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DEPARTMENT OF COMMERCE

Registration District No_/gf__

THE STATE BOARD OF HEALTH OF MISSOURI

"EbN"5q 1947 STANDARD CERTIFICATE OF DEATH
Primary Registration District No_/n‘a__.‘;k_,

State File No.

13443 &5

Registrar’'s No.
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i. PLACE OF DEATH;
Jackson

Kengsas City

(I outsido eity o town limits, writa “RURAL" und name of township)
Name of hospital of justitution: 1 d

General Hospital No.

{a) County.
(8} City or town

(e)
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Missourl ®) County
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(5f outzide city or town llmlh. writa ¢ IKUBAL

4801 _Roanoke PKwy. . . .

(e}
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e

.-

(If not in hospital or institution, write atreet number or lacation) (d) Street No..... (1 rural, give bocation) d
{d} Length of stay: In hospital or Institution days - ) A
(5 {Bpecify whether || (¢} Citizen of foreign country?. o {Yes or No)
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years, months or days) If yes, name country.
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}s Color ur 6. {a} Single, widowed, martied, APrl pril 11 47
4. Sex F divorced.M.ﬁ(a.H{.:_G[ rZ}élt Ilastgawh er alive on Aprll ll 19..%..?:
6. (¥) Nameof hushand of Wifeoo—..sseecemee. 6. (€) Age of husband ar wile if || 2nd that death occurred on the date and hour stated above. Durati
uration
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(Moath) (Day) acute congestive heart fallure
8. AGE: Years Months Days If less than one day Due to
2 2 g ht. min
B8 13T e SR POO
i
9,. Birthplace ________ 1 es:lL_L__:&"d [ Chia- / . - N -
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10. Usual oceupation Howuwse wide v tileis Include progaancy within 3 montha of death) \ po 2y
11. Industry or busi Wi o PHYSICIAN
A B]Ol' ndings:
E 12. Name ? Af/. A e {5‘ NN "{:, ¢+ -, Of operations o hUnduﬁne
= | 13. Birthplace /a h’qalvh) N&i6 the cause to
(City, to regunty)” ’8 /(?;nworl‘muneounuy) Of autopsy should be
E 14. Maiden name..... L@ 3. 7“ < chaged sta-
Eg 15. Birthplace "R ) /d “ Kmﬂ:%ﬂg" 22. If death was due to external causes, fill in the foflowing:
¥, vm. of county,
16. (g) Informmant. .‘I/C.C.. A..S_ N , (8) Accident, suicide, or homicide (specify)
. {a o e B A R I .
(3 Addrem ﬁ/fo I o.ana ](h I‘f s Mn (6} Date of occurrence
17. (e} LA Lo, ! (b) Date thereof .( a)/ A () Where did injury occur? (Cnrarto:-n) (County) (State)
(Bﬂmﬂ- oremation, or removel) "‘“‘"’ ““) (d) Did injury occur in or about home, on farm, in industriat place, in public place?
{c) Place: burial or cremation..._..7 0 res 7‘ Iyl 47 &
1 , - « {Specily t. f plase) L. o
18. (s)- Sigmature of funeral director. LA i _Mt MR While n: Woljk".._.____._'_.'_._.__......_, (")” ‘i&p 1y uf 15517 3 A Sl
. . . Tt il - B
()] Addresaé_.iéa.‘ Ao« W Z(J‘
2% Signaturée? L7 T .ol | 4) Ol A .

19. (a)

Sz Az
{fate received bocal refi 1)

{Begistrur s signature)

........ - (M. Dyor

- Med. Dir.

Gen' l HO.S'D ¢. Patesigned._.._...._. -

{Licennsed Embalmer’s Statemaent 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

__________ ....r Registered Apprentice No

working under my personal supervision,

Licensed Embalmer No....._ 347 ©

P. O. Address.... . /f//- M a

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

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