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FEDERAL SECURITY AGENCY
ational Office of Vital Statistics

“HIELF 1%

Registration District No, ...l

MISSOURI DIVISION OF HEALTH

STANDARD CERTIFICATE OF DEATH
Primary Registration District No/_é..QZ-,-..

1374
408

State File No.

Registrar’s No.

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

1. PLACE OF DEATH: 2. USUAL RESIDENCE OF DECEASED:
Jackson . g
((:)) ((::;umy ) K ansan o ity (a) Smtdiﬂﬂﬂ.dﬁ.l_.__._ (5] Cnunty....lI&QkB.Qn___._-._{/
4 . T i
¥ or tow (If outzida cit y or tawn limita, write “RURAL" and name of township} {(¢) City or town..... K ﬁr] SE8 c 1ty 3
() Name of hospital ot institution: ¢ {If cutside city ur town limits, write “RURAL")
Colvins Rest Home (& Street No ’4-317 Woodland (F
(If not in hospital ar institution, write street number or location) (If rural, give location)
(&) Length of stay: In hospital or institution ... pod:] 5 Wiile}:! :
ngth of stay n hospital o ution.. J{ - - i (&) Citizen of forelgn country? Lo {Yes or No) 'J
In this community 61 years
years, months or days) If yes, name country.
MEDICAL CERTIFICATION
dple ruNt Thomas H. WEST
- . _ 20. DATE OF DEATH: Month... sLAN. . day. 8
3. (&) If veteran, 3. {¢} Social Security No. 2 5 P
pame wat. no —_none_ . _ year hour.— mingte =M
21. [ hereby certify that I attended the deceased ffom ... .. ..7..
5. Color or 6. (a) Single, widowed, married,, - ] (28 . oL
v s maleC race.Whit el divareedip ld owed. < 10 O
6. (¥} Name of husband or wife....—.. 6. (¢) Age of husband or wife if Duratio
—_Martha West nlivc....___._:._s_ymrs «3%
7. Birth date of deceased..... L1 L )
° onl?:?y (Day} (Year)
8. AGE: Years Months Days If less than one day
S u 6 l lg hr. min ‘ s
0. BirthplaeL._:Z_._.__B_QBj._Qn.x;mm v
{(City, town, or county) (State or foreign conntry)

10, Usual pccupation........... E__ d:.;th __(_mm_d;.)...’:..m

11. Industry or b Labor Herald i PHYSICIAN
. or Ondings: . ——
é 2, Name....., ...__Thnmas gBEt s - Of operations. Ulnderline
=\ 13. Binthptace : Ireland & 7 3 } L the cause to
’ (ﬁlr- , or connty) (State ar foreign country) Of autapsy whichdeath
5 4. Malden name. ] W -1 " ICh“ i’“‘ﬁ st
5 Birthpl Ireland ¢} . tistically.
g 5. place TR T p—— 22, If death was due to external causes, fill in the following:
16, (o) Informant Mrs.. 01119 Prince ) « || @) Accident, suicide, or homicide {epecily)
(8} Address Wichita Kanses (6) Date of occurrence
17. (8) Burlal. . . ) Date thereof | Where did injury occur?, S P ™
{Busial, eremation, or removal) (Mooth d (D"’ (Year) () Did lniu.ry occur in or about home, nn fax-m. in'industrial place, in public piaee?
) Plage: burial or cremation s t Mal"y t 5 ellle tery
18. (o) Signature of funeral d%&a]-lgdy aMﬁG:llley__EyJﬂr ‘ While at -wo!k? A 7} AMenns of injupn_ f—’;_{_
. ansag Clty, Missourl._
@ Adgpes ZE v/ i 23., Signature__ L (M. D. orulhu)_Q&a
19. (a) (Dnuuuwud? (Reglstrar’s signat Address............. _"/A{- > ‘7 > f‘

{Licensed Embalmer’s Statement on Reverse Side)




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorWe reverse side of this certificate was embalmed by me, or by

D‘U\A ﬂ-q FD\ ’X_Y\\ QJ,Q(,CS?- Registered Apprentice No. ,

working under my personal supervision. % X%ﬁ
Signed,

- _ Licensed Embalmer No...... 6/& é 3
P. O. Address.... / .ﬁ€ %a

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

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




