DEPARTMENT OF COMMERCE THE STATE BOARD OF HEALTH OF MISSOURI O_,.-‘
i Stgie File Nﬁ

FURBA oF TR Cmesos STANDARD CERTIFICATE OF DEATH : :
ReEmm il ) ,ﬁ.w. Primary Registration District No__,éé_d__:._, Regisirar's No. 54‘;8

1. PLACE OF DEATH: 2, USUAL RESIDENCE OF DECEASED;
ACKSQ - Y /
(s} County J N - {a) State.. SE_QUBI ..................... (® County..... JACKSON
® City or town KANSAD _CITY oo KANSAS CITY
(Il’ouulda city or, town limits, write “RURAL" ond namo of township) (¢} City or town ] T '
{¢) Name of hospital or institution: . (1f ontside city or town Licils, write "RURAL")
L
GENERAL HOSPITAL NO, 2 (@ Strect No 1518 E, 24th ST. TERRACE }
(If not in hospital or institution, writs street Domber or Loca (If rural, give location)
{d) Length of stay: In hospital or institution i _HR,. 15 MINS, ’
) . : (3pecily whether (| (¢) Citizen of foreign country? KO (Ves or No)
In this community. 33 _YESa
*  years, months or days) 4 II yes, name ecountry. P .

MEDICAL CERTIFICATION
FULD NAME. BESSIE. __ GRIFFIN

20. DATE OF DEATH: Month... DEQEMBER 6y 29,

3. I . 3: () Social Securit
@ 1 e No ; "‘&Tk ’ year. 1946 hour, .. ; Eeicirssires minute,,,,a,ﬁ...:?..t...M.
name war. No...._ ) o R
/7= 7= & Blaa ]| 2. Thereby centiiy that T attended the deceased from DECEMBE
. 5. Color or 6. {a) Siogle, widowed, married, R . K
FALS olo vanol o g 29, - 1946, . DECFMBER 29, . 146.;
4. Sex. &l LM& ..... A race.... * divorced..._..... that I last saw h...-..i_'é-.&live om_QECEmlBER_ZS. 19..476;
6. (b) Name of husband of Wife. ..o comvrreeeee 6. {c)Age of husband or wife if || and that death occurred on the date and hour stated above. Duration
Jamea. Griffin alive.— ... years || Immediate cause of death... GEREBRAL. _V.A.SCUIAB .................................
7. Birth date of deceased......_QCLOber 16 1895 . . ACCIDENT
(Manth) . T Day) {Year)

8. AGE: Years Months D:;a If less than one day Due to., HYP,L‘.-RTENSI HLART DISE.’LSE. e
51 A /3 hr. min

Due to
o: Bithstace... ARGENDINE .. ... KaNSa8. 3|77 B
(City, tawn, or county} (Btate or foreign country)
T T ry ' nditi -
10. Usual °°':“p"‘i’-’“'""-HQ:USmj‘R--—--—-—-—----'-'-'ﬁ--»---'--------—-------'------ O(:Ll;;:: pm;n:::y within 3 months of death) &
11. Industry or busincss L T 7 e S PRYSICIAN
. - : Major findi : 17 A i )

8 ( 12 Name... BENJAMIN _JONES g || Mo, a2 -
B : ) ' ] l N R Underline
= 1 13. Birthplace L ) VIRGINIA : riveee — :J‘l'ﬁgﬁ'éii:ﬁ )

{City, wwn. or caunty) {3tata or foreign counlry) O ULODEY oo oo e eeeeeemmeeeee e eeeee s eee s eemesescer e ecmoesstmmeseesoeseseesnrme oeree] should ba
& [ 14, Maiden name . BLLEN A.NDLBS ON = . B . ' ' c.ha{geﬁ Bta.

prpronony 1 T | [p— tigtically,
g 15. Birthplace (?(}‘;‘%;VEP;.EYW ) (su%isrueenuﬁj,)‘ 22, If death was due to external causes, fill in the following: .
16. (a) Infortmant.........4H LIZABmm MILTON ,(,S.IST.-IRl ,,,,, (a) Accident, suicide, or homicide (specify) .
®) Address___._ 244D PASEQ (5 Date of occurrence

1 @ . BULLAl I ) Date thereo. _l%{ / ] @ Where didinjury ocour? Gy oo Cauniny )
) (Burial, cremation, orgfemoval) Mooty (Dad) (Your) Did injury occur in or about hote, on farm, in industrial place, in public place?

-
]

(@ Place._ burial or cremauoxL.ME.
18. “(a) ‘Signature of {iineral difector.....C
() Address. ._..__./

19. (@) J_Q_ééj )

Date received local repistrar)

Specityt Tof place)
d ’"DI';:; of injury... (f l

)

. While at work?,

23., Signature.) -9 ..... :un.&&.

Address, GENTEAY. HOSPITAL.

e (ML D, nralhcr}m Do ~
Date signed 12 / 30/46

(Begistrar's sigxnatorel

{Liccnscd Embalmer’s Staternent 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

working under my personal supervision.

icensed Embalmer No J 19 ’? /
P. 0. Address”z\jféd_w

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

Tf this body is not embalmed, fact should be 8o stated above.




