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

~,
DEPARTMENT OF COMMERCE

IHLEIUBU'%«EW THR CfNTgQZ_
Registration District No......... /xf-

STATE BOARD COF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

Primary Registration District No.___. L0062

o 39707
ATy

1. PLACE OF DEATH:

(a) County

(8) City or town

{¢) Name of hoap}:aoln%? leir
K.C.General Hospital No.,l

(£f not in hoapital or inatitution, write street number or locntion)

(d) Length of stay: In hospital

Jackson

Kangsas Uity
limin write “RURAL" end nsme of township)

- Registrar's No.
2. USUAL RESIDENCE OF DECEASED: . 7&/
(a) Swate.wr... I"’I:LSSOHI‘I (4) County. Jackson o
{¢) City or town.. Kansas Clt'y :—';)

rmm ein town limits, write “RURAL™) ]

108" A

{d) Street No

([frnnl, give location)

o

#L'S(## (Specity whether || (£} Citizen of foreign conntry?, (Yea or No)
In this community.._ y
yosrs, months or days) 1f yes, name country, poons
3 (a) PRIN'E[‘ Mr . Orr Gr‘a MEDICAL CERTIFICATION
Fuld NAME 4 g Dec. 20th
3. @) I veteran 3. () Soclal Security 0 AT O g Momb {706k M
. ) 3 .
ear h T M
name war. ZF 0 No.sr £ =% 5 - 2L 1 hy b tify that I attend :mhe ; rhinile.
. ereby cer! that I attended the d d from
Ma 5. Color or 6. {a} Single, widowed, married, = LO= 19, L to 12"20-[|2 19,
4 Sex. le d‘"" ¥hite rfif ivorcedwido‘ied_-_ that I tast saw h. 20 alive on 12-20-42 19...;
6. (b) Nameof h‘,éﬂ [r w“-tMrS. 6. (¢) Age of husband or wife if || @nd that death occurred on the date and hour stated above. Duration
Gertrude Hatton Gray ALV ... vears || [mmediate cause of death
. Birch dace of decenned September 11 1864 || CEREBRAL.EDEMA; _FATTY DEGENERATION- |- _
{Mooth) (D=7 (Yeed || OF..LIVER
-
8. AGE: ‘Yearn Months Days If less than one day Due to....
(71 ek 17
'78 3 9 hr. min / [ )
Due to
o. Bioce Collinsville Ohio _/
(ﬁily. wwa, or county) (81ste or lorelgo country) """
. a Oth ditio!
10. Usual occupation riclme son -~ f. (lnﬁ’.‘,zune:, ‘within 3 moaihs of death)
11, Industry or business L : Mo PHYSICIAN
r : —_—
E . Name.....ueon -f Gray agf o;er:dggns......._..
- i Underline
£ 4 13, Birthplace. \nl“” ) ‘t*hhelgx‘:j:entta
{Clty, towa, or ﬁ:ty) (State or fureign country] of e hould b
Maiden name. f 2 RutoRsy- SuE ABEVE tl:th:{:eg »tar
tistically.

Birthplace

& 14.
E 15, g
= W% {State or forelgn cofintry}
16. (a) Informant ) . 4

(5) Address 1407 73y Lt A~
. Dec.23,1942

17. (a) Burial {d) Date thereof.
{Barial, cremation, or remgval) {Month) (Dny) (Yexr)

(@ Place: burial of defadiled . Floral Hiils Cemetery

18. {2)
eak}@)-‘vd\.
o

{&
(B.e;!.l.nr (] ailn.ll.m)

Sigrature of funeral director £,
Adaress.. 1201 Brush {

/-?- 2.2 . 2. ®

(Dlu rectivod local reglstrar)

~—

19, (g)

22. If death was due to external causes, fll In the following:
{a) Accldent, sulcide, or homicide {specify)
{d) Date of occurrence.
{c) Where did Injury occur?

(Clty o 1own) (County) (State)
{d) Did Injury occur in or about home, on fann. in Industrial place, In pubtic place?

. (Specify vype of place)
While at work?. (e) M

3. S
Address

of injury.

y. 3
. (M. D, orother)
Date signed........cooco.....

(Liconsod Embalmer’s Statement on Heverse Side)



STATEMENT BY LICENSED EMBALMER

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

Registered Apprentice No....... .

Signed RW\A/&. S’VL O Lbrnnnd.......

Licensed Embalmer No.. 3 SO B ......
P. O. Address.............. / ...... Q.« M

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply with
the above constitutes grounds for revocation of license,)

working under my personal supervision,

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



