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

DEPARTMENT OF COMMERCE
BUREAU OF THE CENSUS

SALER-MAR.29 138

THE STATE BOARD OF HEALTH OF MISSOUR!

STANDARD CERTIFICATE OF DEATH

Primary Registration District No..._...

9509
1608

Stgte File No.

7T F A

Registrar's No.

1. PLACE GF DEATH:

{a) County
(&) City or town

Jackson
Kansag City

(If outside city or town limoita, write “RURAL" ond name of towmship)}
(¢} Name of hospital or institution: 0

St. Joseph's Hosplital

{If not in hoapital or institution, writs street nu.mbegm tion)
(dy Length of atay: In hospital or institution .

2. USUAL RESIDENCE OF DECEASED:
@ sae Missouri

A

3
AV/
o

Jackson

() County
Kangasg City

{If outaide city or tawn limila, writa *"RURAL" )

6337 Walnut Street ..

(if rural, give locatjon)

{c) Clty or town

{d)} Street No.

fy whesher || (¢} Cltizen of foreign country? L (Yes ar Na)

In this community.... %. o —-

yoars. montbs or doys) If yes, name country.

MEDICAL CERTIFICATION

Full NAme_ MRS, JENNIE WISHART P
TR By oy 20. DATE OF DEATH: Momn March. day.._ L

B veteran, . (e, a urit;

: II Y year. 1947 hour. i minute, -~ , M.
DAIE War Q Now...atr Bt e R - 7
21. I hereby certify that I attended the deceased {rom. /_2.—1_"[,7
/ 5. Color or 6. {a) Single, widowed, ied, ’\ - 10, to /'y / Ferd mﬂ,
R v et ©lF e, e hete s R — 21

4. Sex Female | race White dxvorced”,‘m_lgat‘l last gaw halte”. alive on..........)%a&lz Qr l!L’f.Z

6. (b) Name of hygband or wife............c.oeer.. 6. (¢) Age of husband or wife if || and that death occurred on the date and hour stated above. Duration
M . Wl sh_art alive o Immediate cause
7. Birth date of deceased. .~.___/____________ Y ‘ 3 -------- S— K‘Eﬂ!‘yd
(Month) Day) (Year)
¥ t =5
8. AGE: Years Months Days If less than one day :
?4 2 7 PR . |/ S 1 ¢ | T b
T ue to
" 9. Birthplace. A (%3 / - -
(State or foreign country)
10. Usual occupation.........£, Oehe‘r fmdmnm’ within 3 b of death) S
11. Industry or bu iness v i/ PHYSICIAN
7‘ Major findings: G\ q “ —
E 12, Name_.._... ______ ko Of operations_...._ .
= i [ Underline
;f. 13. Birthplace ::1;1335;3
(Cny,wvn,wwunt ) Suuur fwelgncou Of autopsy...... ahould be
5 14, Maiden name.__. b A S * 1 * |charged sta-
tistically.
Eg 15. Birthplace FreTmar————r—y e o een e 1 22 1f death waa due to external causes, fill in the following:
16. (a) 1ﬁomanL.__H“&;:Ql@"_E._-__l"'j__ﬁ!lﬁrt (c) Accident, suicide, or homicide (spediiy)
¢ Adires_6337_Walnut Street ) Date of occurrence
. Removal ' ® Dnt: thereaf. 3 = 10 = 194% (&) Where did injury occur? T pe— o o
" : " ot town, Counf
(Burin, cremation, or remaval) (Magth) (Day} (Year) (&} Did injury occur In or about home, on ‘frarm. in industrial plaoe in public place?
(9 Place: burial or eremation Kelispell, Montana .
N | ;
18. (a) Smnature of funeral director. Freeman Mortuary &_Chapel While at work?._____ [Specify t(’;l)” o :;;;)of Y ........._..-.._g_.J
¢ Address. 104 Wont 42nd, St. Eapsas Qii:y 4. - by &2
23. Signature_ _ - =¥l (M.D.orother)
19. - -
(@) (D-te receivad i } Addmss_/_a_‘!-_‘f_ﬁ"_'{ A st f ,/ J...._.__.__‘:' 4fD:-lte signed ._ﬂ“_"‘_" ‘f)

(Licensed Embalmer’s Sta

Vita,

tement on Reverse Side)




STATEMENT BY LICENSED EMBALMER

1 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,

Signed /7"% ! M éﬂww-fﬂu )

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in hls OWN HANDWRITING. (l‘mlure to comply wil
the above constitutes grounds for revocation of license.)

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




