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Registration District No.___. jf/,f__

THE STATE. BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

Primary Registration District No.

G104
Stale File No. 4181

Registrar's No.

Ldaz_

1. PLACE OF DEATH: 2. USUAL RESIDENCE OF DECEASED:
Jackson ¢
(a) County Kansas Cit () State... Missouri ... & County Jackson ‘fL/
(3) City or town_. Y ; Kn cit L=
(If outaido city or towa limits, write “RURAL" ond name of township) (e) City ot town nsas Y -
(¢} Name of hospital or m.uutur.rxcg: (If outslde city or town limits, write “RURAL™) .
¥
Gen. Hosp. #2_ _ @ Stweet No..... 2302 _Garfield &
{If pot in hospital or institution, write street number or location) (Uf rural, give location)
(@) Length of stay: In hospital or institution 9=12=44=10=]3=44 _ N
2 (Specify whether || (¢) Citizen of foreign country?. o (Ves or No)
In this community 7 years Py
years, months or doys) I yes, name country. L)
MEDICAL CERTIFICATION
3. PRINT
Yot MAme._ RAYNOND HENDON 13
® 3. () Sodal it 20. DATE OF DEATH: Month__QQ%a ... .day
3. veteran, . {c a urity
ﬁ o gl - /2 - JESY year. 1944 hour. 12:45 mizute......—.._Pa..M.
DAME War. y No} 8
21. 1 hereby certlfy that I attended the deceased from..... 3@ Pha. L8 .

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

g’i.s. Color or 6. (o) Single, widowed, marred, 1952 _to. Octa 13 19.%.5!.:
4. SCI..._ME.].:Q_.._......_ race..,ggg.;.‘.g__._.. @ divoroed.-._s.ingl.e....... that I last saw h 1m alive on oct o 15 1944_.'
6. (b} Name of husband or wife..—— ... &. (¢} Age of husband or wife if and that death occurred on the date and hour stated abave. Duration

ura
alive o vears Immediate cause of death confluent brOIIChO
7. Rirth date of deceased... AP 1L 3 1894 poeumonia
(Month) (Day) (Year)
8. AGE: Years Montha Days If less than one day Due \‘.oGe_neral__PmB is
50 6 10 hr, min ﬂ .
Due to
9. Birthphace_.._98Wit1H ) 'T‘axaa_..ﬂ. -~ _{) A
- R - {City,toRn,orcounty) “ © -~ {State or foreign country) : ) »
10, Usual occtipation Uﬂemloﬁ 4 C:fl.f::ll;::nditmns’ Within 3 months of deth)
11. Industry or busincss Major findi PHYSICIAN
or findings: ———
E 12. Name. ... BOQ_H_@ndQn - . of operations Underline
E 13. Birthplace.......-‘...'... o < : ’/' :1:’ ﬁxé;el tg
(Citgy oy, o comaty) {Stata or forsign eountry) OF antopey ... S8MR_88 _ADOYE...oeoeeshould be
E 14, Maiden namc.._.._...g_ +8 Y |t: reed 8ta-
.- istically.
§ 15. Birthplace Cors e e oomnts) Frpmapay e mﬂ,) 22. If death was due to external causes, fill in the following:
6. @ Intormant__RECOTd Clork . || @ Accient, s, o homicide (spcity :
115 Gen HOg‘D. #2 . ., ' ‘y (%) Date of occurrence
: - Where did inj occi?
17, (@ _ : '8 Date theresf.__ /. JL 7__||{@ Wheredidinjury occur iy o Conmns Gy
(Burial, cremation, of removal) ya ¥ {d) Did Injury occur in or about home, an farm, in industrial piace, in public place?

Place: burial or cremation,
Signature of funeral di

5%

{c)
18. (0)
1O
19. (a)

-

-
" A A - _—
(Date received local resistrar {Mepistrar's siguature)

(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. i i,

.y Registered Apprentlce No ‘ S —

Note: The above MUST BF;’F ‘SIGNED BY THE LICENSED EMBALI\IER in his OWN HANDWQITIN G. (Fail to comply with
A
the above constitutes grounds for revocat:on of llcense ) .

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



