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WRITE PLAINLY—USE UNFADING BLACK INKE—MAKE A PERMANENT RECORD
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=ILED

DEPARTMENT OF COMMERCE

Registration District No..._ L. [,

'fHE STATE BOARD OF HEALTH OF MISSOURI

B"m" =il CE“ﬁJS2 2 1946 STANDARD CERTIFICATE OF DEATH
Primary Registration District No......[.._é_..o_?_:.-’

State File No.

13318

Registrar's No.

i. PLACE OF DEATH:
(&) County Jackson
(% Cityor zow:Kansa.s City

1F ontsida city ww-ﬁhmu. write RURAL" and nama of township)
(¢) Name of hoapu;al or imstitution:

..... North East. Hogpital

(If not in hospital or iDstitation, writs strest 0

ber or boc:

2. USUAL RESIDENCE OF DECEASED:

@ State Missouri

(¢} City or town..g.g.'n_sa t}t
(lf outside city or wowg limits, write “RURAL™)
Street No_BSBSEaBt 9th

{If roral, give location)

J’acksoi

74

4

(%) County.

(d)

d) Length of stay: In hospital or institytion...... L0 @ M oo LA d
(d} Length of stay: In hospital or ins é:on (Specify whether || () Citizen of foreign country? (Yes or No)
In this community . A
years, months or days) If yes, name country,
MEDICAL CERTIFICATION
3.,§% ERINT David William Popp Aoril
NAME pr 5
(o) Social Security 20. DATE OF DEATH; Month day
5 f N 3. (¢
3. (B i veteran N None year., 1946 hour. 'I \ minute '1 Z A M
name war..NQ No. .Y ‘
21. I hereby certify that I attended the decea.ed from. .y ) .r ‘
Vel 0 5. Color or & 6. (¢} Single, widovied. ;iarﬁed. DU0 A AN 104 L, 10 s ; ax ‘glj ia
& e . single N .
4. Sex e | racon ohe d“"’“"’d—“g“(j that I last saw hogee. alive on . -3 loﬁé
6. (4) Name of husband or wife... . ... 6. (c) Age of husband or wife if || and that death oocurred on the date and hour stated above. Duration -
alive. ... yEALS jey cause of death.... % TR
7. Birth date of deceased.. Apri‘l 5 1946 .............. 4%& gorerereeereeereees
(Month) (Day) (Year)
8. AGE: Years | Months | Days If less than one day ‘Due to.,
6 hr. min
Due to

9. Eirtnplace. Kansas City Missouri

{Gity,

wn, or county) "(State gr foreign coxntry)

10, Usual cocupation

-
[

. Industry or b

Other conditiona
{Inclunde pregnancy within 3 months of daath)

PHYSICIAN

13 Bmhplace.K"Wsas Gity, ! MiBSOUI‘i v
DETSTHY “Thtise AtkTHg™ loeimcommn
Plattaburg Mo. n

{12 Name BAmmME Wm:Popn: ] L

15. Birthplace

MOTHER FATHER

{ 147 M:uden name.

{City, town, ot county)

B N (Stato or l'mn conatry) -

a o 1]Ild Wm'- POD ...........
" :b)) :::m 3835 ¢ Oth K’ansas City, o,
17 @ Mt Washington ® Dite thereor- ADTLL (8, 1946
‘: (Brmnl.mununn nrrun:n‘_{ (Month} (Dey) (Year)

(¢} Place: burial or cremn_tmn._._.

18. (a)

t%rgtonw--- |

jor findings: Ll -

Majer findings: Wi ¥

’ / -~ Undetline
the cause to

¢ iwhich death

should be

charged sta-

tistically.

Of autopsy........

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

(a) Accident, suicide, or homicide (gpecify)
(¥ Date of occurrcnce
{c) Where did injury occur?
{Civy or Lawn) (County)
(d} Did Injury occur In or about home, on farm, in industrial place, In pubhc place?

. (Specify typa of place) .
: eans of injury...___. 7 S




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.

P.O. Address./g...d .................

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING, (Failure to comply with
e t.hc above constitutes grounds for revocntmn of license.)

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



