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

FEDERAL SECUR[TY AGENCY

AT 717
AT
Registration District No. L

MISSOURI DIVISION OF HEALTH

STANDARD CERTIFICATE OF DEATH State Fite No

Primary Registration Distriet No..l,_a.p

142685

Registrar’s No. c.cccerenes 1 4.89_

1. PLACE OF DEATH: 2. USUAL RESIDENCE OF DECEASED: L{
@ Coust JACKSON MISSOUR JACKSON
unty (s) State i (% County, 2
(%) Clty or town KANSAS CITY -
(If ontaide city or town limits, write “RURAL" and neme of township) (c) City or tawn KANSAS CITY {
(¢) Name of hnspIt.al or institution? (If outaida city of town Himits, write *RURAL") .
_GENERAL_HOSPTITAL NO, 2 /) @ Street No.._ 1200 E. 17TH STREKT 5
(if oot in hospltal or imatitotion, write street number or location) (f rarsal, give location) L
(d) Length of stay: In hospital or institution 8 DAYS N NO
3 0 YRS (Specity whether || (¢) Citizen of foreign country?. (Yes or No)o
in thi unit: L]
n”u: onth of d{v-) If yes, name country.
MEDICAL CERTIFICATION
3. PRI
UL NAME. JOHN ... JONES 20
3. (8) 1 veteran (c) Socal Secumy || 20. DATE O¥ DEATH: Month MARCH sy ,
. rerergh,,
aam W 0 | E 19&'8 hour. 6: minute 00 P .M,
e war.._..§
;: 21. I hereby certify that I attended the deceased {| mmmcﬂmm".__
5. Color or 6. (a) Single, widowed, mafricd, 12, 1wh8 o MARCH 20, 1048
4 &L.m .......... mt\‘_._N_m_RrQ.. dlvomed.,...j!'.l.l).gj . d HED ..... that I last saw hIH.._.. alive OLMHMM&Q’W.—._.._...._._...-.... 19______4‘,'8
6. (3 Nameof hushandgrwife . 6. () Age of husband or wife if and that death occurred on the date and hour stated above. Duration
et Aot e ra| tmmtiste caure o deaes... ARTERIOSCLEROTIC. TYPE| 2
7. Birth date of dmsed.._.__JAN_UARI___Zir__.lﬁﬁl___* —-—--—---———QF—-HEART DRISEASE
{Mooth) {Day; (Yoar)
8. AGE: Years Montha Days 1f lesa than one day Due to.
61 1 27 hr, min
/ Duae to.
9. Birthplace __S_Qu AROLIN - - . .
{City, towp, or onnn:w) B (State or farcign couniry)
. a L L - Other conditions
10. Usual occupation_— LABORER = (Jm m'-:mnﬂ' within 3 montha of destk} 0, 'b 0\
11. Industry or business AT PHYSICIAN
o . or ngs: . R
E (2. Name TOM . JONES . R [ . IHA Of operations . .
3] nderline
I':i 13. Birthplace. e 283T£{ C‘EESI'LI ghe.lgl:li‘:q;lzl.ﬁ
¥, town, of connty; or foreizm ) h
f { 14. Msiden mame — SALLIE 'STAR. fj,) | Of sutopay , :‘u:';??ﬁ'“f
. S h NIA . y.
E{ 15. Birthplace. e ————— 28}33:,{ Ct}}g")l 22. 1f death was due to external causes, fill In the following:
t6. a) Taformas STAPLETON (FRIEND) () Aceident, suicide, o homicide (specify)
b A 'T 00 _l'ZTH_S_TE.EET.._"..._.._..._. () Date of cocurence
17. (a) . sy *_ . (5) Date thereof. H-[-]748 | © Whereddlury occur? {City or tawn) (County)
{Burial, cremation, """“"’ ’ (Meath) (Day) (Year) (d) Did injury oceur in or about home, on farm, in industrial place, in publlc plam?
(¢) Ptace: burial or mmﬂonléé.&@..& (I etaisat TN
NAAAL A= : . i ] -
18. (z) Signature of fune irector..] M.._B ______ ME— While a Bpueily lnhu)d injury. 2
® A ___ p! Mat M.D
. Si iy dat .D. ther .
v 0 Tl GE = GPNERATHOSPITAL NOS2”  mons 3/23/48
(Data reuemr! lo&lremzm) {Registrar's siznatwre) Address FLaAVDAWAL MAAIL LI A0 e & . Datesigned 2/ <L

(Licensed Embalmer’s Statement on Reverse Side)




STATEMENT BY LICENSED EMBALMER

" Thereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by

i, Registered Apprentice No

working under my personal supervision.

o Signed <.

*

. *P 0. Address.. K C.— ..... *

L

B Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply with

the above constitutes grounds for revocatmn of license.)
" " 7 If this body is not embalmed, fact should be so0 stated above. C .




