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DEPARTMENT OF (C:OMMERCE STATE BOARD OF HEALTH OF MISSOUR]
Y BN
FICED FFB “"2°1944  STANDARD CERTIFICATE OF DEATH Stte Fite Mo
Rcai;trjation District N o.....,..{..... AN S Prhnary Registration District No_...../.g_..o&i Registrar's No, 175
1. PLACE OF DEATH; 2. USUAL RESIDENCE OF DECEASED:
c Jackson Missouri Jackson 7
@ Couaty RaWgas City (a) State e (6), Couaty 2.
(& City or town [ERp— . g aensl - Kansas Citv - i
9 Nameof b :r:ilnfa?" oF tnatitations g e Hte "RURALT and sams of towesip) (e} Clty o town e ol " ) ah |
: . o e city or Lo imity, write “RURAL", |
roat Gonv.Homa ,4401 East 36th St. & St N ossWe st IERg ™™ ;
(I not In hospital or institution, writs strest o hﬁlm({m?g a avs reet Mo (11 rural, give iocation) |
Length of : Inh 1 institudio: :
(@ Length of stay: In hospital or instltution {Specily whether || () Citlzen of forelgn country? No (Ves of Noy

46 vears

In this community......
yours, months or days)

3. (@ PRINT Mre, Mabel A. Rvan

If yes, name country,

MEDICAL CERTIFICATION

FULL NAM 1) -
v e 20, DATE OF DEATH: Month can day. llth
3 (&) If veteran, xx - 3 ;:, SOCL'UTO urity year, 1944 hour 4 H minute 45 A * M
e T 2 21, I hereby certify that I attended the d trok 2 L Te3
F Color or | 6. (a) Single, widowed, marred, 19 ¢ 44 lg‘/{‘f
4. Sex e / race / dwnrcedhl,a._rr_i_e_g that T last saw h&27..... alive on %‘-\V - o e 190527 ¥ ?{
6. (5) Name of husband or wife ... 6. {¢) Age of husband or wife if || 2nd that death occurred on the'ddie and .l:our stated above. Duration
Viltiam P. Rvan . 70 Immediate causef death HALIZ LA p )
g alive_.._. .. _.years 2 = - 3
7. Birth date of deceased e pt emb er 28 187 l LL5 5 _me il aiond. ..._.___c_"_..‘é
- (Month) (Day) (Year) ) . s .
8, AGE: Years Months Days If less than one day Dae to (/ / / Wj
72 S 1 3w min ﬁsm%‘, /5 Mot 13
h / Due to
o Btonce. NEOSHO County Kansas 0&44%L~/a&1~w 7 e
: (City, town, ar eounty) . (Stats or forelgn country) . : y
QOthi diti
10. Usual occupation At Home (Include prognanes within 3 months of death) e
11. Industry or buslness i ST PHYSICIAN
E( 12 Name Samuel Wood A i it N o
= D — A nderl]
[ Illinois’ " : ..........them:;e::
x| 13. Birthplace 7 [which death
- YR MRyomig  (State or forelen country) Of autapey e — ~d shonld be
5 e { 14. Maiden name ' B - . [a-“l “'r) charged sta-
= ||E No Record @ £ ttistianlly.
15. Birthplace d 0 =t =
" % ity w“-w ) (State o Toreigs somntes) 22. If death was due to external causes, fill in the following:
:: 16. (a) Infurmant Wm, van (o) Accident, suicide, or homicide (specify) __———.
; ® a55 ?-eqt 424 St. (8} Date of occurrence
S ——
7. (@ ﬁuri al (b) Date thereof__ /= /3 - ol f () Where did injury occur?. e T T
{Burial, crermation. or removel) C(Month) (D.iz ‘;Ym) (&) Did injury ocmiin_t:l_’_aﬂﬂ_t_llqm.m farm, in industrial plaoe. in puth place?
Calvary.Cemet
{¢) Place: burial or cremation - ~ . -

2prRLL

{Specity 1ypa of place)
4§ ( ‘h

eana of injury.
e . (M. DQr QEW

CJM Date o -‘, __‘/"'B‘:

18, (¢) Signature of funeral director. L .
: nzas U¥ty, No.

15, “"”—f;—/.?a, Z %mm/ z.

(Data received Jood] registrar) (Rogistrar's signature) Addr
U et /‘) ! {Licensed Embalmer's Statement on Heverso SidaV
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STATEMENT BY LICENSED EMBALMER

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

Registered Apprentice No

Licensed Embalmer No ‘BZ&7

working under my personal supervision. , . .

P. 0. Address 2. M,&?} ...... 22

Note: The above MUST BE SIGNED BY THE LICENSED EI\IBALMER in his OWN HANDWRITING. (Failureto comply \
- ¢ above constitutes grounds for fevecation of license.} X
" * " ' If this body is'not embalmed, fact should be 8o stated above.




