N. B.—Every item of information should be carefully supplied. AGE should be stated EXACTLY. PHYSICIANS should state

CAUSE OF DEATH in plain terms, so that it may be properly classified. Exact siatement of OCCUPATION ig very important.

DEPA%;IJ‘:JEE?I& gF COﬁgMERCE
TTMRE ‘ﬁJm

Reglatration District No.

MISSOURI! STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH

Primary Registration District No

State Fila No. :; U 6 2 8
Repistrar’s No.——————.s?4382—

/0o

1. PLACE OF DEATH:
Jackson
Kansas City

(I outside city or town limits, write “RURAL" azsd name of towrabip)
{¢} Name of hospital or institution:

Thinity Lutheran Hospital ()

(a) County.
() City or town

2. USUAL RESIDENCE OF DECEASED:

(@) Stmiania,s_wmm ) Comy,lllua_nM

Kansags City

(e} City or town

{If ontaide city or tawn limits, write “RURAL") /{
{If not in hospital or institution. writa strest number or locaion) e
: : Street N 415 Greystone Ave,
(d) Length of atay: In hospits (d) Street No {If rural, give location} 2
Inthis community. .
yeara. months or days) (e) If foreign born, howlong in U. 8. A.7 - years.
. MEDICAL CERTIFICATION
N RI
S e Mrs. Mary J. Myers 5 .
TR o e 20. DATE OF DEATH: Month S€D%s __ _dny 9
3 teran, 3
¢ veteran {¢) Social Security year_l.g'd' z  hour 3 e Q
name War, No.
21, I hereby certify that I attended the d d from
P 1 d 5. Cnlnrp?'rh ” 6. (a) Slogle, widowed, marr{t.; 5 184, to. __&p)l ,G 198.£;
4. 8ex L EMALE race /22 L€ avorcd a1 00 that T last saw b=y alive on .R‘.,-)( C? 19%,
6. (3) Name of husband of Wift.e e 8. {¢) Age of hushand or wife if || and that death oceurred on the date and Aour statad above. ]
.y Dutralion
Clarence. F. Mye rs au\re______gs_ﬂ years || Immediate cause of death
7. Birth date of & o June 14, 1883
{Month} (Day) {Yoar) ( : :! ;:9 s é A ’C; . é é) > /; -
8. AGE: Years Months Dnys If less then one day Due to. ___‘%ﬂ%ﬁdz
W
58 hr. min. P

9, Birthplaca__ﬂ.l.l_ﬁ

City, town, ot county)

Housewife

(Suu or I’unl..n coantry)

10, Usuz! occupatien

11, Industry or business

E{m. Neme William Faulk
4
2 L 18. Birthplace S U.S.A.
(Ciyx, town, or connty) {Stats or foreign coontry)
% 14, Malden nama : fecord
5 15. Binhplace - U.S. 4.
= (City, town, or coanty) {Biate or foreign coantry)

. (¢} Informants own signature ClaT‘enCe F. ;IUQTS
® Addren 418 _Greystone Ave, K. 0. K. .

17, {a) e (b) Date thereoL_._wl#l_-
{Burial, cremation, or removal) {Monih)’ (Day) (Year)
(¢) Place: burial or erematio -‘U le Hlll Cemet r
18. (o) Signature of funeral director i} ?,’4—“-"‘-"-!
® A C3 t%_r%’-’%_\
19, ¢ -V i

(Dat(rmlud lacal registrar} {Registrar's aignature)

-
(=]

Due to.

Other cond;r.io

{Incilude pregnenc AR —
PHYSIC[AN

Mejor findings: —
Of operatio Underllne
whieh death
T . which deat!
Of autopsy. A 7R \ lgouelé! be
] charged sta-

LA tistically,

22. I{ death was due to external causes, \in h
(a) Aeccident. suicide, or komicide {specify).

(%) Date of occurrence

{¢) Where did injury oceur?.
{CiLy or town) ls(:u:mm.y) (State)
{d) Did Injury occur in or about home, oo farm, in [ndustrial place, in public place?

{Specify 1ype ol place)
While at work?. () M {1

23, Signat

Addrom, LYY X i/,

{Licensed Embalmer’s Stotemont on Réverse 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, or by

et Registered Apprentice No

icetised Embalmer No ;///__Z__.—,— -

working under my personal supervision.

P. 0. Addr )ﬁﬂf%’-‘

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. ilum to comply w|
the above constitutes grounds for revocation of license.)

If this b_ody is not embalmed, above space should be left blank.




