S. No. 2 DEPARTMEN'T OF COMMERCE" THE STATE BOARD OF HEALTH OF MISSOURI

i FLED °’M’ﬁ“Y°”i”§ STANDARD CERTIFICATE OF DEATH sote rite w0 LA G2

o1 X47070 ’ g -
Registration District No._._ 4. L . Primary Registration District No.__.. %Jha_l.a Registrar's No___ig{_;s
1. PLACE OF DEATH: ' 2. USUAL RESIDENCE OF DECEASED; R
a : ¥
&= (8) County.._. Jackson @ Sate._M18s50Uri_ o couy...Jackson. 79
S || ® cityortown Kansas Clty \
%) (IF outside city or town lwmils, writs “RURAL" ond namas of township) (¢} City or town Kan Sas c 1 t 'v
= (¢} Name of hospital or institution: / {If outsidn city or town limits, write “RURAL")
= 2117 Forest Avenue (d) Street No 2117 Forest fvenue £
E ) (Il not in boapital or institution, write sireat number or location} (If rural, give location) -
&) (d) Length of stay: In hospital or inatitution N
Zz - 3 k (Specily whether (¢) Citizen of foreign country?. Q (Yes or No)
e In this community WECKS
b years, months or days) If yes, name country.
B MEDICAL CERTIFICATION
[ 3. PRINT :
< | 5 @ 1fves 3. (o) Social Seeurity 20- DATE OF DAy Mootk BX day : -
. veteran, . (e a urity
= N o} ~ No year. 1947 hnur._......___.__..._S_._._._.. -Mminute.__.__! 5 QA._M
name war. Q
& 21, I by certifgrthat I attended the deceased fromp
- =
EI le ;‘-‘ -s.j Color It;]re r 6. (a) Single, widévufcli‘.l mairrieed. 2. '/t = ,7___ 197, to._%.&v _ﬁ—f 19}‘ Z
[ 4. Sex.... %-"----"-'"‘ - "'g""‘g d.{ch.'\:ed__.._......._g...........{ jthat ast saw h — alive on 4/ - 7""f _— 1 Z H
E 6. {#) Name of husband or wife....ocococeceeeeee. ¢ 6. {€) Age of husband or wife if and that death occurred on the date ‘md,hﬂuf stated above. Duration
v ' allve.ye oo years || Immediate cause of death
- -4
< 7. Birth date of deccased April 7, 194% .. .. ) .
5 {(Monib) (Day) {Year) Vel S it (1Bt panen
-]
4 8. AGE: Yeary Months Days I less than one day Duye to
Z .,
8 - ‘22 ................. ht. ooe....min
a Due to SO
ag-;.— “s-Binpiace—_Kanses City, Missourl Q- TR T R T T
{City, town, or county) (Stats or foreign conntry)
s . . s - Other conditions..-..
% 10. Usual occupation Infant {locinde prognancy withio 3 months of death)
=] 11. Industry or business. o q PHYSICIAN
] T G || Py i ERN P E =
T 12, Name______ INDOREE - LEeW Of operations.. : . .
a a N N P e ed . Underline
7. |[Z\ 13. Birtnptace Sulphur Springs, Texad the cause to
= (City, town, ar eounl-:) (State or foreign country) Of att - ) ‘ should be
E é 14, Maiden mame _____1InEX_Smith 7 oy . N . E,hi:{'nﬁsta-
istically.
[ = .
E g }5. Birthplace. {Ioglwc}ffjn‘y i 830U I:i‘u P 22, If death was due to external catses, fill in the following:
& ‘6. (a) lnfo N e In ex Sm 1th - {e¢) Accident, suicide, or homicide (zpecify}
B ® Address..2117. Forest Avenue [ ® Dateof occurrence
i7. (a) __.:.,...ngzi_a.l .......... (&) Date thercof. 5/3/4 '7 () Where did injury occur? {City or town} {County) te)
N e {Barial, cremation, or remaval) ; (Mozth) (Day) (Year) {d) Did injury cccur in or about home, on farm, in industrial place, in pubhc plaoe?
. {c) Place. butrial or cremation..._.tht
EAMPEP | O T I - R .
- 11, (aJ‘ Signatare of funeral dxréctor... A No” “)of ln.ll!rY—-—- ________ ol A
®) Address_._... /o _e-z.'}_ :
(M D grodiet).

19. (a) - P e b,
{Date received lmglre:isuar) . Date gigned_¢

(Licensed Embalmer’s Statement on Reverse Side) ) : r;

i (ﬂ;ﬁnmr'l—dm;r- )- i




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,

Slgned *'QM/"?"‘(/MW

Licensed Embalmer No \_? ? é/

P, 0. Addres \j@jjgé/‘i%@/

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Fai{ﬁ:é to comply with

the above constitutes grounds for revocation of license.)

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




