~

DEPARTMENT OF COMMERCE

Primary Registration District No. __/:_é.é_é:. Regisirar's No.

THE STATE BOARD OF HEALTH OF MISSOURI - 1 3‘)2

EIEED e 7 148TANDARD CERTIFICATE OF DEATH e File o

Registration District No.___._(_{’_‘.z_.__..

1.
(a)

{8} City or town Kansas City

{c) Name of hospital or institution:

PLACE OF DEATH:

County..... SacKson

{If autside city or town limits, writs “RURAL" cod name of township)

St., John & Benton Blwd.,

(d) Length of stay: In hospital or {nstitution

In this community 27 vyrs
yoars, manths or days)

{If not in howpita) ar institution, write strest nomber or location)
no

(Bpecify whethor

2. USUAL RESIDENCE OF DECEASED:
{g) Btate Mo ) County Jackson

(¢} City or town Kansas City \-'_?

{If outsida city or town Jimits, write *RURAL")
@ Street No. 0910 Norledge

(I raral, give localion)

(¢) Citizen of forclgn country?. no (Yes or No)

If yes, tame country.

3.

bl RRINT Mrs. Barbara Doyle

MEDICAL CERTIFICATION

.
o Py 20. DATE OF DEATH; M??mh / day.. L F
. veteran, . (e a. urity v
.......,.,__ho S =, minute _ ff M
name war. no No.___ DO year.. /. f”yé nr. // minute. ¢
21, T hereby certify that I anended the deceased from
5. Color or 6. (a) Single, widowed, married, 19
Whit . : e
4. Sex Female race hite dlvnrctd_mnr_l_ed. -1l that I last saw h alive bn i L
6. () Name of husband or wife.._.._—............. 6. (¢) Age of husband or wife if || 2nd that death occurred on the date and hour stated above. Duration
H3illiam J. Dovle auve___‘g:_%"_______ _yeara In%edi;te cause of death
7. Birth date of d 1 3 28 1905 NP . ekl M
(Manth) (Day) (Year) G gestins) W\?«% Lt -
8. AGE: Years Months Days If less than one day Due to
40 . g 21 hr. min
Due to =i
9. Birthplace.__valentine - - Nebmska ./ || : Y
(CiLy, town, or conaty) {State or forcign country) {\
. i , Iy Other condit] et
10. Usual occupation Housewife , .. S N L (In:;;g::" ""', Ty “'Fﬁli” PR (P D b ‘
1L. Industry or busi Home e G 174 ON4L\ B _...| PHYSICIAN
, ) M.;unr findings: POL ,:’7 .
é 12. Name__-{3€0 rge W. Bowman i . b - Of operations......t..\....f. WOE?}_ Hgim-__ .Underﬁnc
> : ' 4 Pray h
&= U 13. Birthplace Iinknown , ; R o the cause to
(City, town, or county) =~ ' . ﬁ-Ssale or foreign country) Of autopay.... Aya-u] bTFT) should be
é 14, Maiden name _.._.___0LE la ... Mll er ) - . 1 {charged ata-
£ U ' 0 .. sty B .’W ittt = Jtistically.
15. Birthplace_._____AnKnown It . Rl P
3 o City, fown, ov couaty) PP S Y 22, 1If death was due to external causes, fill in the following: ,
16. (a) Informant William J. Doyle S L4 7 || () Accident, suicide, or homicide (specify)
) Address 5010 NOI'].E&FB {t) Date of occurrence_.....,/.._-:zn/ ij_é
17. (a) Burial '7 (b) Date thereo. 1,22 ,46 (e) Where did injury occurt. “‘“"“‘"‘{ . 7 tConnta) T otal
{Burial, cremalion, or remaval) . . (Moath) (Day) {Year) (&) Did injury occur in or about home, on fa.rm. in industrial place, in public place?
(& Place: busial or cremation. S5 _Mary's: Cenetery aillne
e . - : . Sheil.s i LN 1ffe)
18, (a) Signaturé of fuperal director.. John P.. Sheil.. i . . i = E:piul’yt(je'])n:il';:an’ of m,urymf-.
@) Address Kansas Gity, Mo. ' ’ ),
’ 23.
. @ L2~ El ) Kt liliare. Bl aratd]
@ {Dats received Jocal regisirar) (Registrar's signatare) |l Address /yw Aﬂ//}% Datc ﬂ;zned/" Zo- .2,6

- (Licensecd Embalmer’s Sta

tement on Reverse Side)
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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 ...

