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

DEPARTMENT OF COMMERCE
BUREAU OF THE CENSUS

Reﬁi'!t'rgt'?on[gfglt :101_._1_?.311?“

MISSDURI STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH

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

-

- /‘J 307_52:

State File No

Registrar's No._.as.i;'g__m_..

- 3

1. PLACE OF DEATH:

(2) COUBEY st a.CKS on

@ City or own..Kansas City
(II outaide mty or town limits, write “RURAL" and name of township)
(¢) Name of hospital or institution:

Trinity Lutheran Hospifal()

{If oot in hospital or jostitution, write street nomber or location)
{d) Length of stay: In hospital or institution

17 vears

{Specify whetber

In this community.
yeors, monihs ar days)

2. USUAL RESIDENCE OF DECEASED;
{a) State.....M i ssour i () County Ja CK sS0m ﬁ/ﬁ/
Kansas..City =

(If outside city or town limita, writs “RURAL") ?

2025 Summit

{If roenl, give location)
IO

(¢) City or town

(d) Street No.

(e} Citizen of foreign country?.

/) {Yes or No)
e

If yes, name country

3. (o) PRINT
FULL NAME

Violet Koup

3. (o) Social Security
NeAQONDE ..

3. (¥ If veteran.
Lo

MEDICAL CERTIFICATION
Z f
‘/”( mimnr ¢ b M

20. DATE OF DEATH. Mootk ___ N

year_ L5/

hour.

fame war 21. I hereby certify that I attended the deceased Eﬂ u
)P 1 5. Color o‘;‘h 4 6. {a) S!Mllzdwﬁ;w;‘dr';_“eﬂad d ¢ 19/{ to. & 15¥7;
4. Sex emalel ruce divo that £ last saw h@A__ alive on 1054
6. (8) Name of busband or wife . ..oceer: 8. (6} Age of husband or wife it || and that death occurred on the date and hgnr -tated above, Duration
Albert Grant KOU.D T alive . Fd Immediagescause of death o............ — P
7 Biven date of decensed._FEDTUATY 9, 1920 1575934, o Cand sy
{Month} (Day) (Yoar) M . / M__&{/gdm N
8. AGE: Years Montha Days 1f less than one day Due to. ) . j\q }1
) 7,
21 ’7 7 hr. min E ’ d | el
T . / 3 Due to
9. Birthplace Akron r Ohiao
ity, , £
: e e et o fors o) [ eonditie Ju,ba.P Frauen,
10. Usual occupation (Include preguancy smu- nu %W
11. Industry or business . PHYSICIAN
b M fAndings: —_—
& (12, Name__ BTNIESE Sinclair o . \ o
% /COlOI'adO L T e PRI I thecauseto
2\ 13. Birthplace e - TTRprw e glu W . wlt;ichﬁi&gh
{ it
5 14, Maiden name._._.._.. M ‘gn d & Of antopey. -:ha‘:-:ed nm?
E:E { tistically.
=

15. Birthplace / Mass.

= City. town, or connty) (State or foreign couatry)
16. (a) lnrorman:_m_'zﬁm..mr_w .....

) Add:!:ss___.._.._fge.f’z...m
Burial (5) Date thereai_.. =22~

{Baurial, cremation, or remaval} (Month) (Day) (an)
(¢} Place: burial or eremation........... M.t .__HOI)Q_” .ce;g._e LQ_I‘Y S
g T ok Cos...
7

17. (a)

18. (a) Signature of funeral directa

&) Address.
19. () ;PFR/ /A (b/

22. If death was due to external causes, fill in the following:
(a) Accident, suicide, or homicide (specify)

(b Date of occurrence.

(¢) Where did injury occur?.
(City or town) (Couoty) (State)
(d) Did injury occur in or about home, on farm, in industrial place, in public plnce?

{Specify t f place)
’( ‘)'wl':ieans [ L}, SO T

While at work?, i .

uf"?‘j‘

23. Signature.,.....
Addreas, 9

{Dntereneived local registrar)

(Licensod Embalmor’s Statement on Reverso Side)




"

STATEMENT BY LICENSED EMBALMER

1 hereby ceﬂff}}«that the body whose name is recorded on the reverse side of this certificate was embalmed bymeorby. ... ...

., Registered Ap;'n:enti.ce No

“working undef my pqrsﬁhal s'uperv;s‘iqp.'_h e @/

s . T - i I - Licensed Embalmer N/Jf/'
P. Q. Address /?/f@' % ‘

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 license.)

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




