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

DEPARTMENT OF COMMERCE
BUREAU OF THE CENSUS

HLED AuG 17

Registration District No..

50, g

MISSOURI STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH

~ Primary Registration District No... .. m/mm.m..z-r

State File N02 3 5 0 F;
2952

Registrar’s No.

1. PLACE OF DEATH:

{a) Coumy
(8) City or town

(¢) Name of hospital or institution:

Jackgon

Kansaa City

(1t oulside city or lown limits, write “RURAL"™ and name of township)

Generd Hospital No. 2 Q...

{If not in houpital or [nstitution, write !
(d) Length of stay:

In this community.
years, moaths or doys)

BN ABW_aq_40

In hogpital or institution
{Specify whether

1 year

2, USUAL RESIDENCE OF DECEASED:

Missouri ®» Cm-t,‘ Jackson 4/9
Kansas City '

{If outside city or towa limits, write "RURAL") f

(\Bar No}

{a) State

{c) Cityortown

@) Street No 910 Vine
{IFf rural, give location)
(g) Citizen of foreign country? No

If yes, name country,

MEDICAL CERTIFICATION

3. (a) PRINT
FU].?L NAME HMARY MCCARTER J a1
= 20. DATE OF DEATH: Month. SMAY. .. . day
3. (&) If veteran, e 3. {e) Soclal Security 10 50 a
M\ﬁ* * ear. hour. mintite. * N,
naMe War. A/Va, No.
v 4 21. T hereby certify that I attended the d d lrom
5, Calor o 6. () Singe, v:it;;;d. gam'ed. July 20 142 . dJuly 31 432
sefemale 3 raceNe.g ro divorcedde WA AOW. that Ilast saw k@Y. alive on Jul ¥ X1 1042,
6. {c) Age of husband or wife if and that death occurred on the date and hour stated above, Durats
_____________ Al i alive.__. ...years || Immediate cause of death ChrD nic Nebhri ti 8 ranon
7. Birth date of deceased......... Novembe r. 12 1891
{Month) (Day) (Year)
8. AGE: Years Months Days If less than one day Due to. H:{pertenﬂ 1ve tvpe heart
5D 8 19 o i digeage
srrevsesrsemssens - [4
Due to T |
9. Birthplace........BAr18 exasn. /.. ) |21 M
- {City. to ﬁrgﬁiuy)lo ed (Sm;norlhrwoount ¥) . 7
. Other conditiona
10. Usnal occupation y {Include pregnoncy within 3 montha of death)
11. Industry or busine Wi E d PHYSICIAN
ajor findings: -
E 12. Name Peter Shel ton Of operationa g Underline
3
2L 15, Biribplace 6xas.../. e e
y l.mm or gquaty, (State or foreign country) Of autopsy shonld be
(14, M B Y.
=) . Maiden name._....... charged sta-
=] T tistically.
S 1s. Birthplace. e GRS, { 22, If death was due to external causes, fill in the following:
= . (City, town, or county) {State or foreign counl y)
6. ta) Informant.._ ecord Clerk (@) Accident, suicide, or homicide (specify)....
@ adgess Oeneral Hospital No. 2 || ® Date of cccurrence
rd ey
- - -— 2
i 0 Ao b @ Due thereot._ = (.~ /ol {e) Where did Injury occur . (e o
"(Burial, cremation, of remaval)” (Year) {d) Did Injury occur in or about home, on farm, in industrial place. in publie placc?
“(¢) Place: burial or cremauon.
\ n
18. {a) Signature of funeral dirgctor. [/ While at work?............, ..M..(Sw'ry(“mﬁghnsm‘)ﬂ Injury. ..ouereeenes _A ...........
(&) Address... e ?10
19. (@ ® )% ﬁ” W 23. Signatpre s -D. et
. a
(Dul.ereeenod local registrar) (Registrar's aignature) Address.. %ﬂ L?\lh# # éd?.},tﬂ‘lDatc signcdgrm

{Licensed Embalmer's Statement on Reverse Side)

17




.’-.','-.-x'

A I B

STATEMENT BY LICENSED EMBALMER

working under my personal supervision.

P. O. Address....._2.. 16 ............... ,D J——

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure té comply with

the above constitutes grounds for revocation of license.) .

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




