'yes .name country
MEDICAL CERTIFICATION
3. {a) PRINT
FULL NAME JAMES S, PROCK July 11th
PRI PRy —, 20. DATE OF DEATH: Month day
- veteran, 0 c, [nln F¥ ull Y
name wat. Q No None year. 1941 hour. 5 E’Q‘"A’. M
21. 1 hereby certify that I attended the deceased from
5. Color or LB (a) Single, widowed, married, 7—5-[4.1 . 19 ‘o 7=11-41 19 .
White 3 Fo11- P
4, Sex Male race divorced.... .2t L% that | last saw h:"In alive on 1'1 hl - 19......;
6. (¥) Name of hushand or R LU 6. (¢) Age of husband or wife if || and that death occurred on the date and hour stated above. Durati
13
e Minnie May P rock alive....... B9 _years|| Immediate cause of death wrotro
7. Birth dote of deceased..__...... Se{ptamber ...2.2-.1858 Bilateral bronchopneumonia 2 termi
wuth} B (Yunrj
8. AGE: Yeara Months Days ¥f less than one day Due to. *;—V,lb-"
= 1
82 9 19 Ll min ’ _n
R Due to et
9. Birthplace Missouri O ! D 1,
e e {City, town, or county} (Stute or loreign country} " I i
i Other conditions,
10. Usual oceupation Laborar {Include pregoancy withia 3 montks of death)
;l. Industry or businese S PHYSICIAN
ndings:
S [ 12. Name Ambrose Prock *51 operations
= N E b‘)',‘ Underline
2 13, Birthplace o. feeord. .. i.. the cause to
(City, towngor count Qmm ar foreign wu.ntn') Of auto wit:id'l%eabﬂ:
é 14. Malden name ..oeo.......! Jane_ P L] nning Sea p;% ove Eh,{’,;‘ed sta-
£ 1. Birthplace No Recordd. : tistically:
= (City. town, or connty) {State or farsign country 22. 1f death was due to external causes, fill in the following:
16. (a) Informant Mr .—..Bernie Prock ’ {a) Accident, suicide, or hamicide (specify)
(®) AdAress o224 Indiana {6) Date of occurrence
17. (&) Removal (b) Date thereof July 12 1941|| (¢ Where did injury occur? v T o
(Burfal, cremation, ot removal) {Manth) (Day} (Year) (d} Did injury occtir in or about home, on farm, in industrial place, in public place?
(¢} Place: burial or cremation. Eld_ara.do %ﬂ MO ot memenees
18. (a) Signature of foneral director.. %f o (qpﬁw(‘?' "‘:’!“gf |i:11ury e
(b) Address f ol ot a0 )
0. wgd l L= AL P O i || . s / TG D oratenLL
{Date received local registrnr) » (Registrar's signature) Addral Q..d,. 2. J.I'_._K_._g en..HQ.Splt al SRR -1 L 114 1.7+ IO

U@I

(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 was embalmed by me, 85b3rmnne e

, Registered Apprentice No.

.Signedg/%@* j) ﬁ Qﬂéﬁf\ﬁ"x .......................

Licensed Embalmer No....... 2_7.37
P. 0. Address AC. 2. ..

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

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

working under my personal supervision.




