3. No. 2
1~-5-42
-17-39

T RECORD

WRITE PLAINLY—USE UNFADING BLACK INK—MAKE A PERMAN

a;

DEPARTMENT OF COMMERCE
BUREAU OF THE CENSUS

B#mmetn District 1\%/‘{? _______

STATE BOARD OF HEALTH OF MISSCURI

STANDARD CERTIFICATE OF DEATH
Primary Registration District Nn/ooz'—'-

13339
<5300

State File No

Registrar's No...........

1. PLACE OF DEATH:
Jackson

Kengas Clity
(If outside city or town limits, write “RURAL" and name of township)
(¢} Name of hospital or institution: /

2917 Forest

(s} County....

(4) City or town

2. USUAL RESIDENCE OF DECEASED:
Missouri ) County
Kangas City

{If cutside city or town limits, write "RURAL™)

2917 Forest

Jackson

(a) Gtate.

(e}

J
F
-

City or town

&) Datethereof. 4=29=1943

{Month) (Day} (Year}

Stafford Kansas

18. (a) Signature of funeral director. Freeman Mortuary
w)AMH« ERangasg City, Mo

Burlal, cremation, of removal)

fc) Place: burial or cremation

15, (@ PRIV o) W

{Dals rooe!ved local rjh ur) {Hegisurar's signature)} e

{11 not in hospital or tnstitution, write strest number or location) {d} Street No. {ITrural, glve location)
(d) Length of stay: In hospital or institution ; e @ Cit ¢ forci ) Yo o Nop
Spacily whether 3 itizen of foreign country? es or No
In this community. 15 years
years, months or doys) If yes, name country.
MEDICAL CERTIFICATION
Fuld RN  Mrs, Leura Belle Oliver A
20. DATE OF DEATIL Momn.... ADREL1 day... %,
3. (&) If veteran, 3. (<) Social Security 9473
year. 1 kour. minute M.
name war. No Now.. NORE. o
21, I hereby certify that I attended the deceased from............ 3-.2.5__
5. Color 6. (¢) Single, widowed, married, 124 4
Female ﬂrhi t e . wi do gd_ 94.5, to g-r-? r? l9...‘..4..%
Sex race g?dworced....................‘.‘.'. A% [ that I last saw b 1. aliveon - 10 Fs
6. (4} Name of husband of Wif€.....eeecoooooooen. 6. (¢) Age of husband or wife if [ nd that death occurred on the date and hour stated above, N
" Duration
Unknown alive...oooo.........yearg || Immediate cause of death, Ma’l i[’._. nant Dha S€
T G A 1 hiwper-
7. Birth date of d e3gptenber. .21 51892 oi_essential arteria NS
irth date of deccased. .. 2GR L AIIRG (Do) (Year) tenegion, TWO weeks
8. ACE: Years Months Days H less than one day Due to Es s I’I'G i F-ll AI‘t e Pi Ql hV]’)e =
tenslion, Years
50 7 6 .hr. min.
/ Due to o
9. Birthplace.... qudl end .. _¥Washingten/ /D
. {City, town, or wumy) {Stule ar fureign cauntry} g EE e -
Other conditi
10. Usual eccupation Hone (In:llllxda_pugn::y within 3 maontha of death)
11. Endusity ot business P TYT PHYSICIAN
= ajor findinga: N
2 ( 12 Name....J0s¢ph M. Hasting OF operations. ... et e -
£ R 20 R e
= { 13. Birthplace i : W ; 'which death
wr ggunt, State or foreign country Of aut o should be
E 14, Maiden name %“ar?h F ﬁCLenn = autopey ch::rged sta-
E Iowa / tistically.
g 15. Birthplace T p——— TS 22. If death was due to external causes, fill in the following:
16. (s) Informant Miss Allevn Oliver (a) Accident, suicide, or homicide {specify}
(b) Address 2917 FOI‘QSt (b} Dhate of occurrence.
(¢} Where did injury occur?

{City or town) {Couonty) (State)
Did injury occtir in of about home, on farm, in industrial place, in puhhc place?

ily type of place)

-.(#) Means of immyt:;‘?\b'
vt D.or ulhﬁ
/ i é’/ y

-Addrmt L3 Date’ mgned

(Licensed Emhbhalmer’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_ar by

., Registered Apprentice No........c.race s erceeceeeseeeeeeass ,

liceriP7" CHLL
Licensed Embalmer No 3‘7/73
P 0. Address: w4 4'-77&

- * Note: The above IWUST BE SIGNED BY THE LICENSED EMBALMER in hls OWN HANDWRITING. (leure to comply with
the above constitutea grounds for revocaticon of license.)

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

working under my personal supérvision.

+




