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I

00 —2-43
ev. 5-17-39
1 X33637

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

DEPARTMENT OF COMMERCE

FILED"FER™ 6 1%

STATE BOARD OF HEALTH OF MISSOUR!

STANDARD CERTIFICATE OF DEATH
Primary Registration District No___ZQ.Q..Z.\ . Regi

10694
o 276

Stale Fils No,

Registration District No.
1. PLACE OF DEATH:
Jackson

Kansas City

{If outside city er town limits, write “RURAL" and name of township)
{¢) Naine of hospital or institution:

1645 Myrtle

(If nat io haspital or institution, write streot nomber or location)
(d) Length of stay: In hospital or institution

#. 1 month /

(a) County....
(&) City or town

(Specify wha.lhet "

In this community.
years, months or duys)

2. USUAL RESIDENCE OF DECEASED;
stare. Missouri

Jackson 4%

(o {8} County.
{¢) City or town Kansas City K
(If outside city or town limits, write “Rm")f
(@ Street No 1645 Myrile
(21 ruzai, give location)
{¢) Citizen of foreign country?. - (Ven or No)

If yes, name country.

MEDICAL CERTIFICATION

T

Signature of funcral director___ Mrg. Forster

18. (o)
Address___ 918 _Brooklyn .~ '

2
19, (a) .

(D-u recetved local caglstrar) {Reaistrar's demtare}

_Z.S_ ® _./__E__MJ 3

Sule FRINT Brenda Sue Faubion
FULL NAME
o e 20. DATE OF DEATH: Month / tay_ LA
3. (8) I vet . . {£) Soclal Security -
® ereran no N no year_z_tgf/_j_ hour, é—/-g” mintte é? M.
natne war o
21, 1 hereby certify that I attended the d d from
/ 5. Color or 6. (a) Single, widowed, marrded, || e 19 to 19.}
4. Sex Fen?'al I race HWhite d“'ﬂm—j}—gg-l«e-—-- that ! last saw h alive on e 19......;
6. (b} Name of husband of Wife....._.c.c—... 6. {¢) Age of husband or wife if || 2nd that death occurred on the date and hour stated above. Durar
atio
AHVE.....coocresissrrinyearn || LI mediate cause of death b
7. Birth date of deceased ... .. SR < "j
{Month) (Dny) (Yenr)
8. AGE: Years Montha Days I less than one day Due to QA—‘/Z/-&J 1117 Z
0 2 )87 ‘? hr. min. i -
7 0 Due to = /V”" i
o. Birhplace...—Shaldon Missouri. 55
. . - {City. town, or county} (Stote or foreign country) e " " -
. Other conditions. i v
10. Usual occupation . .Inﬁﬂnt (lndu_do pregnancy within 3 months of death)
11. Industry or business. PHYSICIAN
o . Mag:fr findings:
=] Ro Fruhbi operations..
& 12, Nameun.....BOY. Emary on. . . _ Underline
=1 13. Birtbplace : Missouri (7 7 the cause to
- (City, bllta or foreign country) Of autopsy 2t hould b
g { 14, Maiden name. HSYHGL SGRonewmeat T o
= tistically.
=
£1 15. Birthplace .___Missouri s £l 10 tEa ;
= o T p—— {Btata or forelan cooniry) 22. If death was due to external causes, fill ia the following:
6. (@) Informsnt __ROY Fmery Faubiom () Accident, guldde, or bomicide (specify)
{b) Address 1645 M\n-'l- la (3 Date of occurrence
() Where did inJury occur?
17, (a) Rammral () Date thereof. B m {ity or town) {Couoty) {S1ace)
{Barial, cramation. or removal} . {Mootb) (Day) (Year) (d) Did iojury occur in or about home, on farm, 1o industrial place. in public place?
(¢} Place: burial or mmuon__ﬁhgl«dwom&mlll-_ﬁ.gmlx_i _________

{Specily type of place)
(¢) Means of Imunr SO

ersee (M. D, oot

Address.. L7l _LE 12;’_ ,ﬂm&r« ﬂ(g@_ Date dgned LAl

(Liconaed Embalmer’s Siatement ors Roverse 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

Registered Apprentice No

TV e

Licensed Embalmer Noj J_ 7 <
P. 0. Address L ( CO: %

- Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his 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.

working under my personal supervision.




