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

DEPARTMENT OF COMMERCE
Umu oF THE CENsUS

Reg{stmt!on is::!ctNo._ S . f

THE STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

Primary Registration District No.........

<6814

State File No,

Registrar’s No..........

A0

i. PLACE OF DEATH:

2. USUAL RESIDENCE OF DECEASED:

Jackso }Q 2
(¢) County Koneos Bi £ @ Sae.. Missourl ) County Jackson S
(4} City or town A .
(1f ouaide city or tawn Limita, write * "RURAL" aad name of township) (¢} City or toWn oo K&nsaﬂ G 1 tY -
(¢} Name of hospital or institution: (If outaida city or town limits, write “RURAL"™) A
Menorah Hospital ) (@ Streat No 5328 Park Avenus e
{Lf not in hoapital or institati write streot ber or location) - [If rirnl, give bocation) [
(d} Length of stay: In hospital or institutiun._._..........4.... i - ) ‘- H /Y
50 ears {Specily whether (e) Citizen of foreign country? o {Yes or No)
Int this commugity. g ¢
ytars, montha or doys) Ii yes, name country [
MEDICAL CERTIFICATION
3. {a) PRINT L - 0 m
FULL NAME 08 U, anagan
20, DATE OF DEATH: Momn, August ..~ 16th

3. (b) If veteran,

3. (c) Social Security

name war. NO No4587-01-Q535
5. Color or ©. {a) Single, widowed, married,
4. =N race... WHite. divorced_..,i..mxl.e.d.

6. () Name of husband or wife....._.

Mrs, Anna Flanagen

6. {c) Age of hushand or wife if
alive.__...._ﬁ_z_.._...ym

1944 hour. ,/ 40 minute, P..M .
JA A

that I attended the deceased from.
e 1YY

19_% 0 M

21, T hereby certif’

Ly

that I last saw h Wh alive on M‘f / (’ 19""."
and that death occurred on the date and hnu.@tated above.
Duration

Immediate cause of death

:-51&014

7, Birth date of deceased November 10th 1884
{Month) {Day} {Year}
8. AGE: Years Months Days If leas than one day
59 9 ) 6 hr. ipin
9, Birthplace Gl ra'rdl - K&nﬂas /
(City, town, or county) {State ar foreign coutry)

i0. Usual occupation

Asst. Supt, Stesm Pistribution

-

. Tndustry os businens.. Ko8R888 CLty Power & Light Co.

Qther

{Include pregaancy v“hin 5 montha of death)

12. Nate__ ...
13. Birthplace

Albert C. Flanagan
SRt _ !ndimf_l_
Cigar, town, unt ‘Stata or foreign countyy
14, Maiden name., ( H ﬂ%vgr § ’
Osceola Missouri /)

MOTHER FATHER

{ 15, Birthplace

{City, town, or couaty) (State or foreicn cuuntry)

Mrs, Anna Flanasgan

16.” (a) Informant.

5) Address 5328 Park Avenue
. o s Burial () Date thereof., . B=19=44

{Burial, crematiou, or removul)

{c) Place: burial or cremation........

18. (e¢) Signature of

(Month) (Doy) (Year)
Foreat Hil) Cemetery .
Freeman Mortuary .
104 W

funeral director.,

2]

19. {a) éﬂi __)/ ‘Z o]
Date vod local reristhar)

e &

Ny \ PHYSICIAN
Major findings: N

Of operations.

! ’ Underline
the cause to
which death

Of autopsy should be

! charged Bta-

tistically,
22, If death was due Lo external causes, fill in the following:
——
(a) Accxclent suictde or homicide (specify)
(6) Date of cccurrence
(¢) Where did injury occur? T
{City or luwn) (County) {Stute)

(d) Did injury occur in or about homte, on farm, in industrial place, in public place?

(Specify type of place)
(¢) Means of inju.ry

{Pesistrar’s sighiature)

(Licensed Embalmer's Statement oan Reverse Side)




- - * PV ”
'\J i .
o -
- ¢
STATEMENT BY LICENSED EMBALMER' . ‘ ‘ "

. . -

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by, . : -
P T

, Registered Apprentice No . "

working under my personal supervision.

-~ - Lu:ensed Embalmer No 7 3

o TP, 0. Address f/ @

Note: The above MUST BE SIGNED BY THE LICENSED EMBALI\IER in hls OWN HANDWRITING. (Failure to comply with
the above constitutes grounds for revocation of license.)

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




