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

FEDERAL SECURITY AGENCY
National Office of V:ta.l Statistica

FILED SEP 3

g @ /
Registration District No.

MISSOURI DIVISION OF HEALTH

STANDARD CERTIFICATE OF DEATH
Primary Registration District No...li&._!.{.z:/

State File No 25764
L2

Ragistrar’s No.

1. PLACE OF DEATH:
(c)-. County. Clav

() i ... Bxee % " £-X:T2 0o X I
() City or town (If ontaide ml}g‘k?n hm%wrih " '%m nth%mﬂp]

{c} Name of hosplta.l or institution:

___ Yeterons Administration Hosy O
(L not in hoapita) or institution, writs sireet pumber or
(d) Length of stay: In hospital or mst.xtut.ion.._]_'...y..r.g....l.._mo n«,.a....d..ary L |
(Bp.nl, whelher

In this community____L._ FXa A moez2. d.e;&s

yoars, months or days)

2., USUAL RESIDENCE OF DECEASED,

@ s Mimsourd @ coumy_ _ Jackson 4/f
@ City or town........ Kansas _City <
(11 ontsids city or lown Limits, weits “RURAL”) Y
(d) Street No. ___lm_E._ﬁI:h Street 2
{If rural, give location) /
(&) Cit{zcn ot_’ foreizn country?. Ro (Yes or No)

If yes, name country

Full NAME.

¥allace G. Ropkipse- .

3. (&) Ii veteran, 3. {¢) Social Security No.

- | 5 Coloror, 6. {a) Single, widowed, martled,
4 sex_ White . mu-_.!qe._]_.ﬂ_.._.. divorced Married /.
6. () Name of husband or wif::..;;_'_'.:______._ 6. (¢) Age of husband or wife if
Lucille Hopkins alive...dL ... . years
7. Bleth date of deceased..__._ Qctober 28. 1907
{Moath) {Day) (Year)
8, AGE: Years Monthg Days If less than one day
40 10 2]' § hr. min
9. Birthplace.. BOsedala. ._..:;. S Ka.naa.s_____-_l_
(City, town, or county) {State or foreign country)

10. Usualoccupation_Upholgterer . . - . .
11. Industry or businem_gphﬁls_t.ﬁry__cﬂ.-___.__ mmmmmmm

12. Name.. Dige Hopkins . LI
E{ 15, Birthplace St11Well Missourd U
ty, or ppon - ox £
g 14. Maiden mmr_.___.__....t.nm M&bﬂu@h - ﬂcil:nmt")
5{15, Birthplace Salem . Misgsouri v
= (c:u,waviuimm;) ﬂ_ V t(ﬁuuul‘uunmnug)
. it ecords,Veterans . .
R "”it&m 1sf“ation“ﬁo“§51
7. @ Tﬁ%ﬁﬁe Eiorzs—prln% M?%ﬁ-aﬁ)lm 3} (Yoss)
DA CIG Y i1 "y, BRT,
) n%x%ohmsasxim—uo.—-w
18. {s) Signature of funeml d.r.rectnr

{H
19. (a)

MEDICAL CERTIFICATION

20. DATE OF DEATH: Month, 2UEUEE day... 18
vear 1948 your 2268 minue  Pa
21. [ hereby certify that I attended the d d from
July 7, 1947 0. Avgust 19 148
that I last saw l'L....m alive nn_._A-ugu-Bt 19 lﬁ-.:
and that death occurred on the date and hour stated above,
Duration
Immediate cause of death -
TMuberculosis, pulmnonary,reinfection| ..
type,.far edvanced,. ective . - > Inkno.
Due to. :
Due to
Other wndlﬁona.m_ul ogip.cestro
Inclede pregonancy within 3 monthe of death)
1ntest inel trect A PHYSICIAN
Major Sndine: rfa fﬁ . —
i
AL Ri—
Of utopsy None Should be
. charged sta-
...... — |tistically,

7 gy e

mmlnr s nignature) ,_qi P

22. If death was due to externaf causes, fill in the following:

Accident, suicide, or homicide (specify)

Date of occurrence —

Where did injury oocur?. >
l,‘ or town,
Did injury occur in or about home, on farm, in lndu.strla.i plaoe. in m:blic place?

——

o{ clace) -
Menns of Injury ... ==,

A {M.D. orothu).::ono
HQ. oo Drate signed 8 "'.19_-..48

Address. ...

(Licensed Em.bu!.m&'ﬁ‘guument on Beverse Side)



RECEIVED
Distrlot Healith Officer No, 8,
District File Number_

e .. oI G

&6‘/

G‘g‘,

STATEMENT BY LICENSED EMBALMER

-

%ﬁ:rtify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by

ALt A Registered Apprentice No )

A

’ ~
- . P.O. Address. ._..l?é,}éx. _— Al Aol

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRFFW’" y with
the above constitutes grounds for revocation of license.)

_ If this body is not embalmed, fact should be =0 stated above.

working uiffler my personal supervision.




