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L I
USE UNFADING BLACK INK;MAKE A PERMANENT RECORD

WRITE PLAINLY—

-

DEPARTMENT OF COMMERCE
BUREAU OF THE CENSUS

THE STATE BOARD OF HEALTH OF MISSOURI

ANDARD CERTIFICATE OF DEATH
Primary Registration District No...._. /O_QJ-_—

30183

Stale File No.

1. PLACE OF DEAYH:

(s) County Jackson

Kapnsas Gity

() City or town

(¢) Name of hospital of institution:
nenai ﬁo spitel No.

1 g

(14 nutnda city ar town Limits, write * *RURAL” and name of township)}

Regisirar’s No,... -__38.53
2. USUAL RESIDENCE OF DECEASED: %
(@) Stae. il SS0Uri ) County... dBCKSON 7
Kansas City =

{c) City or town
If oulaids cily or town limits, write “RURAL'™)

421} Wegtport. RA4.

g

18. (a) Signature of

16 (a) Infarma at.

it Addiess General, Hospital No.

1 (aW ugnl. mml.hn. o ro-v

A%%

(Moath) (D

{c) P‘lace. burial or crematio.

18. (a) ol
{Date received local registrar)

QA&(IJ) Date thereof. Z‘:Zé _%é

(Yeoar)

P—y B (d} Street Neo.
(If not in hoapital or institulion, writs street himhur or location)} (Ifrural, give location) d
Length of stay: In hospitat or institution . 1_m0O . . H._4Jays
@ oat stay: o hospital or fatitatio —{6$aa=ify ! l.br_f (£) Citizen of foreign country?.....o bt . oo......(Yes or No)
In this community ... e S
years, months or days) If yes, name country.
T MEDICAL TIFICATION
3. () PRINT Harry Cabell CAL CERTIFICA
Full NAME : Aug. 11
T @ p— 20. DATE OF DEATH: Month day.
N eteran, N Social t .
3 O Itv W i e year. 1‘946 hour. 6 minute. 40 P' M.
name war. NO.WM. .
21, T hereby certify that I attended the deceased from
Male * Color W 6. (a) Single, widowed, married, ,-July ] 1946_. o ftug, 11 19____4:.6
4, Sex T T4 / Q..j.'..‘t—-e divnroed._.._s..i.ggl.e.. *that I last saw h 1l alive nr: 1ug . 1 l 19 %
6. (b Name of husband or wife....——.—... 6. (c) Age of husband or wife if |} 3nd that death occurred on the date and hour stated above. Duration
alive__ .. lmmahate cauge of death
arcinoma of lung
7. Birth date of deceased March 6, 1878
{Month) {Day) (Yeer)
8. AGE: Years Months Daya If less than one day Due Lo
68 — ——
b b hr. min.
Due to
9. Birthpt -.Montana /|| - -
{City, {State or forvign munuy)/ \)
| l n onditions
10. Usual occupation dry helper O(:E:;;c pregnanay within 8 months of death) ,f“l /IV\
11. Industry or business Noorhnd L PHYSICIAN
] . ot findinga: N
By Name Not known, _ . 72 Of operations Gaderline
H / the canse to
=3, Birthplace . - : Iwhich death
wo of eunn&y : - tate or foreign country Of autopay.. shou e
Kot Knan Gitate or f Y oy None 1d b
g: 14, Mmden pame o charged sta-
. . q tiatically.
B s Bu’fhnhﬁ- . 22. TIf death was due to external causes, filt in the following:
= , b s ﬁa é ﬂi ‘(State or foceign euunfry)
‘ ooy cor erk ~. - (s} Accident, sulcide, or homicide (specify)

Date of occurrence.

(c) Where did injury occur?

{City or !n'n) {County) e)
) Did injury occur in or abeut home, on farm, in industrial place, in publ.l.c place?

® X el MW
(Registrar’s signatore) Address

WhilE at work?..o o el

RN, £l = W (M D. nrot%
Med . D___r. Gen'l Hosp.natmﬂed 43

.

(Licensod Embalmer’'s Statement oo Reverse Side}



STATEMENT BY LICENSED EMBALMER

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

............................ . - Registered Apprentice No

working under my personal supervision.

S O A
i

V2 YA

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

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



