. 5. No. 2 DEPARTMENT OF COMMERCE STATE BOARD OF HEALTH OF MISSOURI VLT 8 50 5
UREAU OF TRE CENSUS e
35 | Fep STANDARD CERTIFICATE OF DEATH i i e
T xasesy ReﬂstmdoMﬂ goé_m%?_ Primary Reglstration District No.__&_._ééw ' Registrar's No. ﬁ ﬂ71
1. PLACE OF DEATIl: 2. USUAL RESIDENCE OF DECEASED:
= (ay Counmy Jﬂ_ck eon (a} State Mi ssouri (5) County Jack 8D n é,é
& () Cityor mwl{ﬂ.ﬂ.ﬂﬁ.ﬂ G lty do . 7
ol {If outsids city or town limita, writs "RURAL" and nama of township) (¢} Clty or mwu__mn_ﬁ_a_a c ],tv é
E (<) Name of hospital or institution: /) fr outside city or tawn limls, write "RURAL"}
W = Willows Hosp1tal-°:l29 Muin 5t @ Street No.2323 Muin St g
B (It oot in hospital or i jon, write sireel ber o7 locatinh) {I rural, give location}
E (&) Length of stay: In hospital or institusion...es.. A8 10 min__ ) no
. (Specily wheaber || (¢} Citizen of foreign country? (Yea or No)
5 In this community. BENA
E years, montha or days) i yes, name country.
= . MEDICAL CERTIFICATION
= i By Ernest Carroll,
» o R Sy 20, DATE OF DEATH: Month M&T day__. 3
. veteran, . {e] ty 1945 1AM o
S name war no No none year. hour. L 2. 1] Intet M.
- 21, I hereby certify that I attended the deceased from.
E /) 5. Color or . 6. (a) Single, widowed, married, ____M&r 3 1945 19, to Mar 4 L945 19 .
) =|4 . samale /)| . white Odivorccd....,..hg.b.ﬁ............ that T last saw h_+®_aliveon_ MBF 4 L945 19
Z 6. {b) Name of busband or wife. .. eovrnee 6. {¢) Age of husband or wife if and that death occurred on the date and hour stated above. Ducration
; alive...._...___ years || Immediate cause of death. prematurity
S || % Biewaateotdeceased__March 3 1945 6_mo gestation
5 (Month) (Day} (Year)
= .
o 8. AGE: Years Months Days If less than one day Duc to..... AbFuptic Placenia
o
£ 15 br. A0 min. &
(=] . 2 Due to j \
= || 5. Birnotace._Kansas City Mo 14, N
N E - {Cliy, town, or county) - - (Ytate or foreign country) B T - i PR \ -
Oth ditions
o 10. Usual occupation none T (ln;;‘d:grp’(u::nc: wilkin 3 months of death) \
B || 11, Tngustry or business hoded | p— . PHYSICIAN
o — Major findings: —_—
! = | 12, Name. ____ Ul’lkn OWﬂ - Of operations
o = - j . Q'- 1 ¢ . i Underline
S [| &L 13 Birhptace Unknown-- lthe caue to
ywn, or gpunty) {State or foreign country) Of auto; none hool
2 |2 . poiden name: ALYTE EFrodd & ausopey, : Charged sta:
g [_:_' K&naaﬁ Cit Kanﬂ Q M loi-umllv
= 15. Birthplace ity vomaron mni, oo feeive sy || 22 TE death waa due to external causes, fill in the following: i
E 16. (a) Informant. A-.U_anlﬂ_grt R.N. (a) Accident, suicide, or homicide (specify}
£ || @ awres 2929 Main 5t T |[® pate of cccumence
\ 17. {8} Burial ®) Date-thumf“.}m..ﬁ.gt.g.;“&.s... (&) Where did Injury occur? {City or town] Conntn Sate)
. (Burial, cremation, or remoynl} {Montb) (Day) (Year) (d) Did Injury occur in or about bome, on farm, in industrial place, in pubuc place?
| , (c) Place: burial or eremation Green Lawn Cemet ary
18. (¢) Signature of funeral director. Eylar Funeral Home “While at work? (spi, oy 'gim of injury..
) Addresy Kansas _C 11‘4(_ sourl L
19, (@) 3 7' 23, ngnatu.re...... A e (ML D g0kt
) T roceived lu:-lruiﬂru—) (Regiatear s shenatere) || Address. _._B.i_ﬂ_.gmoda Date signed
{Licensed Embalmer’s Statemsni on Reverse Side)




s

STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate mer_nbalmed by me, or by

, Registered Apprentice No

it ﬁméf ke

= " Licensed Embalmer Nojs é UJ QA_ IS

working under my personal supervision.

* P.O. Address./,

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

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