................... , Registered Apprentice No........

VAo,

P. O: Address...... /féé/@/"f

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWI‘\T HANDWRITING. (Failure to comply wi
the above constitutes grounds for revocation of license.)

working under my personal supervision, o=

If this body is not embalmed, fact should be so stated above. .
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g BUREAU OF THE CENSUS, STANDARD CERTIFICATE OF DEATH State File No.

DEPARTMENT OF COMMERCE THE STATE BOARD OF HEALTH OF MISSOURI ﬂ _[:

Regmtraucn District No. ’ Y' q Primary Registration District NOZQO_Q? ...... Registrar’s No..... 3_3_-7_

1. PLACE OF DEAIE q 2. USUAL RESIDENCE OF DECEASED:
ta) County.... U o (2} State : {3) County.
(d) City or town. ...\ K A .
(If ontside city or tokn limite, wri (¢} City or town........
{c} Name of hospital or institution: {If outside city or town limits, write “RURAL™)
(If not in hospitnl or institution, write street number or location) {d) Street No (I rura, give looaton)
(d) Length of stay: In hospital or institution
. {Specify whether (e} Citizen of foreign country? oy . (Yes or MNo)
In this community. [
years, months or days) . If yes, name country. 4‘"
3. (g} PRINT - . MEDICAL (__':ERT]F]
FULL NAME.._ " AALD- AA y ?
3. (b) If veteran, 3. (CL cial Security - \7
name war. NO M - .,.:A
3‘ 5. Color 01 6. {a) Single, wi married, 10
4. Sex race . L . S 19, 5
6. (& Name of husband or wife.......oo oo : Duration
7. Birth date of deceasedwg"- ..................... L Fractumd S'k'u-ll LCrushed n'hn st
(Alonth) and Pelvis
8. AGE: Years Months gt Due to. . AnLo. Treuma
Al
ra /? 2 || pye 1o, ftmbulance hit fixed object
9, Birthplace.__ V. M"
} (State or foreign country) 2
Other corditions
10. Usual cccupaiipn (includs pregnancy within 3 months of E%ITIOE AL
11. Indusiry or Nhei . = 0 eeeeeernen| PHYSICIAN
. _ Major findings: "55} r“ OH
5 12, Name Of operationd.. oo "'_, Gﬁuﬂl Underline
> . A Foe ﬁﬁ&@ the cauce to
f \ 13. Birthplace =g oS which death
o {City, town, or county) (Stake or foreign couvntry) of autops:f,...:.).... f i{l : : should be
. i hatrged sta-
g { 14, MAIGER DA e [ o tistically.
B . o 7
& | 15. Birthplace , fill in the following:
= ity i or conmty) (Siaty or Toreigm comnieg 22, If death was due to external causes, int E; ow:‘n‘;i &
(g) Accident, suicide, or homicide (specify) cciden
16, (¢} Informant 1 8 .
. (4) Date of occurrence =19-4
() Address
: o () Where did injury occurz.. Jo. C_Jaekson Co Mo
17. {a) (&) Date thereof (City or town) (County) (State)
(Burial, cremation, or removal) (Mcnth} (Day) (Year) (d) Did injury occur in or about home, on farm, in industrial place, in public piace?
(¢) Place: burial or cremation. Public Place 2
) ) (Specify type of place) Lo
18. (a) Signature of funeral director While at work? ... . 110 (5 ii;::: of injuy Thnto. Trauma
b) Address b
® 23, Signavuge Dr James C.Wallker,C 01’07‘1&1 D.ora f
19. (@) ® y 424 Froffessiom] Bld 5-20-46
{Date received local repistear} (Registrar's signatore) Address Date
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