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

DEPARTMENT OF COMMERCE

Burgau or THE CENSUS

JUD SEP 12 194,

MISSOURI STATE BOARD OF HEALT Syl
TE LTH 8 5 95

STANDARD CERTIFICATE OF DEATH Staie Fite No

Primary Reglstration District No..............(g...‘._}..{ Registrar's mﬁ__ﬁa?sﬁﬂ.._.__
1. PLACE OF DEATH: 2. USUAL RESIDENCE OF DECEASED: 0 g;/
(@ County Jackson @ State Missouri & Count Jackson
() City OF O Kansag. Uity ¢ Cit <

{c)

(If outaide city or town limits, wril
Name of hospital or institution:

te “RURAL" and pame of townahip)

K.C.General Hospital No,l

d)

In

(If oot Lo bospital or Lnstitution, write street nu|§ber nunn)
Length of stay: In hospital or institution :
Specify whether
this community. o2 Yrs L] D g

yoara, months or daya)

Kansas City v

(Ipalii‘iz city or town Hmita, write “RURAL")

(c) Cityor town,

3329

(d) Street No
{1f ruxal, give locotion}
(e} Citizen of foreign country? (Yes or No)
If yes, name country "D

300 BRINT.  MINNIE CONNOLLY

3.

(5) If veteran,

3. (¢) Social Security

name war No ] No. NO [}

i ﬁ 5. Color or 6. {4) Single, widowed, married,
PR - race. WiLe givorcea MBTT 104,
6. () Name of husband or wife... eeemremeee . {6} Age of huaband or wife if

Jame a....Ennnnlly

alive === ____vears

) MEDICAL CERTIFICATION
20. DATE OF DEATH: Month. AUBUSE day 29th

year. . 94 hour .. winddd A

21. 1 bereby certify that I attended the deceased from
8-20-4] 19t 829040 19 .
that I last saw b €T aliveon 8-29‘14'1 S L —

and that death occurred on the date and hour stated above. .
Duration
Immediate cause of death

Terminal Bronchopneumonisa

7. Birth date of deccased.....4. an..._...... ath‘..« ......... 1873 ...
{Month) (Year)
8. AGE: Years Months | Daya If less than one day pue to. Fracture of left femur, aczcisleni..al.m_......
68 ? 20 hr. min - —a/
Due to. . '] ”
6. Birtholace Warrensburg Mo, /)
(City, tawn, er wmitir) (Stats or loreign eoudtry), | Corona t.h 1, 3
Other conditi ;_.___.__I:‘L___ er_aﬁn Qro_sis (| S
10. Usual occupation ome ([n:ll;rgce“;r'et::lmy within 3 monthy of death —
11. Industry or business . PHYSICIAN
B (12 name JOBD Miller , M perasions
= pr i Tt L o R . . Underline
% | 13. Birthplace : i i : ; : ~ hich aeni
a %mg State or forelgn country, Of autopsy. : should be
ﬁ{ . g e BEHD P 5 , See_above ety
§ 15. Birthplace ‘ﬁ“ wmwoﬂu:‘,’ {%E{.i;??:;{n wountey) || 22- U death was dae to external causes, fill in the following:
16. (a) laformant Mrs . C 'A. Cre (a) Accident. suicide. or homicide (speciiy)... ?
) Adress 2087 Bast B4the K06y || dweof commene /-2
7 @ Burial (8 Date th thereot 8 = O L= (¢) Where did injury occur? e o o
(Burin}, cremation, of removal) (Month) (Day) (Year) (d) Did injury occur in or ebout home, on farm, in Industrial place in public place?
(¢) Place: burial orcrematinu.P.m]aﬁa?’antFHj- 11 1 H N
18, (g) Signma of funeral director. y ar unera ome While at E & (?Swu?fe::::'gf [1U11 £ O T
o g, 1500 Einwoon X.Cuat B A Hoon
g %/ % M—s 23, - Slgnature {M. D. or other)....
19. b . \
9 (@ (Detegroceived feal registesr) @ {Registrar's signatere) [Adam!-i____]ﬂﬂ.ﬂe- Dir, D;HQSQJ-_LL__ Date signed_ _
7 {Licensed Embalmer’s Statement 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 I;y iﬁe. or by ..................

! o , Registered Apprentice No........

working under my personal supervision, -

o \ . - P. O. Address /
Notc. The above MUST BE SIGNED BY THE LICENSED E;MBALMER in h.ls OWN I‘[A_NDWRIT[N
~ .

the above constitutes grounds for revocation of license.) Newqry W B _"' -
If this body 46 not embalmeds fact should be so stated above. ' - .




