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DEPARTMENT OF COMMERCE
BUREAU oF THE CExNsUS

FILED MAR 7 1}}?;

Registration Distrlet No...... .2 f. A

THE STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH
Primary Reg{stratlon Distrlct No........ /é_oj.— -

State File No

Regisivar’s No

1. PLACE OF DEATH:
Jackson
Kanses City

{If outside ¢ity o town limits, writs “RURAL” and name of township}
(c} Name of hospital or institution: O

Ceneral Hospital #2

(@} County
(6} City or town

2. USUAL RESIDENCE OF DECEASED:

(a) SmteMLaBOL_‘rl.._ {b) County
Kansas City

(1f outaide city or town limits, writo “RURAL™)
{d) Street No 1806 E. 16th St.

(If rurn), give location)

Jackson

{¢) City or town

b1

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

LS

“(¢)  Place: burial or cremanon..,[. ol

{Mgath) (Duy) (Year)
o] d';m@vg
18. (a)? Signatuie of funeral director

(%) Address_|../.C Aal~A .
19. (aF e end = = ) ;

{Date received local regmtrar)

N A -
(Registror's signature)

{If not in hospital or institotion, writs Ittﬁ! number or locatio:
(d}, Length of stay: In hospital or institution =45-2- 14" 45 No
(Specify whather {e) Citlzen of forcign country? {Ves or No)
In this community. 445 Years @
yenrs, months or days) if yes, name country
MEDICAL CERTIFICATION
3. (0 PRINT  Mary Hounston
FULL NAME 1
5 oI 3. () Social Secart 20, DATE OF DEATH: Month Eepz:u.ggy day. 14
N veteran, . {c al urity .
N year 194 5 hour. 4" 35 minute P M
21. T hereby certify that I attended the d d from
dsr. Color or 6. {a) Single, widowed, marriec_lz February ) 19,%_?_. to February 14 19 45
1 )
4. Sex Female jram’ Negro divorced Hidowed that I last saw her alive on February g 19..%.5.
6. (b) Name of husbatiddguile.._._._._.____ 6. {c)} Age of husband or wifc if || 2nd that death occurred on the date and hour stated above. Durati
. wration
____________ At LA, 7 h alive. oo Immediate cause of death Cere brovaBCU]'ar
7. Birth date of d . August 4 1865 ace ident
{Month) {Day) (Y oar)
8. AGE: Yeara Months | Daya If less than one day Ducto.... GOngestive heart failure
79 6 10 |. '
............. _hr. —— 11 % > .
ue o :
—o. Binoace BOONEVille Missouri (/ [ — i i T
{City, town, or cocnty) (State or foreign conntry) ®
. o] Oth nditd
10. Usual occupation.._ NOD@ (In:!rndr:nm“::y within 8 months of death) O -)3 a/
11, Industry or business S PHYSICIAN
T - o Major findings: )
E 12. Name }-le mry. (JOSbeI‘I’V Of operations._....... T )
& : (1 _ _ hUnderlme
2 s e N S = -
) 3 (G?'\‘ﬁww coanty N ‘! (Swats or foreign country) “of autopsy. should be
5 14, Maiden name....\ \ . (.%‘ , . . V. flh?rgeﬁ sta-
- A ; . stically.
B} 1s. Birthplace : r—
R (Cny. m“’ wmm’) \‘ Biato o forciza comnti) 22. If death was due to external causes, fillin the foliowing:
:fﬁ‘_“ -(&)' Iiformant Rac ord Clerk - t "31] (8) Accident, suicide, or homicide {(specify)
o dm_‘______G era]_( 1—10 gpital ‘]’2 (5) Date of occurrence,
. - .Ur- -~
1. @ [ Do T 5 Dt erso. . .0, ok 2 G 5| © Whero did Injury oscur? Wiy o v, (Gt v
(Barial, crematios, or removal) / /- Did {njury occur in or about home, on fa.rm. in industrial place, in pubtic place?

laca)

(‘M ‘D.or othe:) ........

Mﬁ#z ‘l‘da“f E, 2 T Date mgm:d.‘ ...........

{Licensed Embalmer’s Statement on Reverse Side)
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STATEMENT BY LICENSED EMBALMER . PR .
}

working under my personal supervision.

Signed

Note: The above MUST BE SIGNED BY THE LYCENSED EMBALMER in lus OWN HANDWBITING (leure t co_mply wnh
the above constltutes grounds for revocation of license.)

o

If this body is not embalried, fact shonld be sé stated above.



