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ERMANENT RECORD

DEPARTMENT OF COM MERCE
Bumu

FILED FEB™2

Registration District Now— oo

STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

Primary Registration District No._

90

Staie File No.

Registrar's No

1. PLACE OF DEJ\Tg_l
@® County ackson
{6 City or town........ Kansas. Cit

(Il cotaide city or t.ownlunlu wr?- “R UliAL" and name of l.uwn:l:ip)
{¢) Name of hospital or institution; d

Gen H
(I not in boaplital or 1nstitution, writs street number )
(d) Length of stay: In hospital or institution S d'g?g

In this communuy........L....u MA —

yoars, months or days}

{Specily whether

2. USUAL RESJI)ENCE OF DECEASED:
I¥ssouri .
\3
Kaneag ity

(If outaide city ar town fimits, write “RURAL™)

--h236. . Park

{If rural, give lncation)

Jackson {?{

<

(a) State.

(¢} Clity or town

() Street No

(¢} Citizen of foreign country? (Yes or No)

7

If yes, name country.

3. (s} PRINT .
FULL Name. . _Me. lain--Minnie

3. (b) If veteran, 3. {c) Sogipl Security .’
name War........... ""b"‘""‘- " Ne
5. Color or 6. (g} Single, ¥ ﬁx}ied.
4, Sex . F race | pZ/&iVO - et

alive.. e YeArs
7. Birth date of deceased . D'f ’3-
. YMonth) (Dsy) (Year)
8. AGE) Years Months Days If less than one day
,I (L' ; br. min
9. Birthplace, Odkm
\ ¥, town, or county) - (State or foreign country)
10. Usual occupation !‘ AL

MEDICAL CEBRTIFICATION

20. DATE OF DEATH: Mdmn. 9 810 day_ 2
year. hour™ 11 minute 50 M
21, 1 here%v certify that I attended the deceased from De c
2 w43, Jdan 4 44
that T lart saw h er alive on, Jan 4 19.%%
and that death occurred on the date and hour stated above.
Duration

Immediate cause of death
e Meningitigoczao s e minasgie -

Dueto. e

Due to

Other canditions,
{loclude pregnency within 3 monthe of death)

11, Industry or business ST PHYSICIAN
= AOT Andinga:
g Rt Name.,_.w _Amﬂmu_ m&m e, Of operations
e \ < ' / R . thUndcrllne
E & cause to
& L 13, Birthplace | T SEETATOVE which death
= ar or foreign country Of aatopsy shonld be
w{ 14 SRS S, charged sta-
g tistically.
% 15. 22, If death was due to external catses, fill in the following: B
15, (a) (a) Accident, snicide, or homicide (epecify)

® (5) Date of occurrence.

(¢) \Where did inj oceur?,

i7 :sn‘)’- iy (Clty or thwn) nty) (State)

4]
18. '(a)

{Registrar's cignatnre)

(d) Did injury occur in or about home, oa farm, in Indnstnal plzwe, In public place?

\While at work2gg. ,......(

13.
Addrm._z m___

Sl

(Liconaed Emhalmer's Syalement on Reverso Sido)
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STATEMENT BY LICENSED EMBALMER

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

-

: Registered Apprentice No

working under my personal supervision.

o L : Sighed %:) féﬁ/p—vf)‘

. : , ﬁdlﬁmbalmer No f\".’)_z 5 1
. I ’ , i : P 0. Address / {*@ - 5
I -y

Note: The anbove MUST BE SIGNED BY THE LICENSED EMBALMER in I:ns OWN I'L?\'DWRITING. (leurc to comply 1
the ubove constitutes grounds for revocation of license.)

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

e -




