5. No. | - o B
—4-13-40 DEPA%‘I‘MENT OF gOMMERCE MISSOUR] STATE BOARD OF HEALTH _|_ 4 7 .i;
- 5.17.39 URBAU OF THE CENSUS .
e | FER 11 54 STANDARD CERTIFICATE OF DEATH . s oo
. . 3
Registration District No...__.__7_._... Primary Registration District Nom.......{mo d l:.—‘ , . Rugistrar's No. .
I. PLACE OF DEATH: - 2, USUAL RESIDENCE OF DECEASED, y 5’
g {a) County. Jackson. — Mi 2 J ' , £
8 () City or town Kensas City, {2) State ssourid () County. BC0X50%, £
{If outaide city or town limits, write “RURAL" and f townskip) o .
Bl @ Name ot hospfm":r Institations | rndmamee " [l @ cieyor town Kensas City, ol
4805 Mercier, / {If outsids city or town limlta, write “RURAL") =
= (If not in hospitol or institution, write strest Bumber or Jocation} 4805 Me .
E {d) Length of stay: In hospital or institution X (d) Street No. I'cl BF‘, .
5 26 eors (Spacify whether {If rural, give location)
In this community. y ]
:E years, months or days) (¢} If foreign born, how long in U. 8. A.? b years,
[~
B > @FrnT  Mrs. Margaret H. Vial lenstrom, MEDICAL CERTIFICATION
-« 20, DATE OF DEATH» Monmth__YBINUAYY day l4th,
E 3. @) ;;:;t::: Now 3. gi Soclal sﬁgﬁsy year.. 1942 . pour 6345 minute.......A.® M
< 21. There rtify that I attended the d d from ’ -
EI 5. Color or 6. (a) Single, widowed, married, 10 10t/ o 7
. 7 - Aot By 8
i 4. Sex.Femal Q..___..? race._YiNitE divorced__¥lldowed | that I 1ast saw b€ J_ aliveon 7/ 70 10 } /. -
E 6. (b) Name of husband or wife........... *"6." () Ajge of husband or wife if || and that death accurred on the date and hour stated above. - )
v Jo He Wanllenstrom, alive__3€Ce _ " “vear || Toamediate cayae of death - - Duration
g 7. Birth date of deceased ... JAXWAIY 14 1884 I . W—W— . .X?'Q\
2 . (Manth) (Day) (Year)
il 8. AGE: Years  |“Months-|. Days If lesy than one day™ || Due to....... 7 e W .V 4 > s Rt [V
Z £ — :
2 & O & b, in || =
[J ue to.
E | o. Birthplace__ Canada, v ]
% {City, town, or connty} (State or foreign country)
a 10. Usual sccupation at hOmG 2 Ot(':z:;:dm""' within 3 monibe of dest)
2 || 11. Industry or busi b4 Lt PHYSICIAN
J = { 12. Name____G€Orge Casemore, Major findinga: 7% it B
] it— i, o G|
o =
< 14, Malden name _— SUHH “CHMPD o], (Seataor foceisn chaniry) Of autopy. 1 T should be
B ;” tisticall g
15. Birthplace Canada, Gally,
E = (City, town, or county) (State or forelgn country) || 22. If death was due to external causes, fill {n the following:
&2 |F 16. (o) Informant Jo Co ¥Vinllenstrom, {9) Accldent, suicide, or homicide (specity)
B ®) Address___ 2805 Mercier, KansasCity, Mo, (5 Date of occurrence
17. (a) Burial ) (5 Date thereof 1-12-42 (¢) Where did Injury occur? T = =
. (Buria), cremation, or remaval) (Honﬂi) (D-,) (Your) (d) Did injury occur in of about home, on farm. in lndun.rfnl p!ac’z in public nlace?
() Place: burial or cremation___FOrest Hill Cemetery,
18. (o) Slana.tum of funeral director... otinie & McClure, e Gm(}’i" Mebns ot 1njunr.._—___._.
@) Addens 0200 Gillham Plaza, K. C,, Ho.
19. ]"/2 ‘/L(b)ﬁ" bq 0’?—0-:. (MD-—*T_/__J
J Date signed

(D-urmnd local regintrar) 9
I (Licensed Embalmer's Statement on B.ev# Side) 4




‘Dr.’ Cliff Wilson, Plaza Bldg.

= ‘ . STATEMENT BY LICENSED EMBALMER

_‘working under my personal supervision.

L 0. Addrﬁs....I ,
Note: The above MUST RE SIGNED BY THE LICENSED E'VIB LMER in lns OWN HANDWARITING . (Failure
the nbove constxtutes grounds for revocation of license.) .

If t_hls body is not embalmed, fact should be so stated obove, -




