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Do X20484

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

DEPARTMENT OF COMMERCE

FLEWAY "2 T %2

MISSOURI STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH

Primary Registration District No............ /OOL

13411

Regisirar's No..nea...... 1864

Registration District No.......... 39? .....

1. PLACE OF DEATH:
Jackaon
Kanans City

(If outside city or town limiu,"wriu “RAURAL" nod name of township}
{¢) Name of hospital or institution: O

General Hoepital Na.

(I oot in hoapita! or inatitution, write street number or location)
(d) Length of stay: In hospital or mstitution..&.- Lt

A

{g) County
() City or town

(Spec:f)- whether

In this community.
years, months or days)

Lr

58 wd Pud =304 4]

2. USUAL RESIDENCE OF DECEASED:

S‘k’

{¢) City or town

{d) Street No

{a) Smn-_....Mi.B.B.Q.uI‘l ............. (&} County. JHC}C gon
Kansas City =~
{IT putsido city or town limits, write “RURAL™)
1320 Lydla &
(lfguml. give location)
(Yesor No)

(e) Citizen of foreign country?

If yes, name country.

MEDICAL CERTIFICATION

{Dats received loca renltnr)

Ful? NAME MALISSA LANGFORD . . 0
- 20. DATE OF DEATH; Month.. &PLLL 1y D
3. (¥ If veteran, 3. (¢) Social Security 00
L y&r-lg_é‘z..hour..aminulepﬂi .
name warw Noweceeaeaeanies
21. I hereby certily that I attended the deceased from
A 5, Color o 6. (ﬂﬁinﬂle- widowed, margied, April 28 ,,ﬂ_@zw April 30 1 42
y . !E ...........
s s Femaler mce.,ﬂﬁgX‘Q divorced.. 2Ry || that Iast saw h.. 1" alive on...... Apr ;LluQ ....... 1942
6. (b) Name of hugband or wife............cccceeeeee. 6. (¢} Age of husband or wife if and that death occurred on the dme a“d hour “med above. Duration
M ~ BlIVE coerrrresimee s yEAFS || Immediate cause of dﬂlhncerebral emtemctemnmsasren
7. Birth date of deceased M . Apoplexy
{Month) (Day) {Year)
8. AGE: Years Months | Days If less than ane day Dee to.. Hypertenelve type heart .| ..
@ b)) : disense
- - hr. mitt.
{) Due to ~ ? Facr
. Birthplace.. i LT N (4/ ~J
- {City, town, or county} {State or fureign country) R F
. Other conditions
10. Usual occupation...... M - {Lnclude preguancy within 3 monthas of death)
11. Indusiry or business....... s B PHYSICIAN
ajor findings: -
E 12, Name (i f operations.
E ' ¢ ' Underline
= - ’ . the cause to
& L 13. Birthplace which death
o2 L (City, or county) (S1ate or foreign country) Of autopsy... should be
& { 14. Maiden name : ’-i - - cpaggﬂsta-
jasd 1ist; ¥.
S 15, Birthplace N 3 N
= ity i o aaents) Tavare oF Toriss coubirn) 22. If death was due to external causes, fill in the following:
16 (&) Informant Record 1 prk_ (@) Accident, sulcide, or homicide (specify}
® Adgees...Ganeral Hospital No. 2 . _..||® Date of occurrence
17. e ggeeacerenmeeeneeee ) Date thereof. S‘” 15 ol Vl {c) Where did injury ? (City or tawn) (County) (State)
(Month) (Day) (Year) (d) Did Injury cecur in or about home, on farm, in industrial place in public plnce?
(¢) Place: burial or cremation.._.....
18. (a) Signature of funeral diregtor.... Lt (S’“'f’(“" o N“'z.,f injury._. TN
(3] Addrcss__.._...__.. o ..':.C! KJ
0 @ A=A AE 2 ®»




STATEMENT 'BY LICENSED EMBALMER

»”

1 hereby certify that the hody whose name is recorded on the reverse side of this certificate was embatmed by me, or by

.......... S ' ' ‘eeemy Registered Apprentice No

"' working under my personal supervision.-

i
Signed
i " ' " N '

A ot

“ws . A" r7&  Licensed Embalmer No..

- P 0 Addre==

Note: The above MUST BE SIGNED BY THE LICENSED’ EMBALMER in hls OWN HANDWHITING
lhc above conshtutes grounds for revacatxon of license. ) v

(Failure to comply with

*If this body i |s not cmbalmcd, l’uct should be so stated above.

[}



