S, Ma. 2 DEPARTMENT OF COMMERCE STATE BOARD OF HEALTH OF MISSOURI

oz e BRSO 30 1945 STANDARD CERTIFICATE OF DEATH suie e NS AAG...

. 5«17-39

Month) (Deyl (Y:

=1 X33637 || Registration District No.....ﬂ........,._z..yj Primary Reglstration District No.__.l.é...gnz-.-..— Regisirar's Nowe.____.. 303: ,L
kA 1. PLACE OF DEATH; Jackaon 2, USUAL RESIDENCE OF DECEASED:
»
a {a) County.. Mig souri Jackson, /%FJ
= () City o7 town........ (BB AS City @ State 0 Comty 2
[=] ) {If omtaide city or town limits, write "R URAL” end name of township} (¢) City of town...oceeers v K_anﬁ 8 City =
; a (c} Name of hospital or Institution; / T outeide nhy ot town Hmits, writs “RURAL"}
o 3210 Wame (d) Street No.............3210 YIaYne X(
[ (It not in hosplta) or Institagion, writs street samber or Jocation)} {ifraral, glve location)
5 (d) Length of stay: In hospital or !nstitution. b +Ls P8
12 _—  {Specity whetbar || (¢} Citizen of forsign country? o, {Yes or No}
In thi unity.. hhﬂ .....................................
é nyur:. Enonth or dy“.) If yes, pame vountry X —
=,
- MEDICAL CERTIFICATION
@ || 2,{3 EBINF  John Ford Neaml
: o - 20. DATE OF DEATH: Month__ 9W1Y *day. 19
§ . (D) veteran, no. 3. :) &dﬂ. nsecoﬂ!‘i. ty year 194’5 hottr 5 345 adnute A. ”
- rame v o ° 21. T hereby certify that I attended the decepned fmm.ﬁ‘;/ V. Yl ot 0
= 0 5. Colar or 6. (o) Slogle, widowed, lnamed) 19....... % 1995
u{ 4. Sex__!‘ale .—:::-«-vn’lj-t’e divorced...kf.,.!:.ried that Ilast saw b /ig,e. alive on_ .{/ / “"/Q’J " 19._.... .
Z 6. () Name of husband or wiﬁ ereezorrreemnressreres Ga (€) Age of husband or wife if || 20d that death occurred on the daré and hou? stated above. -
; Florence : 1 alive Bug@ol@,m Immediate cause of death
g 7. Birth date of deceased I:ri];) 4 ]; 7% s CEt A 4
Mont {Day] Year,
] Lttt CilAkodl Tt
o 8, AGE Yearn Months Days If lesa than one day Due to e
g * ".70 -3 5 br. min. Due
to
2 5. Biotace Indiana / :
Z (Ciw.m?t.; or f]mh“) (Btate or forslgn eountry) | 777 [ : T ! [’u
- Otherconditions...o oo I e,
= 10. Usual pccupation a : amo (lnf:rua. peequancy within 3 monib of desth) ’\ N S —
& || 11 1ndustry or busi X SoeEsT l, PHYSICIAN
f g 12. Name Thomas Neal . l”.?’.,. ' o
> : o nderline
3 13. Bisthplace unimown, g_.1 the cavse co
. {City, town, or sonnty) {Siats or forelgn conntry)
5 £ ( 14. Maiden name - Stuart Of autapey 'rhould':)‘f
£ unknown tstically,
B 'g 15. Birtbplace P T ——— G w’r“n GZ‘“") 22. If death was due to external causes, fill in ihe following: :
E 16. (a) Informant . Bﬂ.lph Neal » ‘ (a) Accident, suicide, ar homicide (specify)
: g ©) Address_ 0020 Wayne, Kensas City, Mo, - {5) Date of ocenrrence
! 17. (@ ... marial e (8) Date thereof—__T=@L=4B | (& Vheredid injury accur? et i

(Cx (Comaty)
(&) Did injury occur in or about bome, on [arm. in Industrial place, in public place?

(Buarial, cremation, or removal}
{c) Place: burial or cremation, mn oo

18. () Sistars of fpers drecer ST & MGCIWG‘ While at work? o 5 e o -~
() Address 5235 Gillbm Plaza’ K. ..’ HO.. " 7]

o Z=20-Y5 M«L% 28 Signaturel | ke
B e e S Atk (Y0 L DZ.

(licensod Embalmer’s Statement on Reverse 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

L Registercd Apprentice No S—— -

a? VA 42&_“1

) ' Licensed Embalmer No, / g ¢¢F
’ s L P. O. Address ]r p M

Note: The above MUST BE SIGNED BY THE LICENSED El\‘lBALN[ER in hm OWN HANDWBIT]NG (Failure to comply with

the above consututes grounds for revocation of license.)

- If this body i ls not embalmed, fact should be so stated ai)ove.

working under my personal supervision.,




