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. Registration District No. ____ Primary Registration District No..._... “é_Q.Z_ Registrar's No. ¥
1. PLACE OF DEATH: 2. USUAL RESIDENCE OF DECEASED: .
. .
{a) County. JBOKS on (a} Statr__..M..i“S..s,ourfi O] County Jagkson #/
@® Cityortown...._ Kansgas Qity. .
{If ontaide city or towa limits, write “BUNAL™ and name of township) (¢} City or town Kansag e i t y 2 |
{¢) Name of hospital or institution: / (If ovtaide city or town limils, write “RUKAL"") =
1607 Genesee Street (0 sweet o 1607 _Geneses Streat x
{If not in hospita) ar institution, wrile streat number or lacation) {If rural, give focation) L |
(d) Length of stay: In hospital or Institution Ko
8 {Specify whether || (¢} Citizen of farelgn country? L] {Yes or No)
In this community____.. l yaars
years, months or days) Ii yea, name country
MEDICAL CERTIFICATION
e William Mahoney
N w80 11
o o 20. DATE OF DEATH: Month... JUIR8 day. ‘
. veteran, . e urity lg*ﬁ l.l 25
........ SR .1 ,AOMO [ ——. O}
e v NonO o, UNLkTIOWN ous e |
21. I hereby certify that I attended the deceased from
a‘ 5. Color or &. (a) Single, widowed, j 19, to, . 19,
4. Sex Malse I r“"whi te d.worceé., ngle ~{| that Ilastsawh_____aliveon ...
6. (b) Name of husband or wife.__.o....—.. 6. {c) Age of husband or wife if || and that death Mcuw |
: Immegiate cause of d i
' || 7. Birth date of deceased........ ALla. . - o A
» ) e o (Month)
% - .
2 8. ACE: Yearn Months Days 1E less than one day Due to
'l

- 62 (o 21 | .

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

/ Due to -
9. Birthplace........... AAAEAE AL : R -
{City, Llown, or county) {Stata or forcign country)
. - . [a]3} diti :
10. Usual occupation Lab O re r o {[;:]Tx:]‘::m‘gn:::y within 3 months of death) DJ
11. Tndustry or business. B¢ O _St0ckyards C ° . : : 0‘ Z[ POYSICIAN
. Major findings: . , v _
= 12. Name__...__.___.‘._._..ymown o - ;.B)f operations I L ‘ I‘ e .
E U kn q hUndetl.me
z 13. Birthplace. n own :vlflceglégtg
(City, town, oe cianty) * (Btato or foreign w‘;‘i"’) Of autopsy..........d.- eemem—|should be
5 14. Maiden name .. L] aun c;:at{czgiata-
) s tistieally.
§ 15. Birthplace TR aspp—— Un@ogﬁﬂ, — gu,) 22. 1f death was due to exfernal canses, fill in the following;
1% "(a)‘ Info‘ . mekeepar ? 7‘ {a)} Accident, suicide, or homicide (specify)
() Addr K.Co Stookyards 00. « -+ {{{#) Date of ocourrence
17. @ ._m.-BurJ.al . Date thereot. 8219 =46____ || @ Where did injury occur? (City o« towm}____(Coaaty) Grote)
. J{Barial, crecation, o removal) (Month) (Day) (Year) (d) Did injury occur in or about home, on farm, in industrin! place, in public place?
e ) Place: burial or cremation M 1§ o. Qalvary,K. GC.Kan. . N ‘ Vi
+ 18. {(a} Sigrmture of funcrnl directye 13rt -me ral Home Wlule at work 7, X 8 L{ .
& addres_K8Ng8B City... '
oo botb- Pl ol , S - '
. {a - r__ f~
. (Date received local registrar) Addrﬂs e f s effpied & Jf L1
.: . (Licensed Embalmer’s Statement on Roverse Sldc) / I




STATEMENT BY LICENSED EMBALMEKR ~

L] T : . - )

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by.

ooy Registered Apprentice No ,

working under my personal supervision.

' \ -
. ‘_Licensed Embalmer No‘ #0 7\‘,’
P 0. Addres: s K' c: 31/(\?__:

Note: The above MUST BE SIGNED BY THE LICENSED 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. .

t




