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

DEPARTMENT OF COMMERCE

BuRreav of Taanfsusdj
AlLeD OCT 9 '35

Registration District No....... _an

MISSOURI STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH

Primary Registration District No...

30770
State Fils No._.___'?ﬁz’?..m.

_...._..(h‘.?....?...?....../ Ragisirar's No.

i, PLACE OF DEATH:
{e) County. Jaclkson

3 L3
(5) City or town Kansas ity
{1f outaide city or town Healts, writs “BUBAL" wnd name of township)
(&) Name of hogpital or institution:

General Hosnital 2}

her or L 1on)

??da:rq

{If not in hospital or oo, write stroat I
(d) Length of stay: In hospital or [nstitution

(Specify whetber

25 Yrs,

In this community.

2. USUAL RESIDENCE OF DECEASED:

>z
3

'

(@) State..Missouri (4) County__cJaclksqn

Kansas “ity
(I outside city or town limits, writs “RURAL™)

1807 Yipnchester

{1f rural, give location)

{¢) Cityortown

(d) Street No.

years, ha or dayn) {e) If foreign born, how long in U. S, A.? years.
MEDICAL CERTIFICATION
3. PRINT -
Brrame__Harrell Dora

2.

20. DATE OF DEATH: Month SEDLEMDEr 400

(State or foreign country)

. (&) InformanL.GIQ’_Ea?‘rP'] 1

® Addges féfozmﬂinchsie

. (8} (b) Date thereof

Sept. 23, 19

{Burial, cremation., or remaval) (Month) (Day} (Yoar)
() Place: burial or cremation e _Washington Cem.

18.

(a) Slgnatmt of funeral director 088 & Eenderson

® Ad Kan.sas Gi.;y. Mo.

19,

3. (&) If veteran, 3. {(¢) Social Security 1 1 ] ]
name war. NO No. N o ¥ear. S— T ) 4 mlnut:_b_o Al M
21. I hereby certify that I attended the d d from
5, Color or ) 6. (o) Single, wi wedr:f:l.aenéed A‘[\p’u =t 1Ath 1941, to -»-a;lt-embe.rm;ilm. 19"{";;
4, sﬂ..i.emalﬁ‘L_ race White | dlvorood._ &I‘ that 1last sawb_NeTuliveon__ Sentember 21 19015
6. (5) Name of husband or wife 6. (c) Age of husband or wife if || 2nd that death occurred on the date and hour stated above. Duratian
~Guy Berreld ative_____ BB ____years|l Immediate canse of death
7. Birth date of deceased M&‘,V 3! 1888 Heal"'t fallure o
{Month) Day) (Year) 7
T
8. AGE: Yearn Months Days 1f less than one day Due to 1
53 4 1§ ) i ghronic neohritis P
I. min,
Due to
9, Birthplace. I om / i
. City, town. of county) (State ar !ﬂ:i.n country) n
10. Usual occupation ousewife mtleer‘m'ndmnm ‘within § manthy of desth) f
11. Industry or business 2t b PHYSICIAN
i 5{ 2. Name__J0ND Vatson Mojor Bndines: ALY Undert
i ’ : nderline
= U1s. Birplace Iowa 4 the cause to
conan . ™
‘4. Malden rame. HAFYEEEEY (Stata or forclgn couatez) Of aatopsy Thould be
e paitn Iowax / » 5 Haically.
51 1. Birthplace ¥
= (City, town, or county) 22. If death was due to external causes, fill in the following:

Accident, suicide, or homicide (specify)
Date of occurrence
Where did injury occur?

(Civy o town) rg'.llounn) (State)
Did lnju.ry oceur in or about home, on farm. in induatrial place, In pubtic place?

(a)
®
)
()

(Specify type of place)
) Means of injury.

(M.D.or o!.her) C

6‘!,0—704—

) ot )éé_l-?é% @

Add Date aigned

{Licensed Embalmer’s Statement on Reverse Side)




.

T . STATEMENT BY LICENSED EMBALMER ST B

* T hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by we, or b'y

Reglstered Apprentlce Nn

. ‘working under my personal supervision. T /2 69 % o e
o - ' ‘ oL StgnﬂL
Licensed Embalmer No 5 G 57 7

- B P. O. Addréss.........

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING . (Failure to comply wit]
_the above constitutes grounds for .revomuon of licensge.) :

.If this body is not embalmed, fact ghop]d be so stated above. . - : .




