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PLAINLY—USE UNFADING BLACK INK—MAKE A PERMANENT RECORD

,
D
-

WRITI

DEPARTMENT OF COMMERCE
BUREBAU OF THE CENSUS

Registration District No.— £

STATE BOARD OF HEALTH OF MISSOURI

FILED oc 23m§TANDARD CERTIFICATE OF DEATH
¢q..

Primary Reglatration District No._._.__, / 0 O 2

32766
Af152

State Fils No.

Registrar's No.

1. PLACE OF DEATH,
(c) County... Jackson

(&) City or town_... K.an sas Cltv -

([ outside clty or town limlts, write "RURALY and name of lnwn:kln)
{c} Name of hospital or institution:

Little Sisters of. the Poor A .

(f not in hospital or institolion, write street number or Jocation)
(d) Length of stay: In hospital or institudion.. L1 Months. ...

11 Months (Spocily whether

1o this community.
years, months or days)

2. USUAL RESIDENCE OF DECEASED:

@ swte MISSOUTE 4 comsdackson ZF
@ Cityorwwn_Kansas City >
(1f outaide elty er town limite, write “RUNAL")
@ smeetNo5331_Highland Y
(If rural, give locatlon) o
(¢) Citizen of foreign country?. (Yes or No)

If yes, name country.

Fulf RAME_ CAROLINE LYMAN
3. () If veteran, 3. () Social Security
name war... AV O No None
5. Color or 6. (¢} Single, widewed, married,

MEDICAL CERTIFICATION

dnyUCt

minute P M

20. DATE OF DEATH: Month. 2.5
yeaf, 1945 heur. 10;30

21. 1 hereby certify that I attended the deceased from 9. U11€__28th

19....4.5tn O c t 5 19.& 5 19

4. Se.x..‘tl.e.m..amle white -1 dqumgd_.S_mg:l-..g._é.’. that I last s‘a\v L € ra!ive on Qct 5 1 94 5 193
4. (b) Nameof husbandorwife .. . ...cccecoe.o.. 6. {¢) Age of husband or wife if and that death occurred on the date and hour stated above. Dur
AliVer ... yeArS | Immediate cause of death. ation
7. Birth date of deceased.. £ €01 1874 Bronchisl Prneumonis 5. .Lays
{Maonth) (Day) {Year)
8. AGE: Years | Months | Days If lees than one day pueto. ChTONiCc Myocarditis 1l _yea
71 8 | 4 b, min || Do, APterio Sclerosis 15 yea
9. Blrthplnce......._.__.A t Ch iS Qe .Kan Sas /
- {City. town, or county) - - (Stata or fureign country) - . PR = " o n
Oth nditions.
10. Usual occupation. None (In:Ifn:: m:m, witkin 3 months of death) - }l
11. Industry or business ' SR __D . PHYSICIAN
' or hndings:
E{ 12 vame Fred Lyman Bl cnerneions 7 —

: " . . S nderline
=l place No record & e o e rdertine
= 3. Birth {City. county) (Stats or forelgs coatry) Of aut : N Q which death

3 u H
é{ 14. Maiden name......... ﬁar ar%" Miller 3 / antopey fllz::l:':el;'?s&e
= - recor = = - Sresy
g 15. Birthplace iy o, mu‘}; 9 ¢ G 'ming“m) 22. If death was due to external causes, fill [ the following:
16. (2) Informant ::I ﬁu ‘)t" Mj (a) Accident, suicide, or homicide (specify) I
{» Addreu...:i...‘?..?’.. A 9"‘5 e et s e (&) Date of occurrence. ... —— = 0T
1. (@ {¢} Where did injury occur?, o
- town) (County} (State}

&) Date thercof,
@ ther ‘]EMenui?ang(Y_au)
S

/0'?—-7(" ®

19, (a)
(Date received Jota! reaistrar)

(3
(d) Did injury oceur in or about home, on f&rm 1o fndunatrial pla.ee in public place?

(Licensed Embulmer's Statement on Reverse Side) -l b .



-

STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is rccorded on the reverse s:de of this certificate was embalmed by me, or by

.

Reglstered Apprentzcc No, ’

working under my personal supervision. - o ,

' ‘ | Licensed Embalmer No. ?LO { &
' i ' P. O. Address 5 duw @o&: \-/H{a-.‘" g

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDW[RITH\G {Failure to comply with
the above constitutes grounds for revoeation of license.) . .

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

'y T - ~t ¥ T




