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

B
141

THE STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

Primary Registration District No/.g_o_é'

30445
State File No.

Registrar's No....... 3{:{39

Registration District No.. .
t. PLACE OF DEATH: 2. USUAL RESIDENCE OF DECEASED: f‘)
(a) County Kggggaclit (o} State. Migsouri. .. @) County....Jackson.... {
() City or town Y - -
(If ouwside city or town limita, writs “RURAL" and name of townahip) (e) City or town Kansas City p]
(c) Name of hospital or institution: . 0 {1f ontsida city or town limits, writs “RURAL") f)
General Hospital No.2 (@ Street No 2637 Vine 7
{1f not in houpital ar lnlu!.ul.ann, writs sireet oumber or location) (Lf rural, give location)
(d) Length of stay: In hospital or institution. ._..g"'l?"“'%ﬁ-g ‘5'.44.....
(Specify whather || (¢} Citizen of foreign country? No (Yes or No)
In this community. 26 _years [
years, months or dayn} 1f yes, name country.
3. (&) PRINT MEDICAL CERTIFICATION
FULL NAME JOE._HAWKINS
- - 20, DATE OF DEATH: Month_ S@ptembera, . O
3. (b) M veteran, 3. (¢) Social Security 1 19 44 6 15 .
PPl ST -03-0O3H) e hour : minute. ..t M.
name war.. Ny 1 ) -
21. 1 hereby certify that I attended the deceased from...... ANgust_17. .
- Color or 6. {a) Single, widowed, marrled, 10,44, . September_ 5 _ 1044,
4 Sex..Male..l..| race.Negro. divorced..- MATTI-04-- || that [ast saw b fzg.- alive on._S@pLamber 5 1944
6. (5} Name of husband of Wif€......—..——... 6. {¢) Age of husband or wife if {| and that death occurred on the date and hour stated above. Duration
_Bessie Hawkina .. Immediate cause of death........ATterio-Seleresis e
7. Birth date of deceased......... F@RLUATY...... .25 1
{Month) .
8. AGE: Yeara Months Days Due to Arterio Scleroti typaheart, e e s
PR R Aisesse
&% . 6 1D or ain Lisease
U Due to
9. Binhptaced0bnSONYi1de . Y TenRi
(City, town, or couvaly) - '{Suu or foreign country) =
Oth dition:
10. Usual occupation........ Ullﬁllplg ye_ﬁ e Rt (ln_:l:dc:\: :tngnﬁn:y within 8 months of death) n
1. Industry or b Wos W | PHYSICIAN
° Major findings: q b ﬂp‘ -
B ( 12. Name..AlfTed Hawkins , , Of operatlons..... R . S = Undortine
=
§ 13. Birthplace Nashvi llﬁ) & ' : Tenn, ;I'\tigggtmo
‘i y, town, or county. tate or foreisn conntry) Of aut. should be
a 14, Maiden name. 1168 autopsy "|charged sta-
& Hi H .......... tistically.
15, Birthplace_ . S ‘A1l .
g 1p v e, uﬁg:;)—— G & T oy 22. If death was due to external causes, fill in the following:

‘Record _Clerk

16. (a) Im’orrmnt 7
Gen. Hosp. #2

(3) Address
17. {&) ..1Z

) Place: burial or crefatio
18. (o)} Sigmature of funeral direc)
(

) T72F Leg e s
19. (a: ;IEA{ (&) .

o

{a) Accident, suicide, or homlcide (specify}

(b} Date of occurrence.
{c) Where did injury occur?
(City ot town) {Countly} (State)
(&) Did injury occur in or about home, on farm, in industrial place, in public place?

; t’”'}’ffhm £1
) Means o nlmt;;__._m..“.._ —

© MWhile at work?..... ...

23. ngnamre\-—-—f" (M. D.or other) ..

” -(l’leml.rar . ugnal.um}

Address. @20 HOSD » ffz 600 & zandDatemgnch

{Date received ltxdremmr) -

(Licensed Embalmer’s Statement on Reverse Side)




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......

. ’ . :stered Apprentme No
- wérking under my personal supervision, Q
» . ' Signed (@

Lxcensed Emba]mer Nao 3 ?‘ f
P.O. Addressj 523 i

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWleG (FmKe to ooﬁ:ply with
the above constitutes grounds for revocation of license.) : o

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




