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Primary Registmunn District No........
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State Fila No
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1. PLACE OF DEATH:

Jackson

(a} County. o
Kansas. bity

(d) City or town

{Ir outaide city or town limita, write “RURAL" and uame of towaship)
(¢} Name of hospital or institution: /
e Baleabeneral Hospital Neo,1l &7 ..
(lf pot in hospital or institution, wrile street number or Incalmn)

1]..days

(Specily whether

(d) Length of stay:

In thiy community.........L2% f "'7 bt
yenrs, months or doys)

In hospital or institution

2. USUAL RESIDENCE OF DECEASED:
Kissouri

(a) State (%) County Jackson _:'—'
(e) City or town..... }\laﬁsa af uu%ﬁ yly - .".H_[_Jiii_l:."i._..u_f%

street No.L /19 Prospect,
(1f eaaral, give location)

@

(&)

Citizen of foreign country?

(\Zor No)

If yes. name country.

3. (@) PRINT

Fol® FRIN Jesse Hussell

3. (b) If veteran,

v

. {¢) Social Securd
Y o i lo-B/F3

name war.

PLAINLY—USE UNFADING BLACK INK—MAKE A PERMANENT RECORD

WRITI

5. Coloror W

6. {a) Single, widowed. married,

4. Sex hﬂ d divorced... 8(.41'.“;{
6. (b)) Nameof hushand or L § LR 6. {¢) Age of husband or wife if
&)UU-C AVE e Y EATE

MEDICAL CERTIFICATION

20. DATE OF DEATH: Month._. . BPTEL 40 27th
year 191‘3 hour. 1 m{nm55 P . M.
21. I hereby certily that I attended the deceased from

=27-43

193
19..

. LD

that I last saw h.LI0. _ alive on L2 =43
and that death occurred on the date and hour stated above.

. Diralion
Immediate cause of death

7. Birth date of deceased Y, 26 252 ¢ || Pquamous cell carcinoms of left gum|
{Month) (Day) (Year}
8. AGE: Yeara Months Days ' If less than ose day Due to, 2 ‘r’ "
4 o 4o
; 2 2 9 hr. 1oin .
Due to
9. Birthplace

- (State or foreign country)

v Inr town, or cogy)
10. Usual occupation= X .

Other conditions. Chron ~Rheumatic-heart-disbase

S {Include pregnaucy within 3 mon of death)
11. Industry or bu: M /7"‘“"’"( PHYSICIAN
o @ Major findings:
{12, Name. At 2. M-—""C OF ODEFALIONS. . oo rereresereeriresce s e .
E R / Underline
1 13. Binhplace ettt Tich ot
= i (State or loreign country) Of autopsy........ should be
=l e @ See above Charged sta-
[ . /&‘1 tistically.
g 15. Birthplace Iy ;rwunty) Eimte o ool carsy 22. If death was due to external causes, fill in the following:
16. (o) Informa Yo H 2. (8) Accident, suicide, or homicide (specify)
() Address #/,/ﬂ PR (b) Date of occurrence
17. {8} — ":Wﬁ:h{ -------- (#) Date thereof. %/ A9 73 || where cidiniury occur? {CHy or tuwn) {County) (State)
" {(BuFial, cremation, or remove) Month) i‘D-!} {Year} {d) DMd injury occur in or about home, on farm, in industrial place, in public place?
(¢} Place: burial or cremation.”.& et eI it - N
1B. (a) Signature of funeral dmcwf— —i | While at w o AT O Nane of AUV e voree s e s
wJAd / 4737 . 1 {}
9. (a) z () i S"F ln :uée RLU Gen, Hospital M- - orotier)..
19, {a) . _._. _..._. n
- (Dlle r.cd\rul local r } {fegistrar’s signatore) Addre, e Ulr W o i : p Date signed -

?é,

{Licensed Embalmer's Statement oo Reverse Sidce)



?

'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

. Registered Apprentice NO....ooco e ,

working under my personal supervision.

)

/ . Signed..

Noute: The above I\IUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWHITING. (Failure to comply with
the above constitutes g’rounds for re\ ocation of license.)

P. O. Address.._... é//() ______ f Lss

If this body is not emnbalmed, fact should bLe so stated vbove.




