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

DEPARTMENT OF COHMERCE

£l ILED

ration District No.. j

STATE BOARD OF HEALTH OF MISSOURI

S FEB 1 9 1948 STANDARD CERTIFICATE OF DEATH state Pie o OO
7

1. PLACE OF DEATH:

(@) County._ Jackson

(b) City or town...... __Eansas Cliky

{1t outaide city or town tlmits, write “RUNAL" and name of wwnahip)

(¢) Name of hospita) or institution:

General Hospital

Primary Registration District No../. & 0 gl . Registrar's m._"__—_______582._.
2. USUAL RES!DENCE'OF-DECEASED: (
(@) smeMisgourj ® CountyJ agkson %
@ City or town..... Kansas C ity

$2 ) ’

- {If notin bocplul or institation,

(d) Length of stay: In hmpltai ot [nstlfution._ 16 DIS...

write atrest number or location)

(Specify whether [

(1{ outalde city or town limits, writsa “RURAL™) 9’
(@) Street No. 1816 Grove

(If zural, glve Weatlon) @
(#) Citlzen of foreigh country? Ko (Yes or No)

% (c'l Place burlal or crimatlo fi&}sﬂ. e S__
18 (a) Slg‘nsture o! funeral duec:;l - R—

19. (a) RR-5-¥6 ®

{Date received local registror)

(Day) (Ysar)

St_reet

(Aexistrat’s dmtrri

23, Signnlnre...... ............... (M. D. 0

In this comMmURIY.... ooooeee 25 _years
yéars, manthe or days) If yes, name country.
3. {2} PRINT Clarenae Davis MEDICAL CERTIFICATION
FULL NAME
20. DATE OF DEATH: Month...JANRALY..day..... 50,
3. (b) If veteran, 3. () Social Security year 1946 heur._ B minute....20. A m
name war, No.mnon,e__._..__.-_.
21. T hereby certify that I attended the deceased {rom..... Januazw oo
5. Coloror 6. (o) Slngle, widowed. married, 59 ' 19,4 _Jamar .
.. Male ] Negro dvorcly, Married ’ 4.6 730, 15. 5 4
4. Sex VO e that [last saw b iM _alive oo JALVATF. . A0g e s cmny 1986
6. (b) Name of husband of Wife.........mwrrme 6. (6) ARS of bushgod'or wife if || and that death occurred on the date and hour stated above. Durati
F - . Huraiton
Ruth alive__.__. Eﬂ .years || Immediate cause of death. COrebral -Apoplesy -t
7. Birth date of d 4. May 30, 1894
{Moath) {Day) (Yeor}
8. AGE: Years Monthe Days If less than 0;12 day Due to
51 8 o 4
hr. i
r min . {/ﬂ N . [
9. Birthpl Paola Texas 1 {3 3 W
cee s+ ——=--—(City,own,orcounty). . - _._ (Stateos loreign cauntry) i A - : R
abor Otber conditiona LT e o
10. Usual occupation L er e T - - (Inclndo pregoaney wir.!ll.n 3 monthks of death) T
LR . A | B o
1. Industry or business_ 1 O1E : - PHYSICIAN
p ajor indings: —_—
{12, Name___._.._ _Frank Davi 8 Of operations........ .
= v ; .T - 1,,-, A~ oo R L T T hUnderlme
= Birthnlm ennesseq : : the cause Lo
- (City, u:lln or eyunty) . (State or forcign eountry) Of autopay.... . ¢ R eatd be
2 [ 14. Maiden namé ” unter / - —r e an- Ly I . ciha{gcﬁ sta-
=d. tistically.
§ ‘i- Bfﬂ.hl‘hﬂ T mmm,) . (;Eueutifnlse?:g&uy) 22, 1f death was due to external causcs, fill in the following: R
16. ()., 13;0,...,.“. .Madioal Beco rda Lihrari an i (a) Accident, muicide, or homicide (specify) :
& Addreu...........__Geng.ra.l. _H_os_g:g ta.l. 4"2.____ || (&) Date of occurrence.
. {r) Where did injury 7
. @ - (ﬁ%mmlm ;r:z—;:-—l)_ (). Date thum'- B oeer {City ar tawa) {County) {Stata)

{d} Did injury occur in or about home, on farm, tn industrial place, in public place?

W‘mlc at work? . - 0 S———

Adriress Genera

(Licenaed Embalmer®s Stalement on Reserse 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 byv.....
Eteeerereeseemnemneeasssan - N b Registered Apprentice No ,
working under my personal supervision -

;ce,;;;;;;,,.ba.;; vo. 22700
b.0. stteen L7 20 M- S

Note- The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (leure to comply with
lhe above constitutes grounda Tor revocation of license.)

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




