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

DEPARTMENT OF COMMERCE
. BUREAU OF THE CENSUS .,

LED UL B Tams
FILED JuL 81 95

THE STATE BOARD OF HEALTH OF MISSQURI

STANDARD CERTIFICATE OF DEATH
Primary Registration District No.__..,é.a...a..i’ -

—

State File No, f m
2930

Registrar's No._.____

1, PLACE OF DEATH:
Jackson,
_.Sansas City

(Ilouuid.e city or town Limits, writs “RURAL" aad numa of township)
(¢) Name of hospital or institution:

Research Hospital,

(a) County
(6) City or town..

2. USUAL RESIDENCE OF DECEASED:

Jadk son, #/?
3
7

{a) State MiSSOUIi {b) County.

Kansas City

{If oataide city or town Limita, writs * HURAL"J
42 Warner Plaza

(¢} Cityortown__..

(Il pot I hospital or § ion, wrils street number or localion) {d) Street No (I rural, give location)
(d) Length of stay: In hospital or institution....._..l....ﬂﬁﬂ.k. SO, no
{Specify whetber (2) Citizen of forelgn country? hd (Yes or Noj
In this community 18 months ) /)
years, months or days) " If ¥ea, name country. y X rd
MEDICAL CERTIFICATION
3. {a) PRINT Elme . .
FULL NaAME r Lewis Fanning,
T YT 20. DATE OF DEATH: Month__ J W€ day__00th
3. veteran, . {€ b1 urity
no year. 19 44 hour 6 ;100 fninute._H® M
name war. bt Noel Lol ¥ ol
- = 1| 21, I hereby certify that I attended the deceased fro
5. Color or 6, {a) Single, widowed, married,
N " o LY
4. &x...Ma.l.ﬂ._.._..m race.}._?}_lj:‘_‘e..m“ d.lVDrDed_..l_Jarrj.'_g_d._. that I last saw h L alive on T L
6. (b} Name of husband or wife ......... .. 6. (c) Age of husband or wife if || and that death occurred ox the Hite and hour stated above. ° Duration
_Leoua F gnning._..__n_... alive_ MDKNOWDypars %‘”7“22‘"" of death
7. Birth date of denmad__._._ga. 9 1881 e M
(M:mr,l:) (Day} (Year) C—J 5—0‘ WAy p—
%,, L = P
8. AGE: Years Montha Days Xf less than one day Due to.... 0’% 1ot éﬂ/& 4
63 1 21 hr. min, l
Due to -~
o Brthoiace Illinois, | LI
: - - (Clty, towr, or county} (State ér foreign country) B i - ; i .
dith —
10. Usual cecupation Conductor A e v wITRE B
11, Industry ar business Railroaed SR PHYSICIAN
: t ngs: —_—
& ( 12. Nome.... Charles Fenning, _— OF operations A
w - . \ R Underline
= | 13. Birthplace Texas, the cause to
= . which death
{City. town, oz county) {State or forelgn coustry) Of antopsy et should be
5 14. Moiden name.Sarah. Vephoe charged sta-
B I 1 l inO 8 tistically.
o | 15. Birthplace .._......_L___;_ e earreas : .
3 ) Biate o foeiza o 22, If death was due to extel:n)al causes, fillin the following:
16. (s) Tnformant Homer Fanning, , (a) Accident, suicide, of homicide (specify)
(%) Address 873 8th St. 2 Ri c}lmond Cal ifo : (4} Date of occurrence
JE—

17. (@ Removal @) Date thercof.T= 1 =44
(Buria), crematicn, or removal) (Month) (Day)} (Year)
R T YR T T
{c) Place: burial or cremation... ..(Bdl:levlll E*Kais'é.a

18. {e) Signature of funeral director_......... S‘t:me A MCClurB Po——
) dress 3235 Gillham Pla '558.‘ Ke __C ______ OCe
19. (a) (b) .__,. A .....C.t

(Dato remved Inml ) (Registrar’s limltn'\':)

{¢) Where did injury occur?.
{City or wvn) (Cmml.y)
(d} Did injury occur in or about home, on farm, in industrial place, i pubhc place?

i (M. D. orothel) RARA

K?_J_Zln fDate-gn O"‘/}‘

{Licensed Emboalmor's Statement on Roverso Side‘)’ 7
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STATEMENT BY LICENSED EMBALMER ~ = | R
] . ) 1 st .- Ty .
- L . - o, . D X
" 1 hereby certify that the body whose name is recorded on the reverseside of this certificate was embalmed by mé, or by : .S
[ L . '
..... I : I{L‘giSEErEd Apprentice No
working under my personal supervision. ’
Y -
- _ Signed......~ - S Vh o e foind LIS
- Licensed Embalmer No
S, ¢ P.O. Address...oooeeer, : !
Note. The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWR]TING. (Failure to comply w
the above constitutes grounds for revocation of license.) ’ vty
4

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




