. 8. No. 2
M—9.4-41
ev, 5-17.39

1 X29484

*WRITE PLAINLY—USE UNFADING BLACK INK-—~MAKE A PERMANENT RECORD

DEPARTME\XT OF COMMERCE
Bureav oF 1HE CENSUS

LED MAY 14 4
R 397

Registration District No......4

MISSOQURI STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH
Primary Registration District No..... 0.0 .2~

395
b
Registrar’s Na i ?8}?

Slale File No

1. PLACE OF DEATH:

Jackeon
Kansas City

(If qutaide city or town limits, writs “RURAL" and name of township)

{a} County
(&) Cityortown

2, USUAL RESIDENCE OF DECEASED:
Mi gsour i & Count;r
Kansas City ™

aeksonﬁéf

{a) State

{c)

City or town

(¢) Name of hospital or institution: ,\ (I cutaide city or town limits, weite “FURAL™) ﬂ_}
General Hogpltal No. 2 . .0 @ St Nor...... 1305 _Michigan o g0
{{faotin hnnplbulonmhl.uhon. write street cumbar or location) (e cural. give location)
(d} Length of stay: In hespital or institution. 2"19 4:2-‘5-5 4.2 No
{3pecify whather (e} Citizen of foreign country? {Yes or No)
In this community 26 _vears
yeare, montha or days) If ves, name country.
MEDICAL CERTIFICATION
FULL NAME, AMY PENSTER
- 20. DATE OF DEATH: Month__ M8Y .. day 3
3. (& If veteran, 3. (o) Som 1 94 b 1 2 . D M
year. O, minute. [ .
ar. N ’.
mmew = - 21. I hereby certify that I attended the deceased from
. Calor or 6. @y, widowed, maried, || F@OIUALY. 19 42 .. MBY. 3. . 10 AP
s+ s FEmale | race.N.QgI.'..Q. dxvorced Wi dOWEd that Ilast saw RE.X... aliveon Mav 3 lﬂz
6, (&) Name of husbapd or wife... . 6. (¢} Aze of husband or wile if {} and that death occurred on the date and hour stated above. X
e . y A L - alive. ... _years Immediate cause of death cerebral Thrombo aj guratron
7. Birth date of d d June o 1 8% WithEnceph&lQm&lﬁc1& ....................
{Month} {Doy) (Year)
8. ACE: Years Months Days If less than one day Due toArteriOECle I‘Of- 1 (8] tVDe
§Y 4s 10 &Y o . .heart disesse......
B Due to. . £
0. Brtpiace. . Pine Bluff Arkansas } 14
- (City, town, or county) (State or fureign ex:mnl.r’y)i -
. Other condition
10. Usual occupation None " (Itncelrlda pre;nnn:'y within 3 mooths of death) N
11. Industry or business g PHYSICIAN
ajor indinga: —_—
nﬂ: 12, N'lrr!P RlCh&I‘d HObb 8 a Of operations .
o : Underline
= 13 Blrthnlan- I - thﬁcg.use to
: . (ﬁfﬁf}y or couuty) 6 ﬂ (State or foreign counl.ry) Of autopsy....... SBme as Abo ve, :vhocu l(éeat:}el
m { 14. Maiden name ' h - \charged sta-
t::{ j tistically.
. hplace. .
g 15. Birt (City vawe ar awaty) T, C{Giata or foreien mun"’) 22. If death was due to external causes, fill in the following:
16. {a) Tnformant Reco rd Cl erk O (a) Accident, suicide, or homicide (speciiy)
®) Address._. General Hospital No. 2 . jl® Dateof cccurrence
1. @ -Removal () Date thexeot LAY 5, 142 [} (@ Where did Injury occus? ity o v (Coniy) )
{Burial, cremation, or remaval) {Month) (Dnv) {Yoaz) lt @) Did injury occur in or about home, on farm in industrial pluce. in public place?
“(¢) Place:burial or fremation.f€ ST 1awn Cemetp'ny Al-c. &
18. (a) Signature of funeral director.t = a7 Fa e Lo N
0 Adinss 2065 _H. 5th) St., K. |
19. (a) . "'&__ - yl (b} f /h W

( l)ar.a raceived local rezlltru) .

's a

_}U/

(Licensed Embalmer’s Statement on Reverse Side)




STATEMENT BY LICENSED EMBALMER

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

., Registered Apprentice No.......... . ,

working under my personal supervision. i o
- S o %,% éz

C Licensed Embalmer No Z Z’ ,,

. - N . . (I {

L o | : ‘POAddressla, é.r/su Ke?‘*‘

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (leure to comp{y with

I.hc nbovc constitules grounds for revocation of license.)

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

¥,




