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

DEPARTMENT OF COMMERCE
BUREAU OF THE Cm\sus

|f) SEP 12

Registration District No...eeee . 5y

MISSOURI STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH

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

27925
State Fils No .
Regisirar's No. 3:&83

/o231

1. PLACE OF DEATH:

2. USUAL RESIDENCE OF DECEASED:

;(

{Buarin!, cremation, or reinoval)

{¢) Place: burial or cremation..

18. (u) Signat of fune T&CtOT.....
(b} A%_ ' W - a V-4
W
19. (a) rd o) h. Th,

(Dot aceiveddbonl rekistrer)

(Registrar's sfgnatore)

M .
{a) County ol ackscén ) State issouri (& County Jackson A
() City or town Kznsas Mity Cz -~
@ N fh (:llioumda city or town limits, write * lﬁJRAL snd name of tawnship) {c) City or town Kansas 1ty o
£ ame of hospital or IRItltl:tl (If oulside ity or town limits, write "RURAL") bl
JOeneral Hospital No.1l & Street No 1215 Troost Avenue
{If oot In bospitnl of institution, write strost uumber of location) CIf raral, give Ioul.pn)
() Length of stay: In hospital or institution.._.. 4 Y8 1 .
{Spacify whather {¢) Cltizen of forcign country?. ...{¥e8 or No)
In this community. ]1.5 years ) -7
yaurs, months or days) v LYy If yes, name cotintry 4
MEDICAL CERTIFICATION
3. (a) PRINT
FuLl Name_.... . WILLIAM HQSKINS A md
T 3 (0 Sosial Secut 20. DATE OF DEATH: Month..._.4 UE. day2ell
. veteran, . {¢) Social
- y year. 191}1 hour. 2 m(nlo____P.. ______ M.
name wWar. No [ et
21. I herchy certify that I attended the deceased from
5. Cologor 4 6. (a) Single, widowed, marrigd, ||Q) ~18-41 9 1o 8-22-41 0
1, Sex &é % | divoreed t!lasteawhiMm _aliveon  8=22-41 19____;
6. (b) Name of hushband or wife.........fl % ... 6. (¢) Axe of huspand or wife if || 2nd that death occurred on the date and hour stated above. Duration
:M & altv ______ y_ Immediate cause of death
7. Birth date of deceased...... _C.!gmnm...a.c.l.t.a.mma.,,__candla.c,.hmer:.txn ohy .
(Month) (Duy) (Yea.r) .
pulmonary-thrombosis-left
8. AGE: Ymrs Muntln Days If less than one day Duye to. -
ﬁ i
min . f
Due to. !’ h ﬁ/
9. Birthplace m{.’_ ’ e
I {Ci RA( {State or foreigp country) | " ¥
Other conditiona
10. Ustal occupation.... - T o Raneee {Include pregnaocy within § months of desth)
11. Industry or businegs. f} N PHYSICIAN
= r . Major findings: —_—
a1z Name.._/... 1 - . 4 AAAALL 4. Of operations
= : - Underline
&= U 13. Birthplace..... o J{ 3&&“&23
& ¢ 14. Maiden nam —=Ut autopsy. mggsge_
B . tistically.
§ 15. Binthplact... okl 1,22, If death was due to externn! causes, fill in the following:
~ J , ' ' teid ifvry
16. (s) Informant... (@) Accident, sulcide, or e (specify
® ) (3} Date of occurrence
: Y ¢} Where did Injury occur?.
17. (a) @ mjury (City or town) (County) {State)

Did injury occur In or about home, on farm, in industrial place, in public place?

{Specity tw- of place)
While at work?_......... Means of InjUry .. e srsnesimas

z, S ““L?Sa%‘ﬁbﬁ éGeﬁéﬁ;s‘;;/ §: i i) "’*‘59

SN 5

dress,
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(Licensod Embalmer’s Stnte,lnen: on Reverse Side)
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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: OF B evreeveereeeres e eenmeesen
% Registered Apprentice No...o
working under my personal supervision, ’ .

Licensed Embalmgr No..... Z r 7 0

P. O. Address 7/4’ W

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWBITING. (Failure to comply witl
the above constitutes grounds for revocation of license.) \ a

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




