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FEDERAL SECURITY AGENCY

HTE ﬁnal Office 02 ital Statistics
RexistraMnADYsmct No.]_.g_?‘8 YZ___

MISSOURI DIVISION OF HEALTH

STANDARD CERTIFICATE OF DEATH
Primary Registration District No......l..é....é_g-'

sue pae o 1L H30
Registrar's No. .. kA S <3 —

1, PLACE OF DEATI:

(a) County.
{b) City or town

Jackson
Kansasg City

(If oarsids city or town limils, write "RURAL" and name of towzship)
{¢) Name of hospital or institution: /

5405 Forest

{If not in hospital or institntion, write streat number or location)
{d) Length of stay: In hospital or institution

72 ._Yyears

(Spocify whether

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

2. USUAL RESIDENCE OF DECEASED: (P,
j L]

(a) State Missouri (8} County Jackson
(© City or town Yansas City 3
If outside city or town Limijts, write “RURAL")
@ Street No._ 0305 Forest (7
{[f rural, give location)
(¢} Citizen of forelgn country? Yo (Vea or No)

I yves, name country

MEDICAL CERTIFICATION

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

Uil NAME..... Mrs, Nellie Cunninghem Hayden M 13th. -
- - 20. DATE OF DEATH: Month ay day bl
3. (&) If veteran, 3. {¢) Social Security No. 1948 |
name war No Hona Year. hour. mimite. M ‘
21. T hereby certify that [ attended the deceased from.... (XG44 }
P /i 5. Color or 6. (a) Single, wi(howed, married, || 9 9 19 - . e . .
1 N - ¥
s s Female /| . Yhite divorceg_W1dOWed s o Baativeon - S - W Y 1
6. {b) Name of husband or wife.— e 6. (£) Age of husband or wife if and that death occurred on the date and hour “awfi above. Duration
Samuel R, Hayden alive___ — yearn || Immediate canse of dea
7. Birth date of deceased....... AQril_--——-——Qt h 1871 _ ——d
‘Manth) © (Yoar)
8. AGE: Vears Months Days If less than one day Due to Q/O-J q& ‘L\.):-\-ML-JJJ 3 W
77 1 % hr. min. b
ue to Y
9. Birthplace........Auburndale -=._ .. _w:_MaﬂB..____;/_ - S e
(City; town, or connty) (State or foreign conntry) ‘
. e ) Other conditl A
10. Usual eccupation_ &5 _home . , . || “inetite pregnanes within 8 monthe of death) l }b’/
11, Industry or bus iz u( PHYSICIAN
- - N - P . . fajor findings , ——
8 {12 vame Michagl Cunningham ' il el Of overaione. , - -
[
23 1 7. e o
(C:lv town.crconnr.y) ‘ {Staws or foreign country) " Of autopay should Be
g 14. Maiden mmcKagaizel. . on cm:u-
1 cally.
= -
S 15. Birthplace T emgpiomrer ﬁ{‘:a]"a_nd Af 22. If death was due to external causes, £l in the following: -
16. @ Informant. 98m_Hayden U (@) Accident, suicide, or homicide (specify)
® AdmﬁiOﬁ Torast Ave..Kansas Cityz Mo, ||® Dateof cccomrence
17. @ Byurial (&) Date thereot__5=15—-48 () Where did Injury occur? eepere— o
(Busial, cromalion, or removal) (Month) (Day) (Year} (&) Did injury oocur in or about home, on farm, in industrial plaoe i.npublu: place?
(© Place: burial or cremation Mts Horiah Cemetery \ , \ A7)
. ) = - {Speci. Euce -
18. (s) “Signature of funerat director. Freeman Mortuary While at Xotk? va!!-tmii )of inary (-/

) Add . Rangas Ci:

19. {a)

LMissourl

— (M. D.or other) Ji1N)"

Date eigned........”

(Liccnsod Embalmer's Statement on Reverso Sidom Y \
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STATEMENT BY LICENSED EMBALMER T

I hereby certify that the body whose name isrecorded on the n;verse side of this certificate was embalmed by me, or by...
) LRt

Reglstered Apprent:ce Nn

slg.mu ‘7/(/&’% % /gM

s“' ‘ . “ . | . : -."- «LlcensedEmbaImeri\Io é(\? \5-“

working under my personal supervision,

the above constitutes grounds for revocatmn of license. )

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




