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

DEPARTMENT OF COMMERCE
Bugeau or THE CENSUS

T A N T
;k sl -g“'h 222

Registration District No......wf.

MISSOURI STATE BOARD OF HEALTH 11 ] 8 1 I

3STANDARD CERTIFICATE OF DEATH State File No

Primary Registration District No.......,.».(.‘?....'?_._’_.’ Registrer's No. 448‘?

1. PLACE OF DEATH:

(a) County JacKkaon

{&) City or town Kansaas

City

{If outside clty or town limirs, wrle "HURKAL" end onme of township)

(¢) Name of hospital or institution:

e tzeneral Hospltal. _mn,_,z R

(Il ot in bospital or inatitution, write stroet number or loce

(d) Length of stay: In hospital or m.st:tutiml.l-a- 413'1.2.. i -il

2. USUAL RESIDENCE OF DPECEASED; -

@ sae_ M2gsouri @ County..8ACKAON our
(©) City ortown Kangas City ~2

{If culside city or town limits, write “RURAL"™) ‘4’
(@ Street No 1635 E. 22nd Terr,

(Lf rural, give location)

(Specity whather {¢) Citizen of forcign country? N Q {Yes or No)
In this community 50 _veara.. . ,0
yours, months or doys) ¥ - If yes, name country v
. ) MEDICAL CERTIFICATION
30 PRINT  LEWiEN GRAWFORD
o o YT 20. DATE OF DEATH; Month. D€Ca . day— L.
. veteran, Y ¥ 4 '
namé war Nona No.!ZOS- ] 8,- 210K lg.ml.._.hour__.__.__a.._.__..nunute_l.Q....&.._.M.
2 21, Ihereby certify that I attended the deceased from
J/ 5. Color or 6. (a) Single, widowed, married. || Novempair & 19. 4% Decenper 1 19 41
4. Sex__Mal.e..._.. mcc_NBgI‘Q divareed. _M&I'.I!l&ﬂ that I last saw h_.imdlve on Necemper ‘ !9__41
6. (k) Name of busband of Wiftw e 6 (€ Age of husbaa% éw]fe ir {f and that death occurred on the date and hour stated above. Dusation
. Katie Crawtoid . .. alive..... .years || Immediate cause of death Acute Co nge stive
7. Blrth date of deceasea.._DOCEMDET. 24 1871 Heart Fallure
(Monsh) (Da) Year) Gener‘ali zed Arteriloeclerosip
8. AGE: Years Months Days 1f less than one day Due to Hypertengive Hear t
69 11 y o . Diseage — i..
Due to j
9. Birthplace Sedalia WA S.S.Qllmﬂ_ bj I ek
(City, town, or county) m (Slm'.a or foreign country) oy i
; F 2 Othi ditions.
10. Usual occupation P L?]gmmé B £y ter (Qiu:fng:npr:gnm_ ¥ within 5 moanths of death)
11. Industry or business. u an Ompany T PHYSICIAN
‘E 12. Name__ BCC@aged Unknown Cl Major operations -
g Unknown ; . "Enderlixlle
= | 13. Birthptace i _ _ the cause to
% (14, Maiden name (G RO (eata oz comaté) Of autopay. should be
& tistically.
§{ 1$. Birthplace {City, tawa, o coanty) {slmgﬁg“‘ 22, If death was due to external causes, fill in the following:

16. (o) Informant. ... Record Cierk ..,
@ address_._Feneral Hospical. No.. 2. . —
(5) Date ﬂu-n-n!‘ 7 4'

1. @ burial
{Burial, cremation, or reroval)

(¢) Place: burial or cremation.....,
18, (a¢) Signature of funeral dir

hl

1;729

Lydia .

d éMonl.b) %Dé::)r:xgtjfi-

15. o %4/4/ )

(Dsu r*n‘ad Socal rexiatrer)

MM_ ’

(a) Accident. suicide, or homicide (specify)
(b) Date of occurrence
{¢) Wkere did injury occur?

(City or town) {County) {Bate}
(d) Did injury occur in or about home, on farm, in industrial place, in poblic place?

(Spocify typs of place)
e M

([l.uhlnr s igpatore)

J. While at work? —s € eans of injury. U
23, Sign A [ Nkl AT (M. D, cotblitbiemn..
Add. Date lignele -2- ‘/,

(Licensed Embalmer’s Statement on Reverss 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....cooooeeeeeee.

............................... , Registered entice No

working under my personal supervision,

Signed. . SRS 2

Llcensegrr;;r No. \? ?7 6/

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

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

filure to compl} wil



