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THE STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

5463

State File No
Il

WRITE PLAINLY--USE UNFADING BLACK INK—-MAKE A PERMANENT RECORD

=l
Registration District No._._j__jfi_-_.___. Primary Registration Distriet No.——....£. ‘!‘_"?:'_/ Regis!rar';'}\'o, J?~
1. PLACE OF DEATH;: . 2. USUAL RESIDENCE OF DECEASED: <. P‘
(@) County Jackson Missouri Jackson
(&) City or town. Kanags Uit v ) (z) State (8 County. __:_?
(1f outside city oz town limits, write “RURAL" and namae of tuwaship) (¢} City or town Ka n2as C 1 t y ~
() Name of hospital or institution: (If outside cily or town limits, 'nLo “HURAL") a
K.C.General Hospital @ Street N 05 N. Wheeling
(If pot in hospital or institotion, write street gmhﬁ%hialwg) reet No. (I rural, give Location)
(d) Length of stay: In hospital or institution No
I thi N 6 months (Specify whether || (¢) Citizen of foreign country? (Yes or No)
n this community g
yenrs, monlhs or days) If yes, name country.
%U{:’I)‘ 1‘;{‘{‘.‘{;" J-OH-N 'w . BR USH 7 MEDICAL C‘]F?.‘R'I;)FICATION
TR o St S 20. DATE OF DEATH: Month €0. day 3,
. veteran, (e cia urity
No N None year, 19 44 hour : minute 30 P M
name war. o
- 21. I hereby certify tha.t i attende the deceased from
s 5, Color or 6. {a) Single, widowed, married . to 19..
Ma" dowed || m g T i 19
4 Sex race. divorced that I last saw W :
6 5) Name of husband or wifee oo 6. () Age of hushand or wife if || #nd that death occurred ¢n the dateA.nd hour Bt“ted above Duration
i
eah BI'U.S h a.live_..___J.(._)E_.._...yeara Immediateﬁcause of death
7. Birth date of decmased .. EDTUATY 10 1875 | gl
. . - . {Month) {Day) (Year)
8. AGE: Years Montha Days If less than one day Due to....
68 l 1 2 3 .................. hr. ......‘...,...,,...min. b
ue to
o Binhpuce--. BEV1ieET Mo. (7 ;
{City, town, or count; {State or foreign r—ounuy)
. Retired f'armer cea e, || Other conditions
10. Usual occupation L - {Inclide prognandy within 8 months of death)
11, TIndustry or business. i PHYSICIAN
- L . M . -
E 2. Name. NO. Record ., AR T %"cﬁ’{o;‘ei;if;’m. L TR N A S a o] Vo
v . nderline
£\ 15, mitpisee. 2V LT Mo- 4 g P SPAMET
A N ¥, fawn, of county) © ' (State ar foreign conntry) Of antopay........... A 4 SN SN SR ‘ ......... ..[ahould be
g 14. Maiden name, acon ; ee_ . charged sta-
S 15, Birthplace.._ DSV 1E Mo. U 3 fll in the following: E—
TGty w'n."m“) Y Biate or farcign countiy) 22. If death was due to external causes, fill in the following:

17. (a)

' (Bnnnl mmnuun, ar ramaoval)

‘\.
(c) Place: burial or cremation..

18. (a) Slgniltlll’e of Tuneral directof.t” ¥
angas

(5) Address

15 () Mmm +A-FE. Brush . o e . hyugie
(5 Address.. 6208 Prospect
RembvaL i Bawe thereot..2= 2= 44

{Manth) (Day} (Year)

BeV1er," MO,

D e el 4

1. () D= o= L= A K

® ...

Crtv, Mo._”
W

{Date veceived local reristrar)

{Registrar’a signature)

.(8).. Accident. suicide, or_homicide (specify)

(b} Date of cccurrence

@

Where did injury accur?

(City or town) {County) (State)
Did injury occur in or about home, on farm, in industrial place, in public place?
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'gTATEMENT BY LICENSED EMBALMER

&
-m e

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

*

.. Registered Apprentice No

\ .
The above MUST BE SIGNED BY THF LICENSED EMBALMER in hIB OWN HANDWRITING. {Failure t comply with

Note:
the above constitutes grounds for Fevocation of license.)

i If this bedy i is not embalmed fact should be so stated above.




