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" DEPARTMENT OF COMMERCE

sILEDStp 3

Registration District No._ . / ¥f___

HE STATE BOARD OF HEALTH OF MISSOURI

'ANDARD CERTIFICATE OF DEATH
Primary Registration District No._ /& & 23—

State Fite Moy € (VDA
32393

Registrar's No.

1. PLACE OF DEATH: 2. USUAL RESIDENCE OF DECEASED;
(a) Comnty Jeckson Co. @ sue MiSsouri & County. JBCkSON ff
{8) City or town Kansas Lity
{1f outsida city or town limits, write “RURAL” nnd pams of 1ownship) § 4
() Name of hospital of Institution: @ Cityor tOWn-——------I‘\gan (ﬁﬁduﬁy or nhmlll. 'nl.o H-Ul'lAL' } —---‘;—_-—‘—‘
General Hosp; #1 801 Iast 14 c
St - - (d) Street No........... b g .
{Ifpotin ori write steeet or location) {1f ruzal, give location) [ o
(d) Length of stay: In hospital or Institution 11 days ¢
3 O {Specify whother || {¢} Citizen of foreign country?._........,.._.M....................................(Yes or No)
In this community years
years, months or days) If yes, name country.
MEDICAL CERTIFICATION
. PRI
b3 EMNT  JOHN,H BRIGGS
TR Yo Sec 20. DATE OF DEATH: Month__ A3 day. 1.8
. veteran, €, Socin urit hal
I‘IO - 14? Ol 4 7 year. 94 6 heur. minute 1 5 PM
name war. No H
21, 1 hereby certify that I attended the deceased from._...,Aug L T
. el d 5. Calorar * fte 6. (a) Single, widowed, married, |l 2 10,46,  Aug. 18 1646,
\‘_a e " o | oy .
s tale Y | white ] geeaBivOrcedh o hives aliveon caLia__;;4 .
6. (&) Nameof husbang or wife 6. () Age of husband or wife If || 2nd that death occurred on the date and hour seated above. Duration
! - alive.—.....___years || Immediate cause of death
7. Birth date of deceased....... OV o 1886, . [ Pulmonary.embolism
{Mocnth) {Day) {Year)
8. AGE: Years Montha Days If less than one d.ay - —
29 8 ,39? 7 hr. min, || 7
|| Due to
o. Birthplace.......... .80 AT _C/ cm_nty Ma__{) -
{City, town, or county) muu or foroign country)
di
10. Usual oocupation laborer O(Lhc'r fn;;mhn:y wilhin 3 months of death)
11. Industry or business_ 004 JjODS Y PHYSICIAN
. Neme Sanford J Briggs .- | Mg fnding:, AT T
) - / b Underline
& 13, Birthplace Kentueky. .L the cause to
d (Ciq,mwn.fﬁna-; L - (Btata or foroimn cdeaten) || * Of autopsy.... LS ahove should be
a 14. Maiden name._..... 48T A be tneJ e ememee e ] N i " |charged sta-
unknown (} L : . Jtistically.
S | 15. Birthptace 22. If death was due to external causes, fill in the following:
= . (S1aja or forcign cxnmuy)
(a) Accident, suicide, or homicide (specify)
{b) Date of occurrence,
() Where did injury occur?
(City or tawn) {County) ({0t
(&) Did injury occur in or about home, on farm, in industrial place, in public ptaee?
18. (o) Signature of funeral director.._. of inipfy.. . V.
47
® Addrm —k
(M.D.oro
19. (a) S-20-Yb 0 "
(Data reccived local réristrar) (Reristrur's sigpatate) . Date signed.

{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...... R

s (O K (Geuttrritd

Licensed Embalmer No 3?3 '7

P. O. Address..... /( ......... . [ .......

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

working under my personal supervision.

“ If this body is not embalmed, fact should be so stated abave.
e

b



