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

DEPARTMENT OF COMMERCE
BumrEAU OF THE CENSUS

THE STATE BOARD OF HEALTH OF MISSOURI

ST ANDARD CERTIFICATE OF DEATH

.

state Fite Moo 320D

N R
E LJuuig(D Wil __c/ t..;__ Primary Reglstration District Nu_/ﬁ Q 2._ Registrar's No. N 49 1}9
1. PLACE OF DEATH: 2. USUAIL RESIDENCE OF DECEASED:
Jackson ?f’
(&) County Xansag GiE (@ state___ Missouri ® County.. d2cCkson
(&) City or town 7. -
{If outeide city or town limits, write  RURAL' and pame of towmshin) || () City or towm...... Kansas City -3
() Name of hospital or institution: (1f cutaide city or town limits, write “RURAL") Xl
Trinity Lutheran Hospital (&) Street No....3415_Genessee Streset
{If notin h lar i Jon, write strest o ) (If vural, give locaiion) 0
{d) Length of stay: In hospital or institution 8 HO_‘U.!‘B ) Yo
8 H (Specily whether || (¢) Citizen of forcign country?, (Yes or No)
In this community ours ;
yenrs, months or days) If yes, name country,
. it MEDICAL CERTIFICATION
o) PRINT  BABY CHAFMAN :

3. (b) If veteran, 3. (¢} Social Security

20.

DATE OF DEATH: Month __ /27

Z

minute.
name war Yo No. None oS
/ 5, Coloror 6. (n widowed,) married, W o
4. Sex.F_gng_-g..l.m mce..."_'f.b.’.i_t._e-.._ divorced that I last saw h alive on. 5. .
6. (1) Name of hushand or Wife....—. 6. () Age of hushand or wifeif and that death occurred on the date and hour stated above. Duration
alive o oocoeoo...._years | | Imm t of death . 0 ‘y - s
7. Birth date of deceased November . 27 1945 = A ﬂﬁ\@ }#
(Month} {Day) {Year) L/
8. AGE: Yeara Months Days If less than one day Due to
- - ~ 8 hr, min
! U Due to
9, Birthplace Kansag City Missouri
(City, towa, or county) . (3tate or forcign conntry) = T , : a -
. l‘I QOther conditions, —
10. Usual occupation one T . (Toclade pregoancy within 3 months of death) {) "/
11. Industry or business S E : v ) ‘, - J PHYSICIAN
= or finditga: . \ }
H 2. Name Clarence A. Chapman _ 5 "Of operations - - .
= | 13. Birthplace____CTONE N Missouri SRS - : 2 ihe cause to
Gy n, or cpun| (Stato or lcreign conntry) .. . . . \
£ { 4. Maiden name: Hiidred “Rhaergon 70" 1| of autopsy S S hould be
5 Kellog Iowa / tistically.
& { 15. Birthplace - p—
= {City, town, or county) (Stats o= forcign countey) 22. If death was due to external causes, fill in the following:

16. {a)
&)
17. (@)

Informant GlArence A.. Chapman
Address___ 0415 Genessee Street s

Cremation (5) Date thereot. 11/ 30/ 1945

{Burial, cremmation, or removal} (Month) (Day) {Year)
Place: burial or cremation... BLIIWOQ! !L.Geme tary

©
18. {a)

&)
19. (a}

Address, 104 West 42nd Street

/.J_Zuﬁ.( ) .@7

(Regigirar's signatore)

Slmmre of funeral director.. Freemen Hortuary & Cha-'pdl .

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

(b} Date of occurrence

{c) Where did Injury occur?

{City or town) (County}

(d)

Did injury oceur in or about home, on farm. in industrial place, in public place?

(State)

iy type of plece}
y M

FEFEA

Uy s

(M D.orother)_

{Date received local registrar)
3y

(Licensed Embalmer’s Statement on Reverse Side)




.
1

STATEMENT BY LICENSED EMBALMER

-

I hereby certify that the body whose name is recorded on the reverse side of thig certificate was embaln'-x'éd by me, or by'

% W i S , Registered Apprentice No...

workitig under my personal supervision.

s W bl 2 /° o

- N " Licensed Embalmer No é(\j \5 3\

P. 0. Address / oz ()ﬁ o,

Note: The above MUST BE SIGNED BY THE LICENSED E;\IBALI\IER in his OWN HAI\DWRITING. (F:ulure&-émply with

the abhove constitutes grounds for revocation of license. '
If this body is not embalmed, fact should be so stated above.



