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

DEPARTMENT OF COMMERCE
,Burgav oF THE CENsUS .

FILED MAR 16 4 %

MISSOURI STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH

533
909

Siate File No.

-

Registrar's No,

Registration District No._.
Jackson

1. PLAC':E OF DEATH;
{a) County.

Primary Registration District No...LQ_Q& A

Kansas City

(k) City or town.

© N b (lflnutalid-&ilrﬂm town limits, weita “RURAL"™ and name of township}
€, ame o oﬂplta t on:
F.0.8eneral llospital No.l £

{IT aot in boapital or inatitution, write street number or location)
{d) Length of stay: In hospital or institutlon_2_mos, & 114 days
15 years (Bml'y whither

In this community.

%, USUAL RESIDENCE OF DECEASED: /X‘/
Jackson 2

(6) State Missouri () County.

Fansas City
{If outnide ¢ity or town limits, writs “RURAL™)

1614 N.Monroe

(1f rural, give Iacation)

{e) City ortown

(d) Street No.

7

(Burial, cretcation, ar removal)
{¢) Place: burial or cremation
!

yours, months or days) (¢} _If foreign born, how long in U 8. A.?7. years.
MEDICAL CERTIFICATION
Rl L Corwin 1',Gardner :
FULLNAME . .
20. DATE OF DEATH: Month €D, aylOth
3. (5 If veteran, —_— 3. (c) Soclal Security vear. . ]9] 2 hour. [1! SO0 P oM mtnute M
name war. No._m..,..
21, I hereby certify that I attended the d d from
5. Color or 6. (2) Single, widowed, marred, 12=L=L1 19 t0.2=18-52 19
1, .........M.f.a..'.lg.... ﬁrm..........‘l — Odlvomed_Sin.Bla—.-—— that I last saw h iE];" on 2=18-42 19. .
6. () Name of husband of Wi oo coeeeene 6. (&) Age of huasband or wife if || and that death occurred on the date and hour stated above. Duration
————— alive. . years || Immediate cause of death
7. Birth date of 4 1 1067 LPracture of rient femur, accidental .
i&mﬂﬁﬁ i Iihﬁ (Year) fall and hVDO._:t tic nnpnmnn-r Q-
3. AGE: Years Montks | Daye If lesa than one day Due o Sirrhosis. of liver.
74 7|23, i
i Due to EW.v.2
9. _Birthplace ; 3 T 3 e e e e o %b 1
. - or county, - . tate or foreign couniry} .
%B"ﬂi. . Other conditions ‘ q
10. Usaal occupation . O = " (Inctade pre withis 3 s of death) I 4
11. Industry or business = PHYSICIAN
8/ 12 wome....Fred. Cardner. .- T— 81 perations. : Underl
nderline
= L 13. Birthpl ngla.nd "7/ tlﬁgmtlg
i - (City, towp, or- : (Stats or forelgn country) | . R ™
& [ 14. Maiden name __ O8[ ﬂ-ﬁ m Of autopay Cee above -hould.be
E{ 5." Birtho Ohio / e tistically,
3 13." Blrthplace (City, own, or coanty} (State or fovedgn country) 22, If death was due to external causes, fill in *he follow{nz
hr -Record clerk (a) Accident, sulclde, or hom:ldde (e RS a
“ 16. (o) Informant 5 : @) Date of cccurrence 2-l=,1--detalls not -of record
(b) Ad s amenemed C.Gene 8P o / ‘2 =
- Where did oocur?
17, {a) {® @ Injury (City or town) Coutty) {Sats)

() Dld injury occur in or about home, on farm, In ind place in public nlace?

 (Specify tn- of place)

18. (a) Signature While at work? : ) Means of injury.
(&) Address, %
Sma} (M. D. nrothcr)............
19. (o)( Address ed,Pir.K U Gen. Hosnitel Date signed

t on Reverse Side}



L S5 s 1
. STATEMENT BY LICENSED EMBALMER -~ Lo
I hereby certify that the body whose name is recorded on the reverse side of this oertiﬁmte ﬁr‘a.s‘ embalmed by me, or bfr.____.'___-___'_.-__-_.___..._.

Reglste.red Apprcntlce No....

m%«%_ "
Co ‘ ", .Licensed Embalmer No ..... ;ﬂf ......................
.‘ P. 0. Address LT L —Z7zp)
Note: The above MUS’I‘ BE SIGNED BY THE LICENSED EMBAIMER in his OWN HANDWRIT]:NG. (Failure to comply wit
the above consututea grounds for revocation of license.)

working under my personal supervision. .

If this body is not embnlmed fact sbould be so stated above.




