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

DEPARTMENT OF COMMERCE

BUREAU o¥ THE CENSUS

PR

THE STATE BOARD OF HEALTH OF MISSOURI

~STANDARD CERTIFICATE OF DEATH
Primary Registration District No............ ../d_OL

State File No‘___4.00'(_}.{.,
Registrar's No.....__ 51?1_ !

ED JAN
1. PLACE OF DEjJé.ﬂékson

Registration District No...._..........
(a) County.

(5 City or town_.._. K&ﬂs.ﬁ.sc_i.ty ......

4} foumdo city or town limits, writa "RUR,
{¢) Name of hI{ltal or institution:

C.General Hospital No.

{If not in hospital or institution, write street number oz bocalion)
(d} Length of stay: In hospital or institution.___h daY

3 yrs.

d name ol’ w-rmhxp) -

10

{Specify whether

In this community.
years, months or days)

2. USUAL RESIDENCE OF DECEASED; %?, |
I

@ s, Missouri ® County..d B8CKksON |
(¢) City or town K&nsas Ci ty “ !’\’U ﬂ’ }-’

(If outside city or town llﬁ , writg “RURAL")
@) Sueet No §201 Vilson o

{If raral, give location)

{¢) Citizen of foreign country?

(Yes nryé)

If yes, name conntry.

.

MEDICAL CERTIFICATION

3., (a) PRINT
F{TLL NAME__ _.__._-.__Glﬂd 5 Foster
3. (8) If vet 2o (c) Soclal Securit Z0. DATE OF DEATH: Month Dee ~day 1oth
. veteran, 3. (c a. urity
ear...._..._...19..45_...hour ................. _laﬁMnute.a.o.....R.t...M.
. mame War..... T e
= 21. I hereby certify that I attended the deceased {rom.
}' 5. Color W,ﬁ. (a) Single, widowed, married, | — ] 2_.1_4_ 19 to __'Lg _15_4_5 19 .
. ] ’ 2 ARSI, | N— ) to._. L el SO SIS § - M
4. Sex / | mce divorced. AT Y 4& 1last saw h QX aliveon._.. 1-2.._.__ l,ﬁ_..-_ﬂ.'s...__.. SO | NN H
6. ‘ﬂ I(ame of husband or wife.._..__... {c} Age of husband or wife if || 2ad that death occurred on the date and hour stated above. Duration
rﬂ‘ ‘iﬂd alive.....o 8. 2= years || Immediate cause of dea
upture ¢ f uterus
7. Birth date of deceased., ' L9 4 (5 p
{Month) (Day) {Year)
L4
8. ACE: Years Months Days If lesa than one day
9. Birthplace_...#7 &4

10. Usual occupatio

Other conditions..

11. Industry or business

{Tnclod we;nnnny--u;;nSmonunolduth) l\_,l Qa/

{

PHYSICIAN
s i || P ot 8@ S8TGAN. Section. =
h
220 () hecause to
Of autopay. - :Jl;:rggg ge
See above. .. A IR IEA vy

22. 1f death was due to external causes, fill in the following:

(a} Accident, suicide, or honuctde (apecify)

{¢} Where did injury occur?

(City or town) {County) (31
(d) Did injury occur in or about home, on farm, in industrial place, in public place?

iyt
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STATEMENT BY LICENSED-EMBALMER. - L
.
. 12

I hereby certif ¥ thit the body whose iame is recorded on the reverse sxde of this cernﬁcate was embalmed by me, or by. epreenenid !

1.

e eemeeme e e oo ab bt eee oo eeeeen : ", Registéfed Apprentlce No.

working under my personal supervision. . = ~.-

- +P, 0. Addre

Note: The above MUST BE SIGNED BY THE LICENSED El\IBALl“ER in his OWN HANHDWR ITIN (Failure to comply with
the above constitutes grounds for revocation of license.)

If this bodykls not, cmbalmed fuct should be 8o slul.ed above. . -
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