" 5. No. 2 DEPARTMENT OF COMMERCE THE STATE BOARD OF HEALTH OF MISSOURI 3 482

P pomyormmemms . --‘STANDARD CERTIFICATE OF DEATH Stte v o
2o I XaseT1 Eg § 5 ﬁ Ea M_l 19‘6 Primary Registration District Nom.‘a_a_;-J ;?Ql'strar's No. 3101

1. PLACE OF DEATH: -~ 2. USUAL RESIDENCE OF DECEASED:
(@ County...dackson - o || @ state.. MO ® Coumy____J ackson %
® Cityortown.. Kansas. C ity Y. 2
(1f ouiside city or tnwnhmn.s. #rita "RUBAL" ond name of township) (¢) City or town Ka"g 59 C 'I'l' v
(¢} Name of hospital or Institution: {If outaida city & town limits, writs “ AURAL") =
1738 Winchester Ave.. J e @) Street o 1738 _Winchester ¢
(17 not in hspital or institution, wriio streat numhe.r m’lnca (If raral, give location) I
(d) Length of stay: In hospital or in-'""_ﬁnn ) .
l_‘ » (Specify whether {¢) Citizen of foreign country?. . .. _..J10 {Yes or No)
In this community 1 yrs
years, months or days) If yes, name country.
. MEDICAL CERTIFICATION
3. (&) PRINT
' Full. name_. Wdlliam S. Armstrong . . . 7 - g
TR (0 Soctal Seeurity 20. DATE OF DEATH: Month day... 15
. eteran, <3
A year. 194‘6 hnur.__.._.._12.........._.,.minuteAM.A'l...E..M.
name war. ne No. no X |
21. T herebs certify that I attended the deceaseg, from |

—— WATIRT) .2
divorced Wildrrl qnat ITast saw the [t A

Male O

5. Color n‘ 6. (¢) Single, widowed, married,

4. Sex
6. (b) Name of hushand or Wifé........coc.coer. 6. (6} Age of husband or wifeif || antd that death occurred on the date a hour st Ed above. Duration
aI’y Jane Je lle_y'_ ________ alive __?_ ______ years Im%us& of death..,._. ~
- : : s ez '
7. Birth date of dececased....... ___._2/2_1/_1866._.,____,_.____._,_________,__,___ e 7 W o
{Month) {Day) {Year) . -

8. AGE: Yeara ‘Months Days ‘ If less than one day Due to. -W

8 0 4 24 hr. min.

Due to
9. Birthplacem..... b0 ton =Moo FA) - ) L
(City, town, or co! l.y) (Sutc or foreign wuntry)'

10. Usual oocupationﬂ...‘...........ﬁe.t.ir.ﬁd....la.b.or.eI'..‘...........H:A:*........ Other conditions

{loclude pregoancy within 3 moaths of death) q % :‘

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

11. Industry or business L/ PHYSICIAN
- . Majootg findinga: . I . —_—
e . o voe . opetations...... ) hal

E 12, Name, Wt 4d-Jaghd : O hUnderlIue
=\ 1. Disthplace.___ AS tnn?_Mo .- e pusete
" y. to!m, ar count$) * - (Stata or fureign coantry) . Of nutopsy . should be
ﬁ 14. Maiden name. y - charged sta-
= Unk (4 - tistically.
< | 15. Birthplace Il 22. If death was due to external causes, fill in the following:
- (Cily, town, or county) - {State or fursign r.uum.ty)
16. (a) ;nfoan_m_Wm . G. AI'_m_S t]:Qng e h(“) Accident, suicide, or homicide (specify}

() Address: ... lOOE...Bennington .__K.__c [y Date of cccurrence

- Where did inj oocur?.
17. (@) . -.Bma-l—--—-—-_... {#) Date thcrm! ? ________ () ere did injury cocur s Pt P
N (Burial, cremation, or Temoval) ""” U3y (Year) (d) Did injury occur in or about home, on farm, in indostrial place, in public place?

(<) Place: burial or cremation ... ..___.__._._-E;B.S tOnrMO‘ ..... -
18. (a) Signatire ‘of funeral director. .._J_Ohn P Sheil : o g 2:;:;)of miurY - S—

() Address n,Kansas City, Mo, S oD
1. (o 2=d = é? ® Al Fof L N - S A e

{Date received 1 registrar) {Registror’s signature) i h - Date s

(Licensed Embalmer’s Statement on Reverso Side) S?’




O R

"STATEMENT BY LICENSED EMBALMER

-— . - L]

working under my personal supervision.

.

Note: The above MUST BE SIGNED BY THE LICENSED EI\IBAL’“FR in his OWN HANDWR ITING (Fallure te comply with
the above constitutes grounds for revocation of license.)

" -

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




