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

{ DEPARTMENT OF commncn MISSOUR! STATE BOARD OF HEALTH 9 4 9 2

HBEDAPR 25 1947 STANDARD CERTIFICATE OF DEATH Stte £ Mo

Registmtlon District No. ..._._é: Primary Registration District No..___rz.._a..ﬂ.l_ Registrar’s No ‘a 244
1. PLACE OF DEATH: 2, USUAL RESIDENCE OF DECEASED: 0
LI
(@} County.............s  BEKSOD C (@) State_.. Missourd...... ® commy...Jackson.. ... .2
(b) City or town KHY‘I%R 8 'It.V K Cit ;7
{1t outside city or town limits, write “RURAL" and name of township) {c) Cityor town ansas y )
{c} Name of hospital or institution: {1t outside city or town limlts, write "RURAL"}
K.C . Genaral Hospital.Nool. . ..
{If notin hmpuul or jnstitation, writa 8 nn a (@) Street No.__m%_. I:‘dia!l(a'lf rural, give location)
(d) Length of stay: In hospital or institution nu
(Speciry whaether {¢) Cltizen of foreign country?. {Yes or No)
In this community. £
yeurs, montha or days) / If yes, name country A7)
I MEDICAL CERTIFICATION
3. (a) PRINT
Full 'Name.... Bertha Brandel Apri) 4th
o) v 3 (o) Soetal Sect 20. DATE OF DEATH: Month 13’12 day. 3
. veteran, - (e 4 1942 P
h . M.
DNANE WAT......e70" e 0. SO No.....?d.‘_!.’.!.‘...‘....—m year o miél

21. 1 hereby certifly that I attended the deceased from

\ y §. Color or : i 6. (a) Single, widowed, married, Leh=li? 19 1o Bydyeeds 2 19
4. Sex .. dﬂ"i race.... LAk I divon:ed....M that I last saw b alive om 19 s

6. (5 Mame of husbang or wife_. . 6. (¢) Age of husband or wife if || and that death occurred on the date and hour stated above. Daration
N
........ ﬁ WY (T ettt S alive_.... &#_ .YEars lmmedlate cause ‘of death -
7. Birth date of deceased.. ’b_‘_ o2 79273l Acute Cerebral accident; acute _pulmonary .
(Mputh) {Day) (Year) Edem
8. AGE: Months Days If less than one day Due to.

" 4
mm;ui ? = ﬂ @hr' z B .. gwgé*-w----—---—- N

{City, towa, or county) (Sunr.? ar foreign country)

) . Other conditiont.......
Usual 0CCUPBHORL..... B PR : ‘ (Inctude prequancy within 3 months of desth)

A

-
e

11. Industry or business PHYSICIAN

o2 [ 4 - Major findings: : —

E 12 Name-..__.....w " A LAty Of operations.

& PR j S | R Do . . Lo hI.}m:lerli:ue

. : thecause to

: 13. Bu:mn!m- of astopss M :v‘l:locti:lddea‘:z
14, Maiden name -

%‘{ " See_above ettty

§ 15. .Bkthpla':&‘"""""""""" 22. If death wae due to external canses, fill in the following:

(s} Accident, suicide, or homicide (specify)
(d) Date of occurrence.
g 7 y2 | where did injury occur?

A
16. (o) .Informant....._

) Addr'e'ss...._.......’(...

_® Date thereof

17. {a) > _ v Ci w
1. eremation, or raraovel) * (Mouth) (Day) (Year (d) Did injury occur in or about home(ox:vf:‘; i:.)[ndultﬂgl plaeg in publsc pla)ce?
{¢) Place: burial or cremation..
18. (a) Signature of funeral director... # oL frtr R VN S| While at wor! (Spd:’;:)" ﬂ""“(),f injury... .. __fi R
(8) Address... % ' ’ .
23. Signaty L AT A AT e, {M.D.orother)_._....
o @ felo=S D & L. LA, it (g ‘E
(a)(Daugmived local régistrar) ® (Hegistrar's signature) Aﬂdrﬂgeg! Ne ospitai ll' .._.......__

{Licensed Embalmer’s Statement on Reverse Side)




pres

. ) R |
" STATEMENT BY LICENSED EMBALMER

YN

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by e e

working under my personal supervigion, -

- P. 0. Address

Registered Apprentice No

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN "HANDWRITING. il«“';i’lum_m comply with

the above constltut‘u grounas for revocation of license. )
If thm body is not embalmed._fact should be so'stated above.

1

/




