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WRITE PLAINLY—USE UNFADING BLACK INK—MAKE A PERMANENT RECORD
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DEPARTMENT OF COMMERCE

MISSOURI STATE BOARD OF HEALTH 4 0 8 6 2

e O 1 An g STANDARD CERTIFICATE OF DEATH State Pie No
LLLegznmJﬂﬂrl\ilstgctaNo L_,.;iz...... Primaty Registration District Nu._.__.._/__g..o_..?:’ . Regisirar's Nu. 45‘38
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1, PLACE OF DEATH:

County. Jackson

City or town, Kanasas City
{If outxdde city or town lhnirn. write “RURAL" and name of township)
Name of hogpita] or institution:
K.C,General Hospital No,l

(If not in houpital or ingtitution, writs ytreet nomber or location)

2, USUAL RFSIDENCE OF DECEASED:

@ state___ Hissouri ) County, ,.'lé.g,k.,s...m..ﬁé
) City or town Kansas City n
(Hf outalde city or town limits, write “RURAL") [}

() Street No. 1024 Corrington

{
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19.
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15. Birthplace..... ey, £
o .uw-n. sountyl) , ‘{Buuhdnmm)
{a) Informant.......—... 7 A LA XN :
s e S
&) Address L] 2 ____.'Hi B2
o o ot e ITT]

{Barial, crenul.hn. or
{¢) Place: burial or cremation

W) Py (0o
.’ .%,Q%,

TELHHY
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22. If death was due to external causes, fill in the !ollawing'
(@) Accident, suidde, or bomidde {(epecify)

(% Date of occurrence
(¢} Where did Injury occur?

{City or town} (County) tate)
(d) DId injury occur in or about home, on farm, in industriat piace, in public place?

: 2_days
{d) Length of stay: In hospital or Institution IS i (it vl sive oo
1n this community. S )?w@. f,\ D
ysaru, lsoathy or days) 3 {&) I foreign born, how long in U. S. A.?. - Years.
3. (o) PRINT Carolyn Sue Little MEDICAL cuﬁz;g-‘xm'non ath
20. DATE OF DEATH: Month d day
3. (b) If veteran, Zto _ 3. (0 Sodg‘s;cumy year 1941 - 7 mmm__zj_.ﬂ.; Mar.
name war. Ne
21. I hereby certify that I attended the deceased from
/E \ 5. Color or 6. (o) Single, widowed, marrled, 12-6-41 19 to 12-8=41 19
4, Sex race divorced_........ SO ¥ S that I last sawh er allve on 12-8"'14'1 h L I—
6. () Nameof husband orwife ... 6. () Age of husband or wife if || and that death occurred on the date and hour stated above. Duration
— llf —— vears 1 diate cause of death —
7. Birth date of deceased <o EM T jo /94 © || _Pneumococcic _meningitis
(Month) (Day) (Yezr)
8. AGE: Years Months Dayn If less than one day Due to. al
/ 2 | 2P A
hr, 1[.)............min. D
7'*-’ tie to
9. Birthplace MMMJ M/ s ; .
- o - © (City.town,gpoounty) """~ U (Siste'or foreign country)
Other conditions
10 Usual occupation.. Su. : . (Tnctade pregnancy withis 3 months of death)
11, Industry or b PHYSICIAN
h .ﬂ 'Mafor findings: .. R —_—
12. Name . 7 " senFinere ] |}, « Of operations...=.... . " P - Lt
g S’\ %  Underilne
13. Birthplace.. R A e cause to
» sy, town.or-ou @7 * #} (Stats ot taralgn country) -l ot P - S S L wl?lﬂchltl"leabth
8 [ 14. Maiden name %7 @ AA L - Butopsy. - :h:r:cdl €
B E'/ Q] : : il - ltistieslly.
5 [ | 7 See—ahbovw
]

{a) Signature 0 4 '_ 0 AT %t (Specity t:iv- of phnlf injiry_
W Ad s W, 29, ? za'i - Y]
i/ &P 23. Signatare_ (M. D.orother). .

(D-unc,&udhﬁhuhw) T(Regiatrar's o )

agaresMed  Dir, K[C General Hospitake sioed

{Licensed Embalmer’s Statement on Reoverse Side)



- STATEMENT BY LICENSED EMBALMER : . R

I hereby certify that the body whose name is recol"de't‘i‘ on the reverse side of this certificate was embalmed by me, or by......

S T Registered Appreiatice No.

working under my. personal supervision. - T o

- Signed
. Licensed Embalg:ler No

LN

- . . P.O, Address

Note: -The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply wit
tl:le above constitutes grounds for revocation of license. ) .

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




