V. S. No. 2
00M——8-13
5-17.39

2

I xX37823

.

W'RITE PLAINLY—USE UNFADING BLACK INK—MAKE A PERMANENT RECORD

DEPARTMENT OF COMMERCE
BUREAU OF THE CEN5US

FIEED OV 14 1944

Reglstration District No...

THE STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

7 Primary Registration District No...,

e o
03‘% if{;

State File No

1. PLACE OF DEATH:

(¢) County Jackson

Kansas City

(b) City or town .
(If outside clty or town limits, write “RURAL" and name of lownahip)
(¢) _Name of hospital or institution:

. C. General Hospital No. 1 -

(If not in hospital or Institotion, write strest number or Jocation)
{d) Length of stay: In hospital or institution days

{Specily whether

28 Years

In this community,

years, monihs or days)

_..ZJ_JJ"' hd Registrar's No. 43}?4

2. USUAL RESIDENCE OF DECEASED:

@ Sme. PHSSOUri o coumy.. d8@Ckson %-’?
corm e Kansas City 3

1G]
(d}

(e}

(If outaide city or town limits, writs “RURAL™)

2611 E. 12 St.

(I rzral, give location)

No.

&

Street No,

(Yes or No)
7

Citizen of foreign country?.

1f yes, name country.

il Kame__ Ethel Waldman

3. {c) Social Security
No. No O

3. (B} If veteran, !

name war.

' 5. Color or
s sex. Fomale .| rceWhite..
6. (b) Name of husband or wife..........cimeememeeee

6. (5) Single, widowed, mattied,

divorced Jarriad-
(c) Age of husband or wife if

MEDICAL CERTIFICATION

20. DATE OF DEATH: Month.. OCL. day 28
year. 19 4 4 hour. l l minﬂte..ﬁ.B..-.E..n...M.
21. I hereby certify that I attended the deceased [rom
Oct. wdd, Cct. 28 19.44
that I last saw h. L. ativeon._0C e 28 1044

and that death occurred on the date and hour stated above,

Carcinoma of cervipl«e:

Albe_r,t J. Waldman alive....... Q;'Z Immetflate cause of death
7. Birth date of deceased Apnril 16 Tooo ||--with metastases
(Modth) (Day) (Year)
8. AGE: Years Months Days If less than one day Due to
44 6 12 hr. min
' Due to
9. Birthplace Kansess g f/'/j,.-
’ {City, town, or county) e {State ¢r foreign country) P L/ B | ¥ g
. ] Oth nditions.
10. Usual occupation.........Housewi fe v " ; ‘ (:nﬁf.f: ey within 3 ha of death) {
11. Industry or business PHYSICIAN
o Ma;c?fr findings: —
- mratmnq
E { 12. Name_..GRorge Wa. Hmrfe 11 i t oper Underline
= | 13. Birthplace..__Indiana - Ny
B vl {City, wwn. or county) {Stote or foreign country} Of autopsy S ee ab OV 6 :ﬁﬁ?ﬂf%ﬁ
é 14, Maiden name.._. A Cod Y chargeﬁsm-
. tigtically.
§ 15. Birthplace Illinois. ! 22. 1f death was due to external causes, fill in the following:

{City, town, or couniy)

{Stats ar foreign conntry)

.I-h
o

17. o > PFurial

18. (c} Signature of funeral director. Mrs._.c L

@ Informant.Lillie’Allan

(%) Address.... 1211 Prl-nqper-‘i‘

11._.1.1944

(¢} Date thereof.

(Barial, cremation, er removal) (Mooth} (Day), (Year)

(c) Place: burial or cremation._Greenlawn. Cemetery.

*(a)

Accident, suicide, or homicide (specify)

() Date of occurrence
(¢) Where did injury occur?
(City or town) {Couniy) {Stal
{d) Did injury oceur in or about home, on farm, in industrial place, in public place?

F'_“*'S*'m', " While at wo! -
® Address... 918=920 Broo
23. 8
19. (2} Zéxi_o_. @ __.r_£'_.. . b e
{Date recrived local Address . :

(Licensed Embalmer’s Statement on Reverse Side)




STATEMENT BY LICENSED EMBALMER

" 1 hereby certify that the body whose name is recorded 01 the reverse side of this certificate was embalmed by me, or by N

» Registered" Apprentice No

working under my personal supervision,
. o N

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWBITING. (Failure to comply with
the above constitutes grounds for revacation of license.)

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

74" : B ot



