S. No. 2

M—5-42
5-17-39
I x3z873

WRITE PLAINLY—USE UNFADI!NG BLACK INK—MAKE A PERMANENT RECORD

DEPARTMENT OF COMMERCE

ISQE&

‘ Rezlstmﬁé [Astru:t No... y?

STATE BOARD OF HEALTH OF MISSOURI l J_ 8 U

Bieautor Tz Cansus STANDARD CERTIFICATE OF DEATH s ri o

Primary Registration Disulet No....... 2.0 0.2 Registrar's Nouoo.: 55

.

1. PLACE OF DEATH:
{a) County Jackson

®) Cityor town........ Jansas. City io

!I'ouu!dl city or town limits, write "RURAL" and name of townshin)
(¢} Name of hospital or institutien:

Willows Hospital-2929 Main st &

{If not in hospital or institution, write ll.ril. htmber of location
(d} Length of stay: In hosepital or instltution

g 55 min,

To this community SaMe

yeari.

(Specifly whether

mooths or days)

2. USUAL RESIDENCE OF DECEASED: ‘;/J/
(@ state.... Missouri @ County.. daCKsSON 2
(¢} City or town Kansas City Mo ‘f

{If outaide city or town limits, writs “RUBAL")

(d) Street Ne. 2929 Main St

{[{ rursl, give location)
1o

(e) Citlzen of foreign country?

B‘u or No)

I{ yes, name country.

@ RINT  Judith Larsen.

3. (b) I veteran, 3. (¢} Social Security
name war. babe No.. ione
5. Color or 6. {a),Single, widowed, married,

v sufemale | #mee vhite ]

ddworced. .pahe. .

MEDICAL CERTIFICATION

20, DATE OF DEATH: Month,... .J&I1 day 3.rd
¥ear. 1943 hour. 8 :55 P' rﬂ. minute. M.

21. T hereby certify tkat T attended the deceased from Jan 3
1943, 10 Jan 3 19..4.3;
that I last gaw h. 8L alive on Jan 3 1.J|‘3_

and that death occurred on the date and Lour stated above.

6. (b} Name of hushand or wife..........=mm..... 6. (¢) :::eoihusbandoi\\::: RN orema ture 6 o gestati 3ﬂumliou
7. Birth date of deceased Jan 3 1914-3 Twin # 2
(Month} (Doy) (Year)
8. AGE: Years Months Days If less than one day Due to...._....E.dﬁma Of Iibther 1 S ‘%
0 0 0 12 4w .55 min '

9. Binnplace... Kansas City Mo

&

(City, town, or cuuaty)

{Stata or fureign coantry)

Dae to

Other conditiona
£0. Usual occupation none {Include mn:n-:y within 3 months of death)
11, Industry or business e B PHYSICIAN
-4 ajor indings: R
g 12. Name Unknown Of operations....... - - - Undexline
g . e o .
) PO— Unknown g o o~ e cause to
(Ciny v, or copnty} {State or lareign Country, Of anto should be
% 14. Maiden name ﬁ‘:.fﬂa Larsen ey L~ c-haﬂcﬂ sia-
. . . : tistically.
= . -
g 15. Birthplace S;l:Jl.DehI‘:loaumf;flSCOIlS ln:.um_ rw“némw) 22. If death waa due to external causes, fill in the following:
16, (@) Informant &Zﬂ / (@) Accident, suicide, or homicide (specify)
() Address 2929 | S'b {#) Date of occurrence
17, (@) Burial ® Date thereot. S 810 e 6 =43 1} Wheredid Injury occur? T e S T

(Burial, tremetion, of removal)

(Month) (Day) {Yenr)

(¢) Place: burial or cremation.. . Green lawm ..
18, {a) Stgnature of funeral director... Ly lﬁIEmex&l HO lne

&)

agdress. 2800 Linwoqd K.

......... /=leo-. V,? ) /%/, /

(D m"mived local registrar) P S

Jo..

{ (State)
(d) Did Injury occur in or about home, on farm, in industrial place, in pubhc n]s,oe?

{Specify typa of piace}
While at work e —cmeeereeneee. (€] Moans of Injury— s

23. Signature.... )'IYL,.{&,M—{/M é . (M D, grother)....

T} Adaress... 315 _Alameda R ...... Date signed

(Licensed Embalmer’s Siatement on Reversn Side)



STATEMENT BY LICENSED EMBALMER

1 hereby certify that the body whose name is recorded on the reverse side of this certiﬁm;e‘n(:mbalmed byme, of By

D el ' : ) .
e . dreertran e nen et arene , Registered Apprentice Noo... et LS.

" working under my personal supervision.

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

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




