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

FEDERAL SECURITY AGENCY

MISSOURI DIVISION OF HEALTH

19467

Nacional Officeof Yol Sttt DARD CERTIFICATE OF DEATH i rae o
HED JU 48848, STAN 5
Regml;EaBuo;J]LJ{stnct No..__.......z. Primary Registration District No/ué..Q?e.-.’ Registrar's No. . 20{}’?

1. PLACE OF D :
dackson
() County.

2.

USUAL RESIDENCE OF DECEASED:

~Fnd .

ey (s) State 8 County. .. £ 1. Z
®) City or town ansas Liiy () County, )
{If ontsida city or town limits, write “RURAL" ond name of township) (¢} City or town M ¢ R
() Name of hospital qr institution: e i sy o voen Tk —. - kel
General Hospital No. 1 1"“[ "“""“";‘i;'u;"“ RURALY) -
{If not in hospital or institution, write atrest number o location) (&) Street No. “‘Hﬂlping (AF rural, give locnuon)a S "(
(d) Length of stay: In hospital or institution 4 davs
(Specily whather || () Citizeu of foreign country?. No (Yes or No) ~
In this community Unknom
years, montha or days) If yes, name country.
3. () PRINT Frenk Flynn MEDICAL CERTIFICATION
i 20. DATE OF DEATH; Month 9 018 da 7
3.(b) 1i veteran, - 3. (¢) Social Security No. 1948 ¥
name war None None year nour........ & minute__ 99 T gy
21, T hereby certify that I attended the deceased from
O 5. Color or 14 6. (s} Single, wid w{d ed, || June 19%_;_’ to June 7 194_:_.8*-
4., Sex Male race e divi omed____E.._.._._.. that I last saw h imaﬁve on . Jun e 7 19“"%_.8
6. (3 Nameof husbandorwife. .. .. 6. (¢} Age of hushand or wifeif || and that death occurred on the date and hour stated above. ‘—Dmﬁm
alive oeereenonn.. years || Immediate cause of death.
7. Birth date of deceased ... D@0 o 9 1885 Cerebrovascular accident
(Month) (Day) (Year)
8. AGE: Years Months Days If less than one day Due to
6 2 5 2 8 hr. min
Due to,
9. Birthplace Minn, ’ - - e L ]
{City, town, or county) {Stata or foreign couniey) f L/
. - . ditions:___- N
10. Usual oocumhon__..____Eﬁns_i.QnQI:.-_.________._ — (itlhn:rhdm‘ “mnnncy within 3 months of deal.b) q‘fﬁbu
11. Indnstry or business. T . U PHYSIGIAN
. - Oor Lndings: . - . .
a 12. Name IInkn Oeml ) o0 ~ Of operations L : . .t
&= 7 . . hUnderIlne
21 13. Binhoiee - UnKnown : NEHE which death
14 Maig (Cnl-y.ﬁ or county) (Stata or foreign country) Of autopsy rhould .tb:
en name. ... B
a . 0] tistically,
s 15 Birthplace.. __-_(_fhty ‘town, or county). (Sutau fo pommrmy 22. If death was due to external causes, fill in the following:
16. (&) Informane__R@COTA Clerk ' - (@) Accident, suicide, or homicide (specify)
2 Addm_.K_;ﬂ_.__G_eILQ I'_l__QS.D # {8) Date of occurrence
17. (a) Anatomical_._. .. () Date thereot. §=12=428 _ (¢) Where did injury occur?. P o e
urial, cremation, oz removal} (Mnnun (D") oary {d) Did injury occur in or about home, on farm, in industrial place, in pubh.c pl.a(z?
{¢) Place: burial ar crematmn.ﬂe_s_t.em .Dﬁﬂi&l_c QJ;]- e_E 2

18. {(g) Signature of funeral duerﬁilﬁ]:t F unQI!QLﬂQ__G

@) Ad /332 Monitor Place ._.K._Q_.ﬂMo-
19. (a) /5" ,:ﬂf._ @ b

{Date receivad tocal repistrar)

Add.

{Specify type of place)
While at work? o M

:m G DiT.

{Licensed Embalmer's Statement on Reverae Side)




STATEMENT BY LICENSED EMBALMER

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

, Registered Apprentice No . )

working under my personal supervision.

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

- *

If this body is not embalmed, fact should be 8o stated above,



