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WRITE PLAINLY~-USE UNFADING BLACK INK~MAKE A PERMANENT RECORD

FEDERAL SECURITY AGENCY . MISSQURI DIVISION OF HEALTH ’-{ .
AL RPR 17 1848 STANDARD CERTIFICATE OF DEATH o 7 o 1%:;?‘%8
e D i :

Registration District No. ... ._Z____ Primary Registration Distrlet No._ /80 2 Registrar's No.
1. PLACE OF DEATH: J ck 2. USUAL RESIDENCE OF DECEASED:
ackson M % f
((.;; :::?;,z — Kansas CTEy () State issouri & County, S B:CKSOD
(If ontaide city of town limits, write “RURAL" and nams of township) {c} City or town Kansas City
() Name of hospital or institution: (If outsida city or town Jimits, writa "RUHAL" )
3318 Xarnes Blvd, / @, Street No._... 3318 Karnes Blvd. 4
(If not in hogpital or ingtitation, writs sireet number or location) (1f raral, give location)
{d) Length of etay: In hospital or institution Gosdly @ ’ Citizen of farei try? No
pecify whethar (] n of foreign count . (Yes or No)
In this community. 58 years E
years, months or daye) .__If yes, name country
- MEDICAL CERTIFICATION
309 MuNT  Mrs, Lola Belle Nelson s
20. DATE OF DEATH: Montn _ APTil day 7th,
3. {b) If veteran, 3. (¢) Social Security No. 1948 TR
name war Ko . none yeat. hour. ';l' minuted Q B M
l ‘_/'" 21. 1 hereby certify that I attended the decensed from. __ .,_ﬂ‘:.o
Femal 5. Calor Unite 6. (a) Single, mdowcg dn(;a‘;ﬂe < 1), to....,...ﬁ AT 19, ‘l?
4. Sex ENALE | race divorced =~ = " | that I Iast saw h_-'IL_ aliveon_ ¥ S 19"?
6. (b_)B Name of husband orwife..__ 6. (c) Age of hnsband or wife if || and that death occurred on '-h!‘- daté and hoyr stated above. Duration
urt H, Welson aliven.. ..> _years|| Immediate unaeof death_Corrr aun e _
e . March 5th, 1881 fomeLoons J 3 emthi.
{Month) (Day) (Year)
8. AGE: Years Mentha Days If less than one day Due to,&a\!h@%sg_a.a_ﬂiﬂiﬁslﬁm_ S
67 1 2 hr. min
Due to.
9. Birthplace.. - e .. Missouri (J LT T
{City, town, or county) {81ats or Torvign country)
10. Usual cocupation At_Home Tl T T ‘O(She'tfnmr wiikin § pmnthe of deathy 0
11. Industry or business T - PRYSIHIAN
8 ( 12. Name Robert -S: Mann . L W | By s S Ve 2 oY SRR 54U~ - | —
=4 z . Underline
= . . Vi rgi. nia / : the cause to
&= \ 13. Birthplace : a i N7 which death
it ate ) : ot - - o
B { 14, Maiden name. SR B R daraon, O leen ey Of autapsy Ay 3‘1’{.’:‘:{’? o
RS S 2 tistically,
Es .
© | 15. Birthplace Mi ssouri /} 22. If death was due to external canses, fill in the following:
= {City, town, or connty te or foreign conntry)
6. (&) Informant Mrs, Bertha N, Wri ght - () Accident, suicide, or homicide (specify)
@ Addres_ 0018 Karnes Blvd, (8} Date of occurrence
17 (@ Bu;ia]_ : (5) Date thereof... 4[ 9/ 43 (c) Where did injury occur? (c‘“,‘rm“) e <
(Burisl, eremation, or removal) ™ (Mouth) (Day) (Year) (d} Did Injury occur in or about kome, on farm, in industrial place {n public plaoe?
© Place: busial or cremation__- M ¥s _Moriah Cemetery .
18. () Signature of funeral curectoé Freemen Mortuary T “W'ha; it work?__ ey @ Meang of thjury. L) ’/\ S A W
@) Address__K2nsas City, Missourd : b . : D
9. (@) . Y H t > a0, 7 R
) ettt Address ?"9 Y 2 9,

{Licensod Embalmer's Statement on Reverse Side) -
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STATEMENT BY LICENSED EMBALMER e e

]

I hereby certify that the body whose name is recorded on the reverse side of thts certlﬁcate was embalmed by me, or by.

. ‘ .--.--'-'

5 . ) : . Reglstered Apprentlce Nn

s 3 . e

ngnr-d /f,{/ﬂ%x %‘/ W

B -. i .T'!:-‘ ay Llcensed..l?.lml‘).‘aimer I&:) 7{3 ) s S

.\-\ EALFaRS

working under my personal supervision,

N M ‘ ’ . i~ P OfAddressZ..m ........... {7?%0'

Note: The above MUST BE SIGNED BY THE LICENSED EMBALN[ER in his OWN H.ANDWRITING. (Failur,
the above constitutes grounds for revecation of license.) M T T A S T LI

If t]:us body is not’embalimed, fact should be so stated above. o T .
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comply with



