V-;Nm 2 DEPARTMENT OF COMMERCE THE STATE BOARD OF HEALTH OF MISSOURI A 1 510
100M—5-4
Rev. s-17.339 [] LJ.E(BE JEIAN 2 1 1945 STANDARD CERTIFICATE OF DEATH State File No
1 xseer 1002 : 57
Registration Distrdet No.............. Primary Registration District No... Regisirar’s No.
1. PLACE OF DEATH: k 2, USUAL RESIDENCE OF DECEASED; é
Jackson . .
' E {a) County - @ State_ MISSOUT1 . __ ¢ couny_ T0@Ff ayetfe’ _}[
=) @) Clty or town..._. LANSAS _City A
(] (If outxide clty or town limits, write “RURAL” and name of township) (¢} City or town.......... Hi Z2EINISV i 1 l e ﬁ
3 [} (¢} Name of hospital or institution: . 0 (If oulside cily or town limits, write “IURAL ) s
= St. Jdoseph Hospital @ Strest No , Y
= {[f not in bospital or institution, wrile strest number or locati (If rara), give location}
5 Z {d) Length of stay: In hospital or institution.. _ ___ — Pl B ¥ AGlerl o . . ] /
/2 (Specify whether {¢) Citizen of foreign country?. (Yes or No)
. In thi ni .
x;:n:. :;T::-uor 'l.‘.l’;yn) v If yea, name country,
=1 MEDICAL CERTIFICATION
Bl i AT Tilliam Kelly Tanue 5
< . - 20. DATE OF DEATH: Month $8NRUATY 4,
3. (&) M veteran, 3. {c) Social Security Jear 1946 10 S0 569’ -
ﬁ name war. no No none
21. I hereby certify that I attended the deceased from
E 5. Color or 6. () Single, widowed, ed, Jane 5. 1046w 9.
;L 4 Sﬂ-—-m@l--emqgj-" rce WR1LE] diver ETaa /g that [last saw hLI _ aliveom . __. Jan. B . 1946
E 6. (8) Name of husband 6. (¢) Age of hushand or wifé i and that death occurred on the date and hour stated above. | Duration
i SO, <o e 2D o < % P S yeara || Immediate cause of dcath...-CEl’.ﬁbr.al....h.e.HlQ_r_ITl‘l_.a.g!;#..a.g.. a
Al 7. Birth date of deceased...... ... ot A oo I~ J
c 5 (Month) (Day) (Year) 7
= .
H 4 8. AGE: Yeara Months Days If less than one day Bue to E sse nt l ﬂ.l art e rial hyp errens i 0
&
. 5 78 hr. min: [l 1 e to Generalized arterio- N
eix Bl 9 Birthplace Yirginia } sclerosis years
% . {City, town, or county) {State or foreign conntry) N
UHJ 10. Usual occupation farmer o — : 3:2:1:::’:3:;::;’ within 3 mantha of death) E [ —
] 11. Industry or business f\“#j PHYSICIAN
jor findings: N
5!' g 12. Name _Jerrv Kelly - : Magfr o;?mnng:nsm«-,---- - ,[f];U . Underline
2 1E 15, Bithptace Ireland 4/ L{—/ the cause to
i ' ~{City, 1o or T untry) wh y Idb
S || 1e deiten mame TR et SulTtvanT Y Of autopey _ . Sharredoa
f-" b ! tistically.
E §{ 15. Birthplace. (City, town, or covaty) (iii}dngmuﬂ 22, 1f death waas due to external causes, fill in the following?
= 6 (;') Informant Mrs. Adams, neice . (2} Accident, suicide, or homicide {specify)
B : (6) Address Hig{zinSVi lle 1 Mo. () Date of occurrence
17 @ TemOVEY (5) Date thereot. L=9=46 () Where did injury occur?, Wiy o iara (Gownin)
(Burial, cremation, or removal} -— . , (Monh) ﬂ’-ﬂT (Yean) || () Did Injury occur In or about home, on farm, in industrial place, in puhhc place?
() Place: burial or cremation... tie &L 1 svi lle, Mo.
18. (a} Signature of funeral director. Ce " G, leinershagen " White a 7y (S‘.muv(?)”gr""hujoi isjdey- LA
® Address_ Higginsville, Mo, 1/ no - P
/ - VCP ® m z ﬁ éz. 575 4 : 23, Signature ¥ M. D.orother) Y.
1. @ (Data received local resistrar) ) " Regitrorssignafar) Kddrese /Cu . Date gigned {2/, X%
(Licensed Embalmer’s Statement on Reverse Side) [




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 ,

working under my personal supervision.

Signed et emeruemeeeamnemeeeemeseammaat seeemeemsetamees meeinn

Licensed Embalmer No.

P. 0. Address

Note: The above MUST BE SIGNED BY THE LYCENSED EMBALMER in his OWN HANDWRITING. (Failure to comply with
the above constitutes grounds for revocation of license.) .

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




