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

DEPARTMENT OF COMMERCE
‘BUREAU OF TEE £,

0 JUN 117840
FUER I e 2

STATE BOARD OF HEALTH OF MISSOURL

STANDARD CERTIFICATE OF DEATH |
" Primary Registration District No. __/ o032 _

- Stats Fﬁ( No

. »
; chs:fmr 5 No......._.2!..£25__._._.

1. PLACE 05 TH:
ac

{a} County.. son & itr z
{§ Ciyor town . hansa ~ y

(It outaide city or tows limits, write * "RUNAL" wnd neme of m-rmhlp)ju

9 B ol g 1land | Little Sisters

(d) Length of stay: In hospital or Institution __&. y_eﬂ.ng.;&“..&m
< _years i

lo this community.
yoars, months or days}

{11 not in bospital at icatitution, write stsest number or location) the P:

1. USUAL RESIDENCE DF DECEASED:»

o sare TS SOUTT - ), Coumy... J2CKSON ﬂg,
(¢} City or town Kansas lty -
: oatside city or town limits, write “RURAL") >
fstreet ... 5331 Highiand -
i (U1 rural, give locatlon) /
() Citizen of forelgn country? (Ves or No)

If yes, name country.

3. {(a) PRINT
FULL NAME

DANIEL MADDEN

3. (b) ! veteran, 3. {¢) Socinl Security
" pame warllO . None
5. Colorlor . 6. (6) Single, widowed, martied,
i s Male ﬂ meetilite dlvor:ed_s_}_r}ﬁ;!:g.__.

6. (5) Nameof hulband orwife_.____ 6. {c) Age of husband or wile if

MEDICAL CERTIFICATION

20. DATE OF DEATH; Month 27th day__ WEY
year: = hour, 4; 00 mimnap M.
21.- I hereby certify that I attended the decenaed
‘Nov 1944 o ay "SR 1945,

that | last saw h im al]vennMuJ 27 1945

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

19.__;

{City, town, or connty)

None

{State or rnrA!i_sn_cuun:lﬂ') .

10. Usual occupation

—

Industry or business

Duration
CalVe_, oo oo years || IMinediate cause of death
P ?
7. Birh date of decensed. BC L, 251865 _ Chronic Myocardosis fears?
{Month) (Dny} (an)
B. AGE: Years Montha Days If leea than one day Due to.... Ca- I‘d iac Dec Qmpensa tion 3 Mon Lls

79 1 7 2_ br. min. {1 Generalized Arterio-scierosis-i5

9. Birthplacem.... bk iR0O1S / : vears

Other cenditiors o . . - n o
(nctude pregnancy within 3 moeths of death) . .
M PN

No record /7 -

P town, (Su%?gh (Siate or foreign umni:‘y)

No record vi
16.. {a). !ﬁfon:un

(Stats n?nhn couftry}
S N ey
‘@ Add.-m_ﬁ_b_ﬁ___\___ ﬁ"/ :

17, (@ l_.__f__)__'(a) Date mmof_i/

{ Burfal, cramation, or recoval M.vﬂlh) (Dlﬂ (Yl")
{cV Place: burdal or crematin

18. (a) Signature of funeral director.......
'®) Address 20 West Linwood

19, (a) M)
{Dnte recefvad loce! rexlatrer,

{12. vame__tathias Madden
B PR B PRI |

13. Birthplace

OTHER FATHER =

15. Birthplace

{ ‘t4. Malden name

M

v\ (City, W

{Registrar’s signatore)

- PHYSICIAN
Major findings: X
Of operations......

IR B Cae e - P : ' P
* i v : e

No

Underline
the cause to
'which death
should be
charged sta-
tistically,

Of autopsy.

22, 1f death was due to external canses, fill in the following: °

(g} Accident, suldde, or bomicide (apecify)
(8) Date of occurrence .
{¢) Where did lnjury occur?
{Ciiy or town} {Cool (State)
(d) Did injury occtr in or about home, on farm. in industrial placc. in publlc place?

{Svesify type of place)
. {e) . qu! of lnjm’y

N e gt

(M D.or olhel:)

(Llo.mod Em.bnlmar 's Suumanl ‘on Roverse Side}

oL '

/ 4




STATEMENT BY LICENSED EMBALMER

- -

’ - Ihereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or bY......o..ovvururunisom oo oo .

E

Registered Apprentice No

working under my personal supervision. . ) . ’ - - 3

P. O. Address._.._..... K-‘ @ : M

- 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.) '

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




