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STANDARD CERTIFICATE OF DEATH

Primary Registration Distdet No.........._.

State File No () 7 2 q

v
1355

L0 2

Regésirar's No.......

Registration District No...
1. PLACE OF DEATH,
Jackson,

Kanspe City,

{If outaide city or towa limits, write “RURAL"™ and name of township}
(¢} Name of hospital or institution:

St, luke's Hospital,

(If not in hospital or inatitution, write strest nu ber or E:%l}ln)
(d) Length of stay: In hogpital or institution

50 years,

(a) County.
(&) Cityortown

(Specity whether

In this community.
yeara, months or days)

2, USUAL RESIDENCE OF DECEASED;

(a) State Missouri ’ (b) County Jackson .0 ééX
{c) City or town Kansas Citv; o ":5
(If outside city or town limite, write "RURAL") é/
(@) Street No Brockside Hotel,
(I rural, give location)
(e) Citizen of foreign country? x (Yes or No)

O

X

If yes, name country.

3. (@) PRINT

FULL NAME John C.. lester,

3. (b) If veteran, 3. (¢) Social Security

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

nate war. No,. No. *
O 3. Color or 6. (a) Single, widowed, married,
4, Sex.:Ma':!'e racchite dxvorced..._-wldowed
6. (b} Name of husband or wife ..o 6. (¢) Age of husband or wife if
Kate R. Lester, alive . G years
7. Birth date of d d April 10 1860
(Month) {Day) (Year)
8. AGE: Years Months Days If less than one day
81 11 23 .................. he. vcreeee iDL
9. Birthplace Virginia I !
. {City, town, or county), {State or loreign country)
10. Usual occupation Retlred}
11. Industry or business x
é{u Nome... Robert F, Lester, .
E". . £y N N
i3. Blrthplace - Vlr ia .(Sm.a I -
Ah' n ot wn or foreign country;
5 (14, Maiden name.. .. VEEIHIE Yordan
5] 15. Birthplace Vlrginia ’ l
- {Cisy. town, or county) {State or foreign country)

16. (@) Infom\an& Robert Lesﬁer

) Address. Bt F.D. 1, KQ Tmeo.-

17. @ Cremation, .. . .- @ Datethereor. $=6=%
{Burial, cremation, or removal) (Mamh) (Dny) (Your)
{¢) ,Place: burial or cremation.. Elmwood | Bm tery. .

18, (a) Slgnature of funeral dxrector Stine & MCC:].UI'G s
@ Address, 3205 Gillham\Plagza, K. L., Mo,
=Y w L.

MEDICAL CERTIFICATION
April
9280

d {rom. -j

ard

SN 11111 | I

20. DATE OF DEATH: Month

ear. .194.2.. .............. hour......

I hereby certifly that I attended the d

day.

21.

that I last saw h.sesz. alive on

3% atot. ~ S U

W.‘

19. (a)

)

and that death occurred on the date and hour stated above. .
Duration
Immediate cause of death.... i :
-Z FrrD
Lty
..| PHYSICIAN
gmﬂﬁnnl
' Mﬁ— u,/z e Underline
the cause to
PR A% hosld be
Of autopay.... 3 shou
- o charged ata-
i \u E{ tistically.
w
22, If death was due to external causes, fil inn,fhe following:
{a) Accident, suicide, or homicide (specify)
(3) Date of occurrence
Where did & ur?,
@ ere njury oceur {City or town} (County) {State)

Did injury occur in or about home, on farm, in industrial place, in public place?
( w:nfv type of place)

_(e)" Means of injury.. 9
(M. D, orother)__.........

M Date signed, )9/2"4

Address. .32 MM )

{Date rur.ived local registrar) . {Registrar's si

5/

(Licensed Ermbalmer’s Statoment on Reverse Sido}
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Dr. Milne_

' STATEMENT: BY LICENSED EM BALMEiI

* .1 hereby certify that the body whose name is vecorded on the reverse side of this certificate was embalmed by me, or by .............. - eeeeseenen

Registered Apprentice No

i G, lach

- . PR ‘ - .. . Licensed Embalmer No... / j‘y ?

T e I8

Note: The above MUST BE SIGNED BY THE LICENS[LD EI\IBALI\lER in h.ls OWN HANDWRITING (Failure to comply with
the above constitutes grounds for revocation of license.) . .

1f this body is not embalmed, fact should be so stated above.



