. 8. No. 2 DEPARTMENT OF COMMERCE MISSOURI STATE BOARD OF HEALTH 2 3 4 5 (’

v ors |HLED. m%”"””“ A STANDARD CERTIFICATE OF DEATH State File No.... D 2 ) e

v, 5-17-39 1942
Bl Xa9ase Regiatration District No............. 379 Primary Registration District N"/O-Oi_ Registrar's ‘No 2767
7? 1. PLACE OF DEATH: k 2. USUAL RESIDENCE OF DECEASED: ?
. gon
-? (a) Couny Ka}:ci BEAE C ity {a) State. h{o » (3 County. Jacks on y
(b) City or town 3
{ @ N h 4] u]nuh:s cily or town limits, write "RURAL" and aame of township} {c) City or town Kansas C ity
£, ame of hospital or institution: {If outside city or town limita, weite “RURAL")
Bllison Hotel =/300 West Armour 00 s e i ¢
(d) Street Ne.
(Tf not in bospital or fnstitution, write street number or location) (If rural, give bocation}
{(d) Length of stay: In hospital or institution P 9 Cid £ forei 2 v No)
pocify whather € 1tizen of {oreign country es or INo
In this community 40 Yrs, .
yoars, months or daya} If yes, name country.

MEDMCAL CERTIFICATION

3. {a) PRINT
FULL NAME Hattie B, Kelly /f
3 ® Foet 3. (©) Social Secnrity 20, DATE OF DEATH: Month._ it ....day.
. veteran, O {4 -
ame war no No no . (?5/1 ............ hofte..... Lo H....minute.. DD FMm.
" 21. ] hereby certify that I attended the decea:
5. Color or 6 (@) Single, sidoned, myried 544..// ¥t o Yakey 15 . 19082
4. Sexfe.l/ race Wike | divoreed™ L0 W b Tast saw hAdes.. alive on........ S 4 rees 19 Eb
6. (&) Name of husband or Wife.......cooerrvrmvrevcrens 6. (<} Age of husband or wife if || and that death oceurred on the dat stated above. Duration
HYGEE
Thos « Ke lly alive .. _years zmediate zsc of f'eath@ .
7. Birth date of deceased ....... Jul : atha - 1187 4 EmiaitalaCtate m y ALl ‘.
(Mnth) (Day) (Year) 4

8. AGE: Years

Months | Days | Ifiessthanoneday || Due mém“g%,w _______________________ Yf P
. 68 | o | 11 7. i Ciamaie, o K
0. Birtholace Glathe ] Kﬂﬂs&a/ Due to.. ClAL8.- > M?A) 4K .. 7M

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

{City, town, or county) {State or foreign country) B ¥
. Other condi v Wa
10. Usual occupation Home - (L e'r Eo‘;re‘:‘nr::y within 3 months of death} / g
11. Industry or business o i i PHYSICIAN
8012 vame. domes Metecalf ®Of operations _
E . - . : / T ' ’ Underline
- , 3551 L. | the cause to
Cit. wn, or nty, tata or [arcign country, Oof t should b
B [ 14. Maiden nam~ﬁ§.nngh-]'e (=5 rh antopsy ch:{:ed sm:
= I 1. 1. i tistically.
§ 15. Birthplace T —— “Breimr ‘" 22. Ii death was due to external causes, fill in the following: -
16, (@) lnformane. MI'8. Ne lle Beech 1ng"( f {8) Accident, suicide. or homicide (specify}
' B Address.D....000 West Armour () Date of oceurrence
St 1 ; () Date thereofs J u‘ly 22_42 (¢) Where did injury occur?, G e oo
(Burial, crematios, or removal) (Moatd) (Day} (Year) (d) Did injury occur in or about home, on farm, in industrial plane in nublic place?
(c) Place: burial or cremation. Dlate ¥Xansas._ H S
, 18, (2) Signature of funeral director Ev lar Fane r&l Dme Wiile a¢ 2 - '(Epec_:fy(gpeﬁmf — eh
& aderess. 1800 Linwwod Blv'd.. K.Co.Mo, J &"ﬂﬂ
23. Signat £ 2 . At S, (M D. or oth

19, - N, R 0 227 A

@ urm—v‘gbmlg% ® (Reznulrlnmture) ) I Addresd)s Sz ”ﬁ 'y"/? o i AN S-fﬁ H e HQ Date mgnedf ﬁ YL

J ¢ I (Licensed Embalmer's Statement on Revem’Slde)
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STATEMENT BY LICENSED EMBALMER
o : )
I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by R e
.......... , Registered Apprentice No. ..l

. working under my personal supervision.

"Signed.....coo.....

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to eomply with
, » athe above constitutes grounds l'or revocation of hccnse.) . . L :

b " If this body is not emhalme‘l fact should be so stated above.
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