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

DEPARTMENT OF COMMERCE

AILES °’J’i’3ﬁ“i” 57/ 41

Registration District No...

THE STATE BOARD OF HEALTH OF MISSCURI

STANDARD CERTIFICATE OF DEATH

Primary Registration District No_-/_éo;—-

21000
2444

State File No..

Regisirar's No.

1. PLACE OF DEATH:
Jackson

2. USUAL RESIDENCE OF DECEASED:

(s) County : "y ate.__Misgonri CaSS /7
(%) Cty or town Kansas ©ity, k0. (e} Stat 3 1 ® County.._
(1f putsida city or town limits, write “*RURAL" and name of towsship) (&) City or town_ K. 1e8s ant Hill N O 2
() Name of hospital or institution: (lfoumdn city mrnlimm.-nw *HRURAL")
ldenoria a sree o Lexington AVE. o
{I'f not in bospital or institution, write street num i tion) {d) reet No (If rural, give location)
{d) Length of stay: In hospital or institution ays no /
- a d ay 2] (Specify whether || {(¢) Citizen of foteign country? (Yes or Noj
In this community
years, months or days) If yea, name country.
N MEDICAL CERTIFICATION
Full NAME. Jor 2] Frank Bon, : o
3. (b I veteran i 3. (¢} Social Security 20. DATE OF DEATH: Mon = SO {3
. oS M }‘mr._.z.z..‘#._z A & . m‘mute...-s:n._. it 8
name war Nowe B2l pnallr . - '
_ 7 21, 1 hereby certify that I attended the dz‘m rom DL ARy,
. | 5. Color or 6. (a) Single, widowed, married, " S -
maled|” " wmtiz - ied/, ) WL o7
4.' BT e race.....iLbask. L0 dworeed.,._..mal'r.l_e.(l that I last gaw b JFM aliveon. ... l_ _________ - 19‘_/7
6. (b) Name of husband or wife ... Oﬁ_ 6. (&) Age of husband or wife if and that death occurred on the date and hoffr stated above Duration
T
re Le Leland H QEM'"‘ years || Immediate cause of death :
7. Birth date of d d Jaly 1894 ) a ﬂfﬂ[fdﬁ ,V TM ot 50.5/5 - | 2EB
{Month) ) {Dny) {Year)
8. ACE: Years Months Days If less than one day Due to&ﬂﬁMéHyMﬂWﬂSé‘Awﬁ.!&‘{y /? 5.
5 2 1 0 2 9 ] hr, min,
_Pleasant -Hill, .Mo. O (| Pt :

9., Birthplace

{CiLy, town, or aoanty) (Sh_tn or foreign country)

Other conditions.

10. Usual mmu°°---:“'.1'i:'g-%&f%kﬁﬂl}-‘}&sg-gg—;l-;" (laclude pregooncy within 3 months of death) C ".);
11. Industry or business - S i Ii bt PHYSICIAN
I ‘ r findings: " : .
E 12. Name Je I'TY Hon ! / of-opncm‘:innq P .
> ? Ky . 7 Underline
-t the cause to
2\ 13. Birthplace g : : which death
{City, town, or county) {Bato or foroien ““"f Of autopsy.......o should be
g{ 14. Maiden pame._._...... .ﬁ_]_a.%& %}iﬁabgth Parrot m;m.
§ 15. Birthplace @i, = — PRI oﬂot:nc:ouugy) 22, If death was due to external causes, fillin %owmg
16. () Informant ur 3 ran]‘:’ Eon - (2) Accident, suicide, or homici (speclt'y‘l
o adaess_. Plepgant Hili, Mo. - () Date of oceurrence.._..s )/A-
17 (@ Bprial (&) Date thereof..._ O E ™ () Where did injury occur?_./J e T o
(Burial, cremation, ox removal) ., {Maath) (D") Vear) {(d) Did injuwry cecur in urna):ut home, on t'a.rm. in industrial place in public place?
(c) Place: buria! or cremation.... 4. 1@ a‘fi}f_ﬁ* ,.Bg'l g.&
H Allen Brov“nfle " (Bpecify type of pluce)
18. (o) Signmature of funeral director 1 * Whileatwork?____________o () Means of injury. N
©) Address__ Plegcant Hill, 0. . - ' M&O
-1 - 2} Bignat e (M. I}, 01 Other)
19. {a) =Y = — (M&ML—T’E} ) £-2-47
{Dats recerved locaWreristrar) (Registrar’s si; ) Address. .. Date signed

{Licensed Embalmer’s Statement on Reverse Sidc)



STATEMENT BY LICENSED EMBALMER

eby certif y that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by.

working inder my personal supetvision.

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

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




