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

DEPARTMENT OF COMMERCE

RLEDFER 17 :
Registratlon District No lgila Y f Primary Reglatration District No.____L O3 Registrar's No........ 490

THE STATE BOARD OF HEALTH OF MISSQURI 4_'714_

seay or Tax Coxie STANDARD CERTIFICATE OF DEATH State Fie o

1. PLACE OF DEA
?a ckson
{a) County

() City or town Kangas C1 ty

{¢) Name of hospital or institytion:

General Hospital No. 1

{If outaida ciLy or town limits, write “RURAL" and name of township)

(d) Length of stay: In hospital or institution 2.488ys

In this community...........
years, monlha or days)

{Hf pat in hospilal oc institutjon, write street number or locelicn)

(Specily whether

2. USUAL RESIDENCE OF DECEASED: %
@ sime. MLSSOUTT ® County_ J8CKSON e
3 k-1
(¢) City or town 'hansas Clty o
{1{ putside c:ior tawn Jimits, write "RURAL™)
@ Street No 3027 Cleveland .4
{1t rural, give location) 0
{e) Citizen of foreign country? no ' (Yes or No}

If yes, name country.

MEDICAL CERTIFICATION

. PRIN
%‘U£aﬁ NAM';I‘ Charle 2 Ba Shore 20, DATE OF DEATIH; Month Feb e d 2
3. () If veteran, 3. (c) Social Security ' ° 19 4‘8 ont & e 5H
same war n o No no ne year hour. minute. M.
T 21. I hereby certily that I attended the deceased from
. Color or 6. (g} Single, widowed, mamed Jan.. sl 19 %am Feb. 2 19. 4.8
/1 G
4 Se‘m—al—e@ mm‘gh‘;t_e,. divorced... marr e d that I last saw h.._LT slive on F g b Py 2 . 19__.4'_8
6. (b) Name of husband or wife.._...—....._... 6. {¢) Age of husband or wﬂe if || and that death occurred on the date and hour stated above. Duration
___MﬁuiMl_BaShQre_ ahve......I..}..._..,....yean I:g[l}ledmte cause of death
1. Din e of deccsed.. Mol 13, 1868 remia-Atelectasis of lung-
Montt) L8 (Xoar Arteriolar nephrosclerosis.... R
8. AGE: Years Months Days If less than one day Due to
19 10 19 hr. min
Due to
S ?cl.uld,inﬁ RS &) T Vo 2 . -

9. Birthplace.. P Ly, towo, or {State or foreign eondry} \ M

10. Usual gecupation Papel" Hanger' 28 N ‘j«ihm“”;".my within 3 months of death) ‘\"}—)

11. Industry or businesa s elf N K . PHYSICIAN
5 {2, Name - Frederick Baghore ' ' *5f operation: —
a8 q ] Underline
&1 13. Birthplace Unknown - Unknown thl:ic??lse "g

- l"I tuwn,orno " (Suate of forcign country) Of autopsy See abO ye B :vhou[deablg

a 14, Maiden name...... r ........ i‘alg SO L L ) . ;:h:i:geﬁ sta-

A istically.
g 15. Birthplace G Eﬁ&ggr} ﬁmq‘ll{igggn 7 22. If death was due to external causes, fill in the following:
16. (o) Informant_._. MI8. Maud M. Bashore. .= || @ Accident, suicide, or homicide (specify)
) Address.... Q&7 _ Clevaland Ave. K. C o }{ Mo Date of occurrence
. @ _BUrial. . ¢ Date thereof.. 2% F ?— Y& || @ Wheredidinjury occur? T Tt oy
(Burial, eremation, or remaval} (Month} (Day) (Year) (&) Did injury occur in or about home, oa farm, in industsial place in public place?
() Place: burial or cremation._ M 5o _MOT iah Cenet ey . .

18. (o) Signature of funemlg-ﬂa-ﬂlody "?%Gllﬂi ey 'Ey lir While at work? ... _cip..f‘” l(")” % ph;es of Injury. ______,_'_"________Q{

ansgsgasgs gsour

" ;b; Add.rz—_ ? y y 1 23, &mtmw s =y (ML.D. org%

- a —

(Date rectived local rerilulr) (Rewisirar s signature i

Address._M1EQ . Dl]_"_ .. Gen'l Hos P.+_Date sign

(Licensed Embalmer’s Statement on Reverse Side)



v

) ¥ . B _\‘ 1 ae
STATEMENT BY 'LICENSED EMBALMER . * .

4

wo'rking under my personal supervision.

P..O: Address.. C,—“ v

Note: The above MUST BE SIGNED BY THE LICENSED FMBALMER in his OWN HA.l\DWRITING (F:ulure to comply with
the above constitutes grounds for revocation of license.)

_Xf this body is not embalmed, fuct should be so stated above. — ) ] -




