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

DEPARTMENT OF COMMERGCE
BURKAU OF THE CENSUS

JLED AUG 14 148,

THE STATE BOARD OF HEALTH OF. MISSOURI

STANDARD CERTIFICATE OF DEATH
Primary Registration District No. oo _Zd g 2_

<3635
Registrar's No. 3189

State File No

1. PLACE OFJDEﬁcs on

c
@ County Kansas CIiEy

(#) City or town .
([ oulaida ity or town Limits, write “AURAL" snd name of township)
(¢} Name of hoapital or institution:

175 Wallace

(I not in haapital or institution, write strest number ar locatjon)
{d) Length of stay: In hospital or institution
15 years

{Specily whether

Int this community.
years, months or days)

2. USUAL RESIDENCE OF DECEASED;
Missouri

State.

{a}
(e}

{&) County.

Kansas City

(If outsida city or lowa limita, write "AURAL").
L75 Wallace

{If rural, give location)

Jackson ;LJ_?
=2

4

Cn.y Or tOWh....

{d) Street No

{¢) Citizen of foreign country?

(Yes or No)’
7,

Il yea, name country.

349 PRINT TAURA N. CLORE

MEDICAL CERTIFICATION

20. DATE OF P TEI Montn__ AL, day 2
3. (b If veteran, x _ 3. (¢) Social Security vear..... Efg hour 6 minute A M
.......(..7’14:) ...... No.__.7F . ) o
Tame wer 21 I by ceryffy that I attended the deceased from
F \ 5. Color or 6. (a) Single, wk}ﬁwed marr&ed AN g’ g o Lf
idowm P A
4. Sex race. divorced thm.ﬁt saw- If.ba ahveo I g —
6. (b) Name of husbandorwife ... 6. {} Age of husband or wife if || 20d that death occurred on the datc and hour stated above. ¥
Gao rge L., Clore alive . _._.__years || Immediate cause of death
7. Birth date of deccased...... 9B e L1, 1867 2
(Monih) (Day) (Year)
8. AGE: Years Months Days If less than one day Due to....
77 6 28 .
hr. min Duc t
[ 2
0. Birtnplace._COViNgton Kentucky
{City, town, or connty) {Stats or foreign country)
. Homemalear . Other conditions.”__—___J__—_£ L
10, Usnal oceupation . {1 within 3 b of death)
11, Industry or b At home SR
E 12, Name Thomas Baldwin . ) T // % -/ ,{,-. , o
. nderline
. 1 thi
ﬁ{ 13. Birthplace ‘WhGEJ'lng ! We Va, wt;c?'és;tg
(S B, Y, . {State or forsign country) F ot should ba
8 { 14. Maiden name YY" RIT8n Of sutopey charged sta-
. . tistically.
£7 5. Birthplace Xy, : ——
3 . 7T S — t Brate o Fovcign oot ) 22, If death was due to external causes, fill in the following:
16. (o) -Informant - Mrs., May Smith-. ~ f~. .. || (@ Accident, suicide, or homicide (specify)
(#) Address 475 Wallace (8} Date of occurrence
17 (o . Burial " (%) Date ereof._ O=li=190ly |} (9 Where didinjury occur? Gy o o) prov— wy §
(Burlal, cremation, or remaval) Tashi (Manth) (Day) (Year) (4) Did injury occur in or about home, on farm, in industrial plaoe in pnbhc place?
(¢) Place: burial or cremation I': bt as lngt on
o] fy type of place
15. (o) Signature of funeml directar. C.H.Blackman & SOH, Indp 3 (Bpecily (umo P )ol' injury.
® Address.....2020 _Indep, Blyd ,
el 4 o
. - 2N o
! @ = (I) sz ® J (Registrar’ lunamre) -

{Licensed Embalmer’s Statement on Reverse Side}




277 AM

“Dr. Calvin Beard
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. . STATEMENT BY LICENSED EMBAYMER whd el 3
_ o weor Ol R ! .
I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed b;‘ me :Br:bfr"-
y L . Regtstered Apprentlce No
N iloS.
working under my personal supervision. i ot
Sikned . 2V %ﬁ& G//ém/"d/vv
te -
| R bl
{ N

the above constitutes grounds for revocation of license.)

Note:

The above MUST BE SIGNED BY THE LICI‘NSED EMBALMER in his OWN HANDWRITING

If this body is not embalmed, fact should be so stated above.
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(Failure to comply with



