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

DEPARTMENT OF COMMERGE |
BUREAU OF ngﬂ

E STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH siae pite 10 2D

1. PLACE OF DEATH:

{2} County
() City or.town

Jackson

Kansas Vity

(¢) Name of hospital or institution:

General Hospital 0

(If outside ity or town limits, write "RURAL" and name of township)

Primary Registration D¥strict No....éé_d_g—- . Registrar's Now.eno...... 34&21
2. USUAL RESIDENCE OF DECEASED:
(a} State Missouri (5) County. Jackson %?
(¢) City or town Kansas U it J 2

{If not in hospital or institution, writs streat

at-Ur e

'(Il'onuide city or town limits, write “RURAL’™")
@ SueetNo...Helping Hand Institute ¢/

(1E vural, give location)

(d) Length of stay: JIn hospital or institution No o
24 ears (Specify whether (¢) Citizen of foreign country? (Yes or Nao)
In this community 'v a
wyears, months or days) If yes, name country............. e,

MEDICAL CERTIFICATION I

3ute PRINT Barl iladden Aumist
e 20. DATE OF DEATH: Month 2 &0,
. , 3. i urit
3. (B) If veteran © a y year. 19 hour 3 e D0 ¥
e eeemee ek m_ S L C— T, VO -
name war 21. 1 hereby certify that I attended the deceased from
5. Calor or 6. (o) Single, w:do_Bei married, d uiy 30 19.45to Aucust 20 1945
vorce 3
4. Sex Ma 0 ace divorced... h?l last saw h. .'LEL alive 0N ... }}U.g.ust,ao S 19.,&5
6. () Name of husbandgpr wife......— ... 6. (¢) Age of husband or wife if || and that death occurred on the date and hour stated above. Daration
i Immediate cause of death
S o el M her SOV yiam ;
7. Birth date of deceased ebruary 15 188 myocardlal insufficiency
' Bonty @ar) o || uremia (/. 2. 0. (ﬂ M) |
8, AGE: Years Months Days If less than one day Due to
6 1 6 5 5 hr. min
Due to.
9. Birthplace e’ ™ _._.._._..?
{City, town, or county) {Stale or forcign country)
: Other conditions, P
10, Ustal 6CCUDALION —omoeroer e PRI DNt (Include pregnancy within 3 months of death) P
4
t1. Tndustry or business 1 ?} > PHYSICIAN
Major findings: -
5 12, Name Robert Madden Of operations.......... I : Undesti
: nderline
=
2= | 13. Birthplace A i ;i Pﬂf . /) ‘ hich denth
ag<MaMann tate or foreigm conntry Of autopay.... should be
& [ 14. Maiden name charged sta-
g I ow a tistically.
15, Birthpt i ing:
g irithplace. T P—— Guate ot Pyt ey 22, If death was due to external causes, fill in the following

16. (a)

(6) Address

17. (a}

(2]
18. (a)
)]
19. (a)

ospital '‘Records

Informant... ..
K.

C. General Hospltal

Removal

{Burial, cremation, or removal)

Place: burial or cremation

(b) Da.r.e thereof.
Creston, Iowa

8-21-45

(Mprik) (Day) (Year)

Signature of funeral director. ,Q P2 7Y A o
Address cﬁansas fov Mo.

t?-' ’VS’ (b)'&

(Date received locsl remistrar)

" (Registrar s siznatare)

| Address. 25

(a) Accident, suicide, or homicide (specify)

(b} Date of occurrence

() Where did injury occur?.

{City or town) {County) {Stai
{d) Did injury occur in or about home, on farm, in industrial place, in public place?

‘While at wor ARG of jnj ; !D Q ...........
is. Sigpature-N e = .D.orother}...___...

‘gﬂe:t&l_

{Licensed Embalmer’s Statement on Reverae Side)



'
PR

STATEI.H-ENT BY LICENSED EMBALMER

! I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, orbry

[

A’r@/’——’é % ’777”6?:7@{&” , Registered Apprentice No.. 34 0/7

working under my personal superviston.

Signed ’ée/cﬁufz/ﬁ 7724:&‘7&:/

- ~' Licensed Embalmer No. 5{ o 7

- P.O. Address 550? @WL/

Note: The above MUST BE SIGNED BY THE LICENSED EI\lBALl\IEB in his OWN HANDWRITING (Failure to comply with

the above constitutes grounds for revocation of license.) e . ¢

If this body is not embalmcd,_ faqt should. be so stated above.




